Open Journal of Psychiatry, 2019, 9, 1-14
http://www.scirp.org/journal/ojpsych
ISSN Online: 2161-7333
ISSN Print: 2161-7325

Client Satisfaction and Quality of Life at
Primary Healthcare Clinics and Psychiatric
Hospitals in the Eastern Province
of Saudi Arabia
Osama A. Al-Jama1, Abdel W. Awadalla2*, Hiroko Arikawa3
Ministry of Health, Primary Healthcare Clinics of Eastern Province, Khobar, Saudi Arabia
Department of Psychiatry, College of Medicine, Imam Abdulrahman Bin Faisal University (Formerly University of Dammam),
Dammam, Saudi Arabia
3
Independent Author, Springfield, MO, USA
1
2

How to cite this paper: Al-Jama, O.A.,
Awadalla, A.W. and Arikawa, H. (2019)
Client Satisfaction and Quality of Life at
Primary Healthcare Clinics and Psychiatric
Hospitals in the Eastern Province of Saudi
Arabia. Open Journal of Psychiatry, 9, 1-14.
https://doi.org/10.4236/ojpsych.2019.91001
Received: November 18, 2018
Accepted: December 23, 2018
Published: December 26, 2018
Copyright © 2019 by authors and
Scientific Research Publishing Inc.
This work is licensed under the Creative
Commons Attribution International
License (CC BY 4.0).
http://creativecommons.org/licenses/by/4.0/
Open Access

DOI: 10.4236/ojpsych.2019.91001

Abstract
Over the past few years, greater attention has been paid to the importance of
incorporating behavioral health treatment into primary health care (PHC)
settings in the Kingdom of Saudi Arabia (KSA). The purpose of the present
study was to compare the participants’ satisfaction on psychological services
and quality of life (QOL) among primary healthcare clinics, psychiatric hospitals and healthy controls. The Arabic version of the World Health Organization Quality of Life-short version (WHOQOL-Bref) and Client Satisfaction
Questionnaire (CSQ) were administered to 36 PHC participants, 60 hospital
participants, and 63 healthy controls. In all QOL domains, there was no significant difference obtained on participants’ QOL between PHC and hospital
settings. Except for similar score to PHC participants on overall QOL (OQOL),
healthy controls scored higher than the other two groups on four QOL domains and General Health (GH) facet. As for clients’ satisfaction, participants
under PHC setting reported significantly higher satisfaction compared to
hospitals and healthy controls. Hospital participants reported higher client
care satisfaction than healthy controls. Improvement in the quality of mental
health care such as ease of referrals and detection of undiagnosed mental
health conditions could be the cause for higher satisfaction with PHC services. Stigma associated with mental illness creates serious barriers to Saudi patient’s access to psychiatric clinics of large hospitals. There is a need for incorporating qualified mental health providers into PHC and educating the
general public to become aware of certain beliefs and attitudes that limit
access to treatment and prospects for recovery of persons with mental ill-
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nesses.
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1. Introduction
Over the past several decades, the Alma Ata declaration issued by the World
Health Organization [1] has increasingly expressed the need for primary health
care (PHC) to be accessible to all individuals and families living in communities
worldwide. The conference listed the promotion of mental health treatments as
one of the essential elements of PHC services which will reduce mental illness in
a community and enhance patients’ coping strategies through proper prevention
and treatment [2]. The goal of PHC is to provide fundamental healthcare needs
and to offer global access to families and individuals in the community close to
where they live and work. It is decentralized and requires the active participation
of the community and family [3]. McDaniel, Hargrove, Belar, Schroeder, and
Freeman [4] identified several goals that included the development and feasible
implementation of treatments within PHC based on population care rather than
the more intensive individual client-centered care typical of the specialized
mental health setting. Ratzliff et al. [5] view behavioral integration into PHC as
essential for enhancing access to care, producing better patient outcomes, reducing health care costs, and perhaps improving patient’s awareness of healthcare services.
Much evidence supports the need for integrating psychosocial and behavioral
healthcare into PHC. For example, in developed countries, one-third of visits to
PHC centers were related to psychosocial and behavioral problems [6], and
more than two-thirds of the PHC medical appointments were related to psychosocial concerns [7]. In industrialized North America and Western Europe,
25% of disability that leads to premature death was accounted for by mental disorders [8]. In a developing country such as Lebanon, an epidemiological survey
showed that 17% of respondents met the criteria for at least one mental disorder
within a 12-month period [9] [10]. In the capital city of Riyadh in KSA, 30% to
40% of those seen in PHC clinics had mental disorders [11]. Another study in
KSA showed that mental health problems are often thought to have religious or
somatic causes, making them difficult for mental health practitioners to diagnose
and treat [12]. Literature from adjacent African countries supports these findings
[13] [14] [15]. Regretfully, it was clear that most of these mental health cases were
treated either by PHC medical professionals or by religious/traditional healers [16]
[17] [18] and that perhaps less than one-third of patients ever met with a psychologist or other mental health providers [19].
Therefore, integrated psychosocial and behavioral health services into PHC
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settings is essential for providing treatment and diagnosis of patients with mental disorders, designing strategies to prevent mental disorders and ensuring the
existence of qualified healthcare practitioners to provide proper psychosocial
services and counseling [20]. This integration is expected to result in several advantages such as reduction of stigma [9], family burden associated with mental
disorders [21], ease of access to mental health services and treatment [22], early
detection and prevention of mental conditions [23], and reduction of chronic
recurrent course of mental illness [24]. Furthermore, the integration of psychology into PHC settings could help in predicting new definition, explanation, and
concept of PHC in the future of the health-care system structure [25]. For instance, to further their ability to collaborate with medical practitioners, psychologists can offer a biopsychosocial explanation and detection of mental illness to
patients and their family caregivers [19]. In view of this, some scholars [26] [27]
[28] particularly emphasized the availability and timely access to PHC settings to
provide psychological services to at-risk populations, such as underserved rural
dwellers, victims of abuse, and those with low socioeconomic status.
A few studies have been conducted on patient’s satisfaction in Saudi PHC settings [29] [30]. However, no published studies to date have investigated comparing patients’ satisfaction and QOL at PHC settings with that of psychiatric
hospitals. Therefore, the primary objective of this study was to compare satisfaction and QOL between two groups of participants who received mental health
treatments at PHC setting (group1; G1) and psychiatric hospitals (group 2; G2),
and also to compare the findings to a healthy control group (G3) recruited from
general population.
This research study highlighted the important association between the PHC
organizational model and health-related QOL and client satisfaction in persons
with mental illness. It was carried out in the Eastern Province (EP) of KSA and
hypothesized that participants at PHC would report higher satisfaction and QOL
regarding their mental health than participants treated at psychiatric hospitals.

2. Method
2.1. Participants
Participants from group 1 (G1; PHC attendees) were recruited from three PHC
in Dammam and Khobar in KSA. They included 14 males (M = 32.71 years in
age, SD = 5.9) and 22 females (M = 32.77 years in age, SD = 8.21) who were regularly receiving mental health services from the clinics.
Group 2 (G2; hospital attendees) participants were recruited from outpatient
psychiatric departments at King Fahad University Hospital (KFUH) in Khobar
city and Al Amal Complex Hospital (ACH) in Dammam city, KSA. They included 45 males (M = 36.63 in age, SD = 12.84) and 13 females (M = 34.36 in
age, SD = 10.34) who were consecutively receiving mental health services from
the hospitals. Two participants did not indicate their gender.
Group 3 (G3; control) served as a healthy control and included 39 males (M =
DOI: 10.4236/ojpsych.2019.91001
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37.47, SD = 15.14) and 24 females (M = 28.89, SD = 7.55) who were recruited
from public locations such as schools, universities, lecture halls, supermarkets,
and mosques. One participant did not specify his or her gender.

2.2. Procedure
Permission was granted to carry out the study from authorities of each clinical
setting. The study was conducted in accordance with the Declaration of Helsinki, and the protocol was approved by the Ethics Committee of General Directorate of Health Affairs (GDHA) in Khobar, EP of KSA. Eligibility criteria included being native Saudi participants of both genders, literate, aged 18 years or
older, currently using PHC or psychiatric hospital services and having met the
ascertained diagnostic criteria for mental disorders according to the Diagnostic
and Statistical Manual of Mental Disorder, 5th ed. (DSM-5) [31].
Participants were consecutive attendees at the PHC and psychiatric hospital
settings who fulfilled the study’s inclusion criteria. They were approached by the
primary investigator (OAA) who used the direct enrollment strategy by approaching each participant individually and asking him or her of whether he or
she would be interested in take part in the study. Illiterate or those who were
unable to answer questions were excluded. An IRB-approved letter of the study
was presented to the treating healthcare providers who assisted in referrals of eligible and interested participants. A considerable care was taken that no participant contacted would feel obliged or pressured to participate. Also, all participants were informed that they had the right to withdraw from the study. Thereafter, OAA visited each facility and handed the measures to each participant
after explaining the purpose of the study and confidentiality, responding to their
questions effectively and receiving their verbal consent to participate. The questionnaires were completed at the facility while the investigator was waiting in a
separate room. Participants returned the anonymously filled questionnaires to
the investigator. In addition, healthy control participants were approached in
classrooms, supermarkets, and mosques. No identifying information was collected.

2.3. Measures
Two assessment instruments were used in the present study: the validated Arabic version of the World Health Organization Quality of Life-short version
(WHOQOL-Bref) [32] and the translated Arabic version of the Client Satisfaction Questionnaire (CSQ) [33].
WHOQOL-Bref
The Arabic WHOQOL-Bref is a 26-item, self-administered questionnaire, a
short version of the WHOQOL-100 scale used for assessing participants’ subjective responses rather than their objective life conditions [32] [34] [35] [36]. The
questionnaire captures four domains of QOL. They are physical health, psychological health, social relations, and environment. The rating uses a five-point
DOI: 10.4236/ojpsych.2019.91001
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scale ranging from “dissatisfied” (a score of 1) to “highly satisfied” (a score of 5).
The scores are scaled in a positive direction (i.e., higher scores denote higher
quality of life) [35]. Individual item ratings are based on transforming raw scores
into scores ranging from 4 - 20 to align with WHOQOL-100 instruments [35].
The items are then summed to provide an overall index of satisfaction level [34].
Two additional stand-alone domains that are of particular relevance to an individual’s Overall Quality Of Life (OQOL; Q1) and General Health (GH; Q2) facets were assessed separately, as recommended by the WHOQOL Group ([36].
They are used to constitute the general facet of OQOL and health. The test-retest
and the internal consistency reliability for the questionnaire and the domains
had an acceptable Cronbach’s alpha of ≥0.7. Internal consistency reliability on
each domain (Cronbach’s alpha) was 0.80 for physical health, 0.77 for psychological health, 0.69 for social relations, and 0.83 for environment [32]. Similarly,
our current study showed a high reliability for the full questionnaire (alpha =
0.95) and adequate to high levels for its four domains: 0.89, 0.84, 0.84, 0.76, and
0.87 respectively.
Client Satisfaction Questionnaire
Larsen, Attkisson, Hargreaves and Nguyen ([37] first developed the CSQ, a
self-report measure designed to assess the degree of clients’ satisfaction with service and elicit their perspective on the value of services received. It is an 8-item
measure with rating response options based on a 4-point scale with scores ranging from 1 (quite dissatisfied) to 4 (very satisfied), easily scored by summing the
individual item scores to produce a range of 8 to 32, with high scores indicating
greater satisfaction [38] [37] 1979). An example of the eight different components that the questionnaire measured is “how satisfied are you with the amount

of help you have received?” for which the response options are 1 = quite dissatisfied, 2 = indifferent or mildly satisfied, 3 = mostly satisfied, and 4 = very satisfied
[39]. Unlike WHOQOL-Bref, CSQ has no subscales and tends to report a single
dimension of overall general satisfaction with services [37]. The internal consistency of the original CSQ-8 was high, with Cronbach’s alpha coefficients ranging
from 0.84 to 0.93 [40]. A similar result of high reliability was reported by the
present study (alpha = 0.89). The questionnaire has been translated into different languages, including Arabic [33], and has been used in a wide spectrum of
clinical and human services, educational and governmental programs, legal and
police services, and administrative and research settings [41] [42] [43] [44] [45].

2.4. Data Analysis
PSPP statistical software version 0.10.2 [46] was used for the data analysis. Means,
standard deviations and frequency data were calculated to describe participants’
sociodemographic and clinical information in each group. Comparisons among
the three groups for each of four domains and two facets of WHOQOL-BREF
were done using one-way ANOVA, followed by post hoc t-tests with Bonferroni
corrections. Similarly, One-way ANOVA was used to compare CSQ scores among
DOI: 10.4236/ojpsych.2019.91001
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three groups with post hoc t-tests.

3. Results
Table 1 shows the characteristics of the study population. The study had the total of 160 participants (n = 96; 60%) and controls (n = 64; 40%). Participants
aged between 18 and 79 years, with the majority (73.9%) of them young adult
native Saudis aged between 18 and 40 years. They were predominantly married
Table 1. Sociodemographic and clinical characteristics of participants and control group
(N = 160).
Participants (G1 & G2)

control (G3)

Total

N = 96 (%)

N = 64 (%)

N = 160

Male

59 (61.5)

39 (61.9)

Female

35 (36.5)

24 (38.1)

Mean age for all

34.11 (9.32)

34.4 (13.5)

18 - 25

13 (14.7)

18 (33.96)

26 - 40

53 (59.2)

16 (35.85)

41 - 79

30 (26.1)

16 (30.19)

Primary/intermed

10 (10.4)

2 (3.2)

High school

41 (42.7)

15 (23.4)

College

45 (46.9)

46 (71.9)

Unemployed /housewife

26 (28.3)

2 (3.1)

Student

9 (9.8)

18 (28.1)

Professionals (e.g., doctor, teacher, eng, etc)

20 (21.3)

28 (43.8)

Technical (officer, secr, techn)

20 (21.3)

12 (18.8)

Retired

10 (10.9)

4 (6.3)

Unspecified

7 (7.6)

Variables
Gender

Age group

Education

Occupation

Employed:

Marital Status
Single

28 (29.2)

18 (28.1)

Married

59 (61.5)

41 (64.1)

Divorced/separated/widow

9 (4.7)

4 (2.4)

Yes

35 (42.7)

19 (32.2)

No

47 (57.3)

40 (67.8)

Have a disease
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(61.5%), educated at a high school or college level (89.6%), employed at a professional or technical level (42.4%) and more than one-third (42.7%) had a history of comorbid disorder. Likewise, majority of healthy controls were young
adults between 18 and 40 years (69.8%), predominantly married (64.1%), educated at a high school or college level (95.3%), employed (62.6%) and nearly
one-third (32.2%) had reported having a disease.
Table 2 shows the means and standard deviations of WHOQOL-BREF scores
of participants in G1, G2 and G3. One-way ANOVAs found significant differences among three groups in each domain and overall QOL scores. Post hoc
comparisons of groups on each domain were calculated with Bonferroni corrections. The results of the multiple comparison tests showed no significant differences on the QOL level between G1 and G2 across all four domains and General
Health (GH) whereas participants in G3 reported significantly higher QOL than
G1 and G2 in all domains and GH. The only significant result for overall QOL is
that G3 scored significantly higher than G2. There was no difference between G1
and G2, nor was there between G1 and G3 on overall QOL.
Table 3 shows a One-Way ANOVA on CSQ scores which showed significant
difference across groups, F (2, 157) = 9.45, p < 0.01. The post hoc analyses indicated that participants in G1 reported significantly higher satisfaction than G2 (t
= 2.38, p < 0.019) and G3 (t = 4.55, p < 0.01). G2 participants reported significantly higher client satisfaction than participants in G3 (t = 2.05, P < 0.042).
Table 2. WHOQOL-BREF means and standard deviations across settings.
Settings

Domain

F

df

7.66**

2, 157

PHC (G1)

Hospital (G2)

Control (G3)

Physical Health

13.41 (3.25)

14.1 (3.49)

15.67 (2.29)

Psychological Health

13.04 (3.27)

13.63 (3.47)

15.69 (2.73)

10.46*** 2, 157

Social Relationships

12.96 (4.0)

13.08 (4.1)

15.96 (3.24)

13.55*** 2, 157

Environment

13.69 (3.14)

13.33 (3.46)

15.42 (2.64)

7.86**

2, 157

Overall QOL

3.81 (0.95)

3.73 (1.06)

4.91 (0.69)

4.40*

2, 157

General Health

3.61 (0.93

3.60 (1.12)

4.13 (0.72)

5.93**

2, 157

N

36

60

64

Note. * = p < 0.05, ** = p < 0.01, *** = p < 0.001 Standard deviations appear in parentheses after means.

Table 3. CSQ means and standard deviations across settings.
Settings
PHC

Hospital

Control

Mean (sd)

27.81 (4.46)

25.90 (4.83)

24.47 (4.34)

N

36

60

64

F

df

9.45**

2, 157

Note. ** = p < 0.001.
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4. Discussion
This study was conducted in one of the 13 provinces of KSA with the aim to
compare mental health participants’ reported levels of satisfaction and QOL in
mental healthcare between PHC and hospital settings. It used validated Arabic
instruments to assess the participants’ ratings of their own subjective experiences, which proved to be more accurate measures than clinicians’ ratings [47].
It also incorporated a healthy control group recruited from corresponding
communities for comparative rating. However, the study was limited by its small
sample size which may have reduced power to detect meaningful differences
among the groups. Also, the study population was sampled from an urban
province (i.e.; EP) that hosts large universities and hospitals, thus the findings
cannot be extrapolated to the Saudi rural areas. Future research using more diverse and larger groups of mental patients is needed to establish whether the
differences reported herein can be further generalized to other Saudi PHC settings. Despite such limitations, the present findings were in accordance with
previous studies [48] that urbanized countries with a well-established PHC system showed significant results in favor of PHC program over hospitals.
The results did not show significant differences in participants’ QOL in all
four domains and GH between PHC and hospital settings. As expected, the
healthy control population reported significantly higher QOL than participants
in both settings, as seen in other studies [49]. With regard to participants’ satisfaction, the results showed that participants at PHC settings were significantly
satisfied compared to participants seen at the hospital settings and among controls. Some possible explanations for higher satisfaction reported by Alshammari
[50] included patients’ exhibiting less severe diagnoses, quality of clinicians and
empathic communication. Prior studies have pointed to these explanations as
strongly correlated to patient’s satisfaction with favorable outcomes [19] [51].
The higher level of satisfaction shown by the study among hospital group more
than control group may be influenced by the new changes and recent advances
in Saudi mental health system adopted from WHO [3] quality rights and aimed
at promoting quality of mental care such as ease of referrals to mental or general
hospitals and improvement in detection of undiagnosed mental conditions [12].
Certain factors could possibly explain poor overall QOL in our clinical sample. Physical and psychological variables such as comorbidities, distressed mood,
and lack of occasional assistance in self-care in clinical population have been
found to be significantly associated with poor QOL [52] [53]. For instance, Fu et

al. [54] reported comorbidities as negatively associated with QOL of chronically
ill survivors whereas lower severity in terms of having fewer co-morbid conditions was associated with higher QOL [55]. Our study showed that more than
one-third (42.7%) of participants had a history of comorbid disorder. Hence,
further research considering the combined influence of comorbidity and mental
illness on participants’ QOL is needed. When investigating Saudi conservative
society, still, it is important to mention the fear of confidentiality breaches and
DOI: 10.4236/ojpsych.2019.91001
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feelings of guilt and shame arising from social stigma of seeking mental health
services [56]. To reduce such ingrained fears, integrated behavioral services
within PHC can provide the needed confidentiality for people who require mental healthcare. Literature showed that mental health culture strictly values confidentiality as opposed to medical culture that is organized around referrals and
consultation with others [19]. Hence, the patients’ bill of rights (PBR) publicized
by the Saudi Ministry of Health (MOH) [57] has led to a stronger call for providing an insight into awareness and knowledge of patient’s rights such as right
to confidentiality and privacy [58]. To reduce stigma, Angantyer et al. [6] perceived brief therapy at PHC as less stigmatizing for clients, especially when it is
conducted by a qualified psychotherapist [59]. Other programs to fight against
negative attitudes and beliefs about mental illness can be implemented via public
awareness campaigns, media messages targeting documented stigma and discrimination [60], and well trained psychologists who have knowledge of PHC
strategies and all techniques important for providing effective psychotherapy
[19].
While there has been remarkable progress in Saudi mental health system and

the number of psychologists is rising [12], PHC system still lacks a well-established
program based on psychosocial intervention and precise detection of mental
health problems by PHC providers [61] [62]. The present findings encourage the
primary care community to put more effort into improving mental illness detection by qualified clinicians in KSA, pay attention to mental conditions that
might be manifested by or mixed with medical conditions [12], use routine
self-reporting instruments by PHC service providers to accurately assess patient’s mental status [63] [64] [65] and make referrals to mental health professionals accessible. Furthermore, programs are necessary to develop a system to
keep pace with global improvement of mental health services. Such a change requires mental health professionals’ willingness to take an active stance in the
movement. Larger scale studies in various provinces are recommended. Also,
other variables such as influence of comorbidity, psychiatric diagnoses, client
support system in preventing relapse, and skills and experiences of clinicians
should be evaluated in future studies.
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