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ABSTRACT 

 

This research is a cross sectional study which assessed the follow-up appointment and visit system 

at the neurology clinic of Korle-Bu Teaching Hospital, from patients and health provider’s 

perspective. The specific objectives were; to explore how the perceived attributes of the follow-up 

appointment system affect clients adherence and use of the system, to determine client knowledge 

on the follow-up appointment system and how it affects their acceptance of the system and 

satisfaction with care, and lastly, to examine the enablers and barriers in the implementation of the 

follow-up appointment system from provider and client perspective. An explanatory sequential 

mixed method was employed where questionnaires were used to gather quantitative data from 

patients, after which a semi - structured interview guide was used to  gather qualitative data from 

providers and selected clients. A total of 295 patients were used for the quantitative phase of the 

study whiles 10 service providers and 21 patients were available to share their views for the 

qualitative part. Findings of this study revealed that, communicativeness and trialability were 

influential in client adherence to the follow-up appointments and visits system. It was also 

observed that, compatibility, communicativeness and trialability of the follow-up appointments 

and visits system significantly affect the usage of system. Moreover, knowledge on the follow-up 

appointments and visits contributes to the acceptance and also influences satisfaction of the 

system. Barriers to the system include; academic engagements, poor adherence to time, distance, 

poor adherence to appointment schedule and lack of information, interpersonal relationship, 

security and confidentiality, distance, family Support and long waiting time. The enablers were; 

trust, persuasion, guidance on procedures, training, better health outcome, as well as patient 

involvement. The study recommended that innovative ways should be used to improve upon the 

attributes of the system examined in this study, most especially those that significantly affect 

adherence and usage. There is the need to improve upon channels of disseminating knowledge on 

the follow-up appointments and visits to clients. Also, the system should be made to be more user-

friendly. Finally, policies should be put in place to provide measures to control the barriers that 

were identified as they hinder the implementation of the follow-up appointment system. This when 

done, would encourage patients to honour their follow-up appointments, even though keeping up 

with appointments are not always easy due to several reasons. The ultimate results would be best 

health outcome for patients with such specialized conditions. 
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CHAPTER ONE 

 

1.0 INTRODUCTION 

 

This chapter discusses the background to the study, the underlying problem statement, the purpose 

of the study, research objectives, research questions, significance of the study and expected 

limitations of the study. 

 

1.1 Background   

Neurological disorders are diseases of the central and peripheral nervous system (WHO, 2015). 

These disorders account for more than 6% of the global burden of diseases, with a high number of 

mortality and disability-adjusted life years in developing countries (Lopez, Mathers, Ezzati, 

Jamison, & Murray, 2006).  According to WHO (2015), one out of every four persons in the world 

will be affected by neurological disorders at some point in their lives. Neurological disorders like 

stroke and epilepsy are the leading cause of death in the world today. It is estimated that globally,  

more than 6 million people die because of stroke each year, whiles about 50 million people suffer 

from epilepsy and 47.5 million people with dementia each year (WHO, 2015).  

The situation in Ghana is no different from the global situation; where stroke was identified as one 

of the top five causes of death in the country (Agyemang, Aikins, Edusei, Nkum, & Ogedegbe, 

2012). According to Feigin et al., (2017), unfortunately, the number of patients with neurological 

care needs will continue to grow in the coming decades.  This increasing number of patients 

threatens to become a major challenge in neurological care, especially with respect to quality 

follow-up appointments and visits for patients with such conditions. Follow-up appointments and 

visits system in its self is sometimes challenging, as regards patients compliance. A number factors 

of have been identified to be associated to resistance to appointment adherence (Kalyango, Hall, 
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& Karamagi, 2014).  These factors include; appointment scheduling procedure, distance, emotional 

support, forgetfulness, environmental factors, doctor-patient relationship, physician feedback, cost 

of treatment, medical system, psychological and social factors (Delamater, 2006; Kalyango, Hall, 

& Karamagi, 2014; Fontana et al., 2018). In a related study, some of these factors led to a non-

adherence rate of 30.5%, as observed by Fontana and collegues in their study which sought to 

determine patient’s non-adherence to follow-up after a specific surgical procedure is performed 

(Fontana et al., 2018).    

Globally, the main factors contributing to the challenge in neurological care incude infrastructural, 

human resource, financial and technological issues. 

First, the scarcity of appropriate infrastructure or resources to manage patients effectively is clearly 

seen in the field of neuroscience among resource-poor countries such as Ghana (Pandey, 2012). 

This issue have been considered serious set-backs in healthcare services provided in these 

resource-poor countries. Ghana is faced with infrastructural deficits, such as inadequate 

specialized care centres and beds (Adamu, 2018). The country has only two neurological centres 

– one each in Greater Accra region and Ashanti regions. Such deficits constrain patients to receive 

neurological care from a few central locations.  

As the number of such locations are currently inadequate, and not being augmented to match the 

growing number of patients, the quality of follow-up appointments may suffer. Patients, for 

instance, would experience delays resulting from longer queues, which may even be a disincentive 

for future follow-up visits. A study in Bangladeshi context found that duration of consultation and 

waiting time strongly predicted patients' satisfaction (Aldana, Piechulek, & Al-Sabir, 2007). 

Second, low-income countries like Ghana face human resource challenges emanating from low -

health personnel-patient ratios. For instance, available statistics suggest that the doctor-patient 
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ratio in Ghana is  1: 8,953, and the nurse-patient ratio is 1: 739 (Abdul-Rahaman, 2017; Gutsan, 

Patton, Willis, & Coustasse, 2018). Birbeck & Munsat, (2002), indicated that there are inadequate 

neurologists in low- and middle-income countries. For example, the estimated neurologist to 

population ratio in sub-Saharan African countries is 0.03 per 100,000 population, as compared to 

that of Americas and Europe which are 0.89 and 4.84, respectively (Birbeck & Munsat, 2002). 

Ghana, with a population of 25 million, has 6 neurologists that work within the 2 referral hospitals; 

the Komfo Anokye Teaching Hospital and Korle-Bu Teaching hospital (Sarfo et al., 2016). Due 

to lack of human resources in these neurological clinics, services at these places are usually on 

appointment basis. This has led to the overburdening on service providers caring for patients with 

neurological problems. Unfortunately, the few medical personnel available also sometimes leave 

the country in search of greener pastures (Ghana News Agency, 2017). The low ratio tends to 

create urgency in attending to patients, thereby reducing the quality of services provided. 

Third, there remains limited technology for the provision of neurological services. Most healthcare 

facilities in resource-poor countries use paper-based record management systems (Gyamfi, 

Mensah, Oduro, Donkor, & Mock, 2017). The use of such manual systems makes record storage 

and retrieval cumbersome and inefficient, thereby creating a bottleneck which hampers quality 

follow-up of patients.  

Fourth, both the intensity and duration of treatment warrant financial affordability, which is 

another challenge in low- and middle-income countries, with very few or no health insurance 

coverage. Most healthcare centres do not have adequate drugs and treatment of chronic 

neurological disorders like Parkinson's disease, and Wilson's disease is very costly (Pandey, 2012). 

Treatment modalities like intravenous immunoglobulin, plasmapheresis, and epilepsy surgery are 

rarely used due to the very high cost and poor availability (Pandey, 2012). The foregoing 
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challenges have an impact on the patient's satisfaction and adherence to neurological care 

regarding the quality of follow-up appointments and visits.  

Therefore, understanding patients satisfaction or adherence with quality of follow-up appointment 

and visit systems is thus imperative towards a search for better neurological service delivery. 

Provider satisfaction to care for patients could also be considered a very important factor towards 

the general quality of health care, which includes follow-up appointments and visits 

(Mosadeghrad, 2014). Job satisfaction of the service provider is key in bringing services that are 

of high-quality to patients. The nine (9) organizational factors that healthcare providers believed 

to influence their motivation and job satisfaction include; working environment, salary, managerial 

leadership roles, organizational policies, co-workers, recognition, job security, job identity, and 

opportunities for promotion (Glickman, Baggett, Krubert, Peterson, & Schulman, 2007; 

Mosadeghrad, 2014). According to Mosadeghrad (2014), patient involvement and cooperation are 

needed for providers satisfaction to care. Also, the type of patient illness influences personnel job 

stress, which in turn affects providers satisfaction to care and overall quality of healthcare services 

(Mosadeghrad, 2014). Meanwhile, from the perspective of patients, Mosadeghrad (2014) 

identified some factors that can enhance physician-patient relationship and these are providers 

ability to provide adequate information about a disease, the process of treatment, good 

interpersonal relations, physician's appearance, word of mouth, good experiences or encounter 

with doctor, and doctor's demographic variables like age. This study, therefore, seeks to bring to 

light factors that affect the quality of follow-up appointments and visits systems in Ghana, from 

the perspective of both patients and providers, using the case of the neurology clinic at Korle-Bu 

Teaching hospital.  
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In the context of this study, the term "appointment" refers to the period of time allocated in the 

schedule to a particular patient while "visits" also refers to the meeting that occurs between doctor 

and patient to get health advice or in treatment for symptoms. However, Medical appointment and 

visit is a clinical encounter in which a patient and practitioner meet at a specific time and place 

planned in advance to receive patient education and counselling, diagnosis, physical examination, 

and clinical support. Hence, the quality of follow-up appointment and visits examines the extent 

or the degree to which care service delivery between patients and providers improves the likelihood 

of desired health outcome during patients appointments and visits. Quality of care is a concern of 

both patients and providers. 

 

1.2 Problem Statement 

Over the past 20 years, neurological disorders accounted for 5–25% of all admissions in hospitals 

within Sub- Saharan Africa (Mukendi et al., 2017). In Ghana, studies revealed an increase in the 

proportion of visits at the OPD for neurology services from 2.0% to 4.1% over the period of 2011-

2013 (Sarfo et al., 2016). The increase in neurology service account for considerable healthcare, 

economic, social burdens and substantial effects of neurological illness and perceptible on 

individual, family and society.  

 

In terms of research, Ghana is actively involved in multidisciplinary research, meanwhile, 

neuroscience seems neglected in terms of both healthcare and management research (Read & 

Doku, 2012; Sipsma et al., 2013). An extensive empirical search revealed that data on service 

quality research of neurological diseases in Ghana is unavailable (Read & Doku, 2012). 
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Regarding policies, some studies focused on strategies to improve appointments (Thompson et al., 

2015), appointment system designs and schedules (Barghash & Saleet, 2018; Klassen & 

Yoogalingam, 2013). In New York, Santibanez et al., (2015) designed a two-phase quality 

improvement project, aimed at improving the follow up of patients at the neurology resident's 

clinic after hospital discharge. After the intervention, a significant increase in the appointment rate 

was obtained. They concluded that aiding patients in the appointment-making process will increase 

provider productivity, improve continuity of care and hopefully reduce hospitalization rates.  

Meanwhile, in Ghana, there seem not to be a well-established policy and strategies towards the 

improvement of medical follow-up appointments system, especially in the area of neurological 

care.  

 

With regards to practise, Sarfo et al., (2016) indicated that patients with neurological diseases after 

enrolling at neurology clinic are usually followed up between one to six monthly appointments. 

Meanwhile, Free et al., (2013) documented the effect of technology, especially in the aspect of 

information sharing and communication towards reminder of attendance on doctors and patients 

appointments. Thus, Greiner & Knebel, (2003) reported on some negative practises that occur 

within healthcare settings during appointment & visits which include;  attitude towards clients, 

poor design of system, slow adoption of information technology, shortage of professional health 

personnel, poor working condition, environmental factors among others can negatively have 

implications on health System, as well as the patients indirectly.  

Furthermore, the Ghana Health Service (2016) also identified and presented some issues in the 

Ghana National Quality Healthcare Strategy (2017-2121). The issues that were revealed and 

needed to be addressed include; levels of professionalism that are below the standards, which 

University of Ghana http://ugspace.ug.edu.gh



7 

 

 

presents in ways that include health workers' impatience with clients, breaches in privacy and 

confidentiality, long waiting time, disrespect and inadequate communication and transparency 

with clients as well as their care-takers. Some of these issues might also manifest in neurological 

follow-up appointments and visits. Therefore this study seeks to provide empirical evidence on 

whether such issues exist within medical follow-up appointments and visits at the neurology unit 

of Korle-Bu Teaching Hospital.  

 

The success of a country's efforts at improvement of different aspects of services especially 

regarding treatment of neurological disease depends largely on available research information 

(Saraceno et al., 2007) and this study aims at providing information on the quality of follow-up 

appointment and visit system at neurology clinic of Korle-Bu Teaching Hospital, from the 

perspective of both clients and service providers. 

 

1.3 Rationale of the Study  

The purpose of the study is to identify and describe the quality of follow-up appointment and visit 

system at the neurology clinic of Korle-Bu Teaching Hospital, in Ghana. The study also intends to 

make recommendations for future health policy formulation, implementation, and future research 

in the area of neurology in Ghana towards improvement in the total health service delivery in the 

country. 

 

1.4 General Objective  

The main objective of this study was to assess the follow-up appointment and visit system at the 

neurology clinic of Korle-Bu Teaching Hospital, from patients and health provider’s perspective. 
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1.5 Specific Objectives: 

The specific objectives are: 

a.    To explore how the perceived attributes of the follow-up appointment system affect clients 

adherence and use of the system.  

b.    To determine client knowledge on the follow-up appointment system and how it affects their 

acceptance of the system and satisfaction with care.  

c.    To examine the enablers and barriers in the implementation of the follow-up appointment 

system from provider and client perspective. 

 

1.6 Research Questions 

a.    Does the perceived attributes of the follow-up appointment system affect clients adherence 

and use of the system?  

b.    Does client knowledge and acceptance of the follow-up appointment system affect their 

satisfaction with care?   

c.    What are the enablers and barriers in the implementation of the follow-up appointment system 

from provider and client perspective? 

 

1.7 Relevance of the Study 

Significance of the study can be viewed from different dimensions, including that of the service 

provider, policymakers and contribution to knowledge or existing literature. The study will 

constitute a major attempt to evaluate the quality of follow-up appointments and visits system at 

neurology clinics in Ghana. To the service providers, knowing the level of quality with regards to 
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follow-up appointment and visits system at neurology clinics will bring to fore some gaps in the 

services offered within the context of international and local expectations, thus, indicating areas in 

which the service providers need to improve.  

The study will further engender the need for the authorities and stakeholders in Ghana health 

service to prioritize the quality of care delivery and promote appropriate appointment system 

structures at neurology clinics in Ghana. It will also sensitize the few neurology clinics in the 

country, and the policymakers to act decisively by designing pragmatic policies to improve the 

quality of neurological services in the country.  

Finally, this research as part of the academic requirement, will add knowledge to the researcher 

and also serve as pertinent literature for other studies. The current research is also relevant on the 

basis that it will serve as an empirical foundation for further research work into problems of 

neurology health service delivery and follow-up appointment systems in Ghana. 

 

1.8 Definition of Terms 

Quality of healthcare: This refers to the degree to which services provided to a client improves 

health outcome. The effectiveness and efficiency in healthcare services are appropriately delivered 

or achieve the desired objective or intended purpose for people with neurological conditions. Thus, 

in order to achieve appropriate healthcare, a healthy environment must be required, safe, friendly, 

equitable, people-centred, compatible, and with providers having excellent interpersonal skills for 

the patient. 

Follow-up: This refers to the process of making contact with a client or patients by healthcare 

professionals request at a specified date, time and place to cross-check on the patients progress of 

medication, treatment or response to treatment. 
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Follow-up appointment and visits: This refers to the act where patient is scheduled for a meeting 

with a particular specialist during a specific date and time convenient for both provider and patients 

or the means at which patients re-visit health facility on providers request for further investigation 

and routine medical checks of patients recovery to monitor condition when necessary. 

Neurological conditions: This refers to diseases or disorders that affect the vital nervous system, 

such as epilepsy, stroke, Alzheimer disease, migraine and other headache disorders. 

Client satisfaction: This refers to patients or client expectation during delivery of care and seen 

as an indirect approach that serves as the indicator for measuring the quality of care delivery and 

performance within healthcare settings by health providers. 

Medical Appointment scheduling systems: This refers to a means of Electronic healthcare 

system designed in order to allow quick booking and the ability to monitor patient’s attendance 

effectively. 

 

1.9 Structure of the Thesis 

Chapter 1, Introduction: This will provide definitions of key terms, a detailed discussion of the 

central research question and outline of the content of each chapter. 

Chapter 2, Literature Review:   This chapter will review the relevant literature and scholarly 

debates with specific reference to service quality, follow-up appointments and neurological 

diseases. 

Chapter 3, Methodology: The research method will be plainly outlined in this chapter. The various 

methods used will be clearly defined and the choice of the research method will eventually be 

justified here. This chapter will also discuss the study site, study design and techniques. Data 

validity, ethical considertions, access to data, as well as analysis will also be discussed. 
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Chapter 4, Presentation and Analysis of Results: Chapter 4 will accomplish the three research 

objectives, using a questionnaire and interview guide that was conducted in the study area. 

Descriptive and Inferential statistical analyses performed on the gathered data will be presented 

under this chapter.   

Chapter 5, Discussion: This chapter will discuss the findings of the study. This will be based on 

previous works as well as implications of what was observed in the study.   

Chapter 6, Summary, Recommendations and Conclusion: This chapter will summarize the 

achievements of the aim and objectives of the work. It will also outline a number of 

recommendations based on the outcome of the study. Consequently, conclusions drawn from the 

study will be discussed, and suggestions for further research will be outlined. 

 

1.10    Chapter Summary 

This chapter has discussed the background and presented the problem that warranted the need for 

this work to be carried out. Objectives of this work has also been outlined under this chapter, and 

these include; exploring how perceived attributes of the follow-up appointment system affect 

clients adherence and use of the system, determining client knowledge on the follow-up 

appointment system and how its affects their acceptance of the system and satisfaction with care 

and examining the enablers and barriers in implementation of follow-up appointment system from 

provider and client perspective. The study was delimited on the perception of neurological patients 

who assessed follow-up appointments and visits at the KBTH as well as the provider who takes 

care of such patients. The significance of this study revolved around three important factors: 

policy, practice and research, which have clearly been discussed under this chapter.  
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CHAPTER TWO 

2.0 LITERATURE REVEW 

 

2.1 Introduction 

The discussion in this chapter is centred on an empirical review of journal articles that are in line 

with the subject matter under investigation. Issues of quality and the delivery of healthcare services 

with particular emphasis on neurological conditions shall be discussed. Specifically, areas to be 

covered shall include definition of quality of neurological healthcare, appointment systems, 

follow-up appointments and visit, patient's satisfaction with the quality of follow-up appointments 

and visits, providers and client's adherence and use of follow-up appointment systems, challenges 

combating neurological diseases in sub-Saharan Africa, among others. The discussion is centred 

on the objectives of the study and the conceptual framework underpinning the study. In discussing 

this literature, identification of literature gaps per the study shall be of interest to fill the theoretical 

and empirical gaps. This shall form the basis of knowledge addition through the setting up of 

instruments to solicit information lacking in the existing literature. The chapter shall be concluded 

based on researcher's synthesis of the literature.  

 

2.2    Definition of Concepts 

 

2.2.1 Quality of neurological healthcare 

 

Nylenna, Bjertnaes, Saunes, & Lindahl (2015), define quality of healthcare as the step to which 

healthcare delivery for patients, (being it a persons or populaces) improves the overall health 

outcome, that are in accordance with existing healthcare certified practices. The appropriateness 

in delivering neurological healthcare to clients determines the effectiveness and efficiency of 

services. Thus, in order to achieve appropriate healthcare, the environment must be safe, friendly, 
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equitable, people-centred, compatible, and providers must adopt an excellent interpersonal skill 

for the patient. Therefore, within the domain of this investigation, the quality of health care refers 

to the degree to which services in the field of neurological care improves health outcome to clients 

during the visit.   

Meanwhile, Healthcare quality and quality indicators are complex topics with a range of different 

conceptual approaches, operationalization and measurement techniques; and largely depends on 

the kind of healthcare under investigation (Nylenna et al., 2015; Smith, 2009). The current study 

is focused on the area of neurological care and thus defined quality neurological care as the type 

of care which is driven by current medical professional's knowledge, attitude, adequate 

infrastructure and modern technology which are aimed at meeting the needs of patients with 

neurological conditions. The American Academy of Neurology (AAN) formed in the year 2013, 

to review the previously released quality measures and identify new quality measures that will 

improve the delivery of care and outcomes for patients with neurological conditions such as 

epilepsy (Fountain, Van Ness, Swain-Eng, Tonn, & Bever, 2011). Ringel & Vickrey, (1997) 

indicated that to evaluate the quality of neurological care, an extensively acceptable model that is 

useful should consider the structure, process and outcomes of care. 

 

2.2.2 Follow-up appointment and visits 

 

White, Froehle, & Klassen (2011) defined follow- up appointments as the period of time allocated 

in the schedule to a particular patient, for cross-examination of his/her health progress by the 

physician. The authors further commented that the medical visit is the period of time the physician 

actually spends with the patient. During this meeting, the patient and physician get more health 

information that warrants health education, diagnosis or treatment for a condition (White et al., 
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2011). According to Grunfeld et al., (1996),  follow-up appointment refers to the actions taken in 

order to improve health outcome or means of patient revisiting health facility to aid providers to 

detect recurrence of illness and provide psychosocial support. Follow-up appointments need to be 

carefully managed to ensure efficient use of available resources (Bromage, Napier-Hemy, Payne, 

& Pearce, 2006). Likewise, Jackson, Shahsahebi, Wedlake, & Dubard, (2015) opined that follow-

up appointment and visit is an act where individual visits the hospital requested by the specialist 

to review a test or monitor treatment progress in order to improve on patients health.  

As far as this study is concerned, follow-up appointment and visits (Medical appointment and visit) 

is referred to a clinical encounter in which a patient and practitioner meet at a specific time and 

place planned in advance to receive health education, counselling, diagnosis, treatment and offered 

clinical support by healthcare providers. Considering various literatures on the phenomenon under 

study, follow-up appointment and visit refers to the act where a patient is scheduled for a meeting 

with a particular physician specialist at a specific date and time convenient for both the provider 

and patient. It is also the means through which patients revisit health facility on providers request 

for further investigation and routine medical checks of patients recovery and to monitor conditions 

if treatment is not required.   

Follow-up appointment is a key part of continuous patient safety. Wimble & Yeong, (2012), 

asserted that non-adherence or unqualified specialist input during appointment could lead to a 

missed interpretation of illness, undiagnosed illness, or un-investigated conditions and that may 

affect patients not properly cared or cured by providers. Saine & Baker (2003)  established that 

follow-up appointments are crucial and completed when patients are notified of a prescheduled or 

cancellation of appointments than ordinarily rescheduling patient's appointment after visits or 

changing of appointment schedules without the patients consent. This necessitates the need for 
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patient's involvement during the scheduling of appointments. Patients involvement during 

scheduling of appointments provides flexibility, compliance and satisfaction to patients (Rau, 

2011).   

In addition, satisfied patients during follow-up appointment can lead to a reduction in non-

adherence rates, helping maintain the continuity of care and improvement in health outcome of 

patients (Bowser, Utz, Glick, & Harmon, 2010; Feldman, Liu, Topaloglu, & Ziya, 2014; 

Schectman, Schorling, & Voss, 2008). Further studies indicated that delay and missed appointment 

does not only increase morbidity or disease progression but reduces efficiency in healthcare 

delivery that increases the social and economic cost (Karter et al., 2004; McQueenie, Ellis, 

McConnachie, Wilson, & Williamson, 2019). Therefore, an effective appointment system boosts 

more structured attendance as well as better care for chronic and other health-related diseases (Al-

Haqwi & Al-Shehri, 2007). Hence, the quality of follow-up appointment and visits examines the 

extent or the degree to which healthcare delivery between patients and providers improves the 

likelihood of desired health outcome during patient's appointments and visits. 

During the Patient visit, the interaction between provider and patients may be shorter or longer 

than the appointment duration depending on patients conditions or state of health (Mardiah & 

Basri, 2013).  Cayirli & Veral, (2003) asserted that appointment scheduling could be put into two 

large groups: Static and Dynamic. In the static appointment, all decisions are done before the 

beginning of a clinic session, and this is the most used appointment system in healthcare (Mardiah 

& Basri, 2013). For dynamic appointment, based on the current state of the system, the schedule 

of future arrivals are revised continuously.  

Other studies revealed constraints that occur during appointment scheduling especially in 

healthcare settings, which include; the availability, partial order, non-overlap, patients' constraints, 
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duration and change in time and also the process of diagnosing (Hannebauer & Müller, 2001). 

Irrespective of these challenges, the components that was identified in medical appointment 

scheduling include; starting time of appointment, hospital settings, diagnosis units, advance 

appointment system, patient's records, attitude and participation of health providers (Hannebauer 

& Müller, 2001). Regardless, some principles of patient-centered care during medical visit also 

include; safety, accessibility, efficiency, equity, emotional support, physical comfort, respect for 

patients' preferences and values, access to quality information or communication, continuity and 

transition of care, among others (Institute of Medicine, 2001; Tomasone et al., 2016). 

Beyond these challenges, patients usually give various reasons for missing their appointments and 

these include; misinformations, forgetfulness, improvement in health, difficulties leaving office or 

school and transportation problem (Deyo & Inui, 1980). Therefore, it is explained that appointment 

time is focused on new or existing problems. Keeping up with appointments is not always easy 

due to; time constraints, scheduling snags and transportation, clinic overcrowding, waiting time, 

availability of professional service providers, financial difficulty and family care issues or support 

and these can cause missed appointment during visits. Wang & Gupta (2011) specified that patients 

fulfilment with an appointment is greatly influenced by their ability to book or being scheduled at 

the right time with the right health service providers. 

For this reason, healthcare providers tried using diverse strategies and procedures to increase 

appointment attendance of clients and to reduce the impact of missed appointments (Norris et al., 

2014). Strategy that includes the use of  appointment reminders system, which has generally been 

accepted or preferred by patients is being applied at various health centers, worldwide (Gauthier, 

Lindwall, Davis, & Quinet, 2012; O’Connor et al., 2009). Traditionally, another means of 

reminder is known as the one-size-fits-all approach, this is one type of reminder system used in 
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sending messages at once to all patients scheduled for an appointment (Finkelstein, Liu, Jani, 

Rosenthal, & Poghosyan, 2013). Further studies, also indicated that patients who usually receive 

reminders are more likely to adhere to an appointment. These means could be through text 

messaging, phone calls, emails or WhatsApp messages, and have also been widely accepted as 

effective means of remindering clients (Guy et al., 2012; Hashim, Franks, & Fiscella, 2001). 

 

2.2.3 Types of Appointment and Visits 

 

Implicitly, there are several types of medical appointment and visits, some of which include urgent 

and same-day appointments; these are mostly available from Mondays to Fridays and addresses 

problems that arises suddenly and needs urgent attention (Gupta & Denton, 2008; Richards et al., 

2002). Pre-booked is usually booked up to six weeks in advance before the actual visit. However, 

the main domains that constitute medical appointment and visit are;  Access to medical care, timing 

and scheduling, costs of service, medical record, use of information technology, communication, 

clinical assessment, quality drugs, collaboration of patients- providers, emotional support, patient 

safety, patients-physician relationship,  working environment, patients expectations and quality of 

care (especially patients feedback). 

 

2.3    Appointment System 

 

Appointment scheduling systems are utilized by both primary and speciality care clinics to manage 

access to service providers and help hospitals in the processing of schedules for elective surgeries 

(Gupta & Denton, 2008). The main idea for introducing these systems was to assist physicians 

minimize patients waiting time.  Gupta & Denton, (2008) identified some factors that affect the 

performance of appointment systems that include, arrival and service time variability, patient and 
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provider preferences, available information technology and the experience level of the scheduling 

staff. However, the main idea for introducing an appointment system is to assist physicians 

minimize patients waiting time. This is because, in recent times, customers use waiting time as a 

decisive factor in choosing a particular service provider or hospital (Mardiah & Basri, 2013). 

Therefore, the importance of designing an effective appointment system and efficient patient-

physician communication will support patient care and safety.  

 

The appointment system underpins many of the operations in health care organizations, especially 

in specialized services. Therefore appointment systems need to be well designed and effectively 

administered in order to support patient care and safety (Al-Hawary, 2012; Cayirli, Veral, & 

Rosen, 2006). It will also contribute to effective time management and assist in monitoring patient 

attendance. There are several forms which appointment systems take, which can be through a 

paper-based or computerized system.  Meanwhile, computerized or web-based appointment 

system are more preferred (Cibulka, Fischer, & Fischer, 2012; Denizard-Thompson, Feiereisel, 

Stevens, Miller, & Wofford, 2011). Over the years, medical appointments are scheduled through 

telephone calls or on face-to-face basis. (Grain, 2014; Zhang, Yu, Yan, & Spil, 2015). However, 

since these traditional methods call for the involvement of schedulers, to be able to get a timely 

appointment does not only depend on the availability of appointment slots, but also the availability 

of the scheduler (Jones, Menon-Johansson, Waters, & Sullivan, 2010).  

Kerdvibulvech & Win, (2012) proposes an online reservation system and its aim was to save the 

time and effort of users and place convenient of services. It enables patients to book and check 

their appointment schedule, confirm or cancel their database online easily. It also enables the 

administrator to check the patient's requests, manage the appointment schedule, and patient's 

University of Ghana http://ugspace.ug.edu.gh



19 

 

 

information. Meanwhile, appointment scheduling system with surgical sections, which includes 

that of neurological surgeries are even more complicated (Gupta & Denton, 2008). The process of 

scheduling varies due to several pre-surgery appointments made for protocols, emergency cases, 

among others. This often requires some necessary medical examinations and a variety of activities 

providers need to perform during the scheduling, in order to deliver the desired services to clients. 

Gupta & Denton (2008), stated that some surgeons characteristically need to attend to all 

procedures scheduled for a day within an assigned block of operating time. This is because 

surgeons sometimes prefer to perform some types of procedures on specific days and times of 

week. Such concerns can lead to additional complication in the scheduling process and may be 

seen to be complex by other service providers and the patients (Gupta & Denton, 2008). 

However, an appropriate appointment system leads to a smooth flow of work, ease over-crowding 

at the waiting area and allows health organizations to honour clients’ and health workers 

desire(Gupta & Denton, 2008). Most speciality care and hospital services have certain unique 

features that result in different challenges for managing appointments (Gupta & Denton, 2008). 

Appointment scheduling systems need to be efficiently done in order to result in patients’ timely 

access to health services. Timely access is essential in health delivery's outcomes (during the stage 

of knowledge or acceptance of a system). It is, therefore, an essential determinant of patient 

satisfaction (Gupta & Denton, 2008). In other words, an appointment system can significantly 

increase patient satisfaction by means of the service delivery such as; registration process, the 

flexibility of system and procedures to care which eventually will reduces overall waiting time of 

patients (Cao et al., 2011; Katre, 2014). 
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2.4 Providers and Clients Adherence and Use of Follow-Up Appointment Systems 

Rogers, (2003) suggested that attributes of an innovative system include relative advantage, 

compatibility, complexity, trialability, observability and reinvention within the adoption process. 

These attributes have the potential to either enable or constrain the acceptance and use of an 

innovation (Rogers, 2003; Sahin, 2006). Relative advantage, compatibility, and complexity 

represent the advantage and disadvantage of innovation, while trialability and observability also 

represent uncertainty as to the value of the innovation that in turn lowers the perceived threats to 

adoption (Narayanan, 2001; Tapaninen, Seppanen, & Saku, 2009). In the case of follow-up and 

appointment systems, providers could exhibit resistance if they perceive such a system to be 

incompatible with their way of work. Therefore, for patients and providers to adhere and use 

follow-up appointment system, there is the need to understand why patient or providers resist or 

accept a particular healthcare setting. 

 

Several studies have demonstrated number of factors that are associated with resistance to 

appointment adherence and these include; distance, age, psychological and social factors, 

emotional support, appointment scheduling procedure (time consuming, security, confidentiality 

and complex nature), forgetfulness, trust, literacy, affordability, health system barriers, doctor-

patient relationship, physician feedback and clinical system (Delamater, 2006; Kalyango, Hall, & 

Karamagi, 2014). All these can, therefore, be considered among the challenges that hinder 

compliance to care (medical visits). Meanwhile, a study which sought to determine the rate of, and 

factors associated with patient non-adherence to follow-up after transurethral resection of the 

prostate, (Fontana et al., 2018) recorded a non-adherence rate of 55 (30.5%) among 180 patients.  

Further studies also reported that non-adherence status of patients were reported to be 23% and 
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18.5% (Brooks, Paul, Ghareeb, & Tracy, 2017; Moses, Dagrosa, Hyams, Steinberg, & Pais, 2013). 

Others studies also indicated that patients with a less complicated disease or those who think their 

disease is not severe are less adherent to their scheduled appointments (Lee, Sathyan, John, Singh, 

& Robin, 2008; Thompson et al., 2015). Zhang et al., (2015) further conducted a study on patients’ 

adoption of appointment scheduling service in Australia, and observed that barriers of patients 

acceptance to appointment scheduling are, patients inadequacy on internet usage, inexperience’s 

of system application, lack of computer skills and inconsistency with online appointment service 

where clients’ prefers face-face or phone call means of appointment. 

Clients’ acceptance is directly interrelated with the amount to which an intercessions are perceived 

to support with a particular needs and concerns of patients or the providers (Juhnke & Mühlbacher, 

2013). The ease in the use of an innovation, however, have strong impact on the perceived rate of 

the intercessions (the adoption of an appointment). 

 

This is because health organization are constantly presenting innovating ideas and measures to 

improve the quality, value, and patients experiences during follow-up appointment and visits (Shih 

et al., 2008). Quality system’s attribute of innovation can influence patients and providers 

adherence and use of appointment system. Thus, Patients have expressed lots of concern in 

innovative appointment process that could deliver easier access of services and use of the system 

(Guo, Miao, Wei, Xing, & Zhang, 2012; Yu et al., 2013). Such a system includes hospitals ability 

to provide many numbers of appointment reservations as possible by expanding in the supply and 

improvement of the appointment registration usage (Yu et al., 2013). 

Zhang et al., (2015) commented that some advantage of perceived attributes on innovation 

includes reduction of waiting time, providers after-hour service (where patients can request for 
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appointment  at anytime, anywhere in their convenience) whiles some disadvantage are the 

inflexibility of time slot allocation (thus during medical care encounter, time of care is  limited, 

and patients preference could not be met), insufficient options provided by appointment service 

(online option doesn’t give access for cancellation of appointment after patient requests), patience 

experience, and patients intentions of system use. Wilson & Lankton, (2004) stated that the ability 

for patients or providers to test an innovation depends on patient and providers behavioural 

intention to use the follow-up appointment system. The authors proposed that patients’ use of 

appointment system depends on how convinced, prepared, flexible, fulfilling and educated client 

are towards the application of the system. Meanwhile, the provider use of appointment system 

depends on the flexibility of the appointment system and providers job satisfaction. 

 

Satisfaction in the delivery of healthcare services is not only limited to the client who is said to be 

the beneficiary, but also the services provider. Providers of healthcare services to a very large 

extent are dissatisfied if their clients do not receive the expected service or patients improving 

upon overall health. Therefore, service satisfaction is associated with two persons; the provider 

and the beneficiary (Mechanic, 2003). Regarding, providers satisfaction, various authors have 

investigated into factors that contribute to providers satisfaction in different forms of health care.   

Evidence suggests that satisfaction with Shard medical appointments (SMAs) is among the highest 

expectations of patients and providers. Literature indicates that most patients and providers would 

prefer using SMAs as an alternative form of clinical management (Egger et al., 2015). It is reported 

that professional health specialist do not only get satisfied with the follow-up appointment and 

visit with their clients but also the ambience of the healthcare environment contributes to their 

level of satisfaction and service delivery to clients (Dyrbye et al., 2013). It is also  evident that 
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some of the health professionals are not able to meet the required follow-up appointment and visits 

with their client because of overburdened medical appointment of working more hours into the 

night (Dyrbye et al., 2013).  

 

According to Friedberg et al., (2014), factors that affect healthcare provider’s satisfaction has an 

implication on patient care and health systems. Physicians with higher levels of job satisfaction 

have exhibited superior adherence to medical treatment and management (Williams & Skinner, 

2003). Satisfied physicians tend to be more attentive to patients, and this positively triggers higher 

levels of satisfaction among their patients (Haas et al., 2000). Previous works are done by scholars, 

identified domains that influence physician satisfaction, which includes income, cordial 

relationships between patients and physicians, provider-provider relationship and relationship with 

superior management (Landon, Reschovsky, & Blumenthal, 2003). In the domain of a broader 

market environment, the availability of medical supplies, and the ease at which medical supplies 

can be gotten also form the bases of providers satisfaction in care delivering (Landon et al., 2003). 

 

Providers job satisfaction is used to measure how content an employee is with the job, and high 

job satisfaction can improve the enthusiasm of staff and is beneficial to the success or progress of 

the healthcare environment. Health providers with very minimum work satisfaction can end up 

suffering from some level of psychological and emotional tremors, due to the fact that there are 

unable to fulfil their obligation or desires and in providing the necessary services required 

(Sundquist & Johansson, 2000). It is also mentioned that several factors are associated with 

providers satisfaction of care for patients during appointments and visits. This includes the 

effectiveness of scheduling procedures, adherence of patients, work environment, age and 
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expertise of providers and patients as well as compliance to drugs administration (Atif, Khan, & 

Maqbool, 2015; Maissiata, Lautert, Pai, & Tavares, 2015). In China, Lu et al., (2016) identified 

measures that could improve providers job satisfaction which includes the minimizing the amount 

workload, collaboration of expertise’s, increase in welfare (or perceived job rewards), offering 

trainings, higher incentives and offering education on how they could balance work-family conflict 

to avoid errors. Obviously, this will increase the level of job satisfaction of providers; thus, 

healthcare providers are less likely to experience high rates of employee burnout as well as job-

related pressure. 

 

2.5 Client Knowledge and Acceptance of Follow-up Appointment Systems  

In the context of the innovation-decision process, Castillo, Martínez-García, & Pulido, (2010) 

identified some attribute like knowledge, persuasion, confirmation, and communicativeness as an 

essential aspect in dealing with a clinical system. Client knowledge is known to be one of the more 

complex types of knowledge since client knowledge can be captured from different sources and 

channels. During patient-provider interaction, client acquires information on experience, observant 

of systematic processes, values and insight surrounding the health environment (Omotayo, 2015). 

A worker is termed as a knowledgeable one when he/she applies theoretical and analytical 

knowledge and experiences acquired during work in order to perform multidisciplinary, complex 

and unpredictable task within an organization (Drucker, 2000, 2005). In this context, healthcare 

provider’s knowledge also holds a crucial point in the delivery of quality, efficiency and effective 

care, but providers extensive knowledge base has not yet been clearly articulated and remains 

undervalued (Goodwin, VanDyne, Lin, & Talbert, 2003). Goodwin et al., (2003) have further 

defined providers knowledge as expertise memory capacity, the ability to share information, 

University of Ghana http://ugspace.ug.edu.gh



25 

 

 

educate clients, provide curative, creative and innovative interventions to satisfy clients and make 

the organization have a competitive advantage over others.  

 

Knowledge is a set of understandings whereas behavioural intentions (attitude) is a way of being 

and can be considered as an intermediate variable between the situation and the response to the 

situation (Thomas, Snigdhai, Karanath, & Swaroop, 2018). Behaviour is seen as the observable 

actions of patients response to an innovation (Thomas et al., 2018). In other words, Yu et al., 

(2013) stated that innovations are wildly accepted by people who are aware of a product, or client 

with higher educational background are most likely to adopt the use an appointment system. Client 

and providers knowledge about system use are not related, but providers are more knowledgeable 

about system use than client (Wilson & Lankton, 2004). This enables providers have privileged in 

the test for the system, acquire training and obtain updates of the appointment system whiles 

patient are educated by a health worker or depending on his/her frequency in following up with 

care, more knowledge is learnt. It has been revealed that, when clients have knowledge about 

something, they are able to perform effectively as partial employees (Lehtinen, 2007). Such that, 

in situations where a substantive employee is unavailable, a client with good knowledge about the 

situation could step in - to lend a temporary helping hand. For instance, a client can book a 

physician appointment online without necessarily relying on hospital staff to achieve the same 

appointment (Kerdvibulvech & Win, 2012). 

Yu et al., (2013) argued in his study on the utilization of hospital appointment systems in China 

that most patients do not have knowledge on appointment system use because patients views with 

regards to diversified appointment systems are ignored, despite efforts on developing innovative 

appointment systems that are meet to assist patients and increase hospital efficiency. However, 
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patients who have the feeling that they have relatively little knowledge about an innovation, 

clinical systems or health status most often tend to reject or resist follow-up appointment, and this 

usually ends up affecting their overall quality health outcome (Wilson & Lankton, 2004). For 

example, certain health conditions increase patients need for health care beyond that of the general 

patient medical visits. Conditions like neurological disease or other chronic diseases such as 

diabetes necessitate frequent visits to the physician or specialists. It is anticipated that high 

understanding about adherence, systems and education on health complication can reduce the no-

show rate and increase patients tendencies to accept a particular health intervention, such as 

follow- up appointment system (Thomas et al., 2018; Wilson & Lankton, 2004).  

Survey on client knowledge indicated that, information’s concerning knowledge depends on the 

clarity made by healthcare providers about the system that contributions towards patients 

understanding, acceptance and satisfaction of the service. In this regard, there are two sets of 

knowledge (that of the client and provider) which are in effect merged; the client’s knowledge is 

incorporated from the doctor’s ability to communicate and explain effectively to meet client 

expectations and needs, that can also contribute to patients satisfaction (Lehtinen, 2007).  

According to WHO, (2010), the ability of every country in meeting their health goals depends 

mainly on providers knowledge, skills, motivation and utilization of an innovative system in care 

delivering. 

Providers knowledge, attitude and use of a particular system have vital implication on patients 

satisfaction, uptake and utilization of appointment systems (Sukums et al., 2014). User’s 

knowledge in general towards the use of an appointment system can affect reports, health status, 

compliance and the image of organization either positively or negatively. This necessitates the 

importance of knowledge for both clients and providers acceptance and effective use of the 
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appointment system. Effective system use can result to higher user satisfaction (Yusof, Kuljis, 

Papazafeiropoulou, & Stergioulas, 2008). On the contrary, Dugdale, Epstein, & Pantilat, (1999) 

indicated that physicians’ time during face-to-face interaction with patients could enable a provider 

to gather information, develop a better relationship, deliver appropriate care, and convey the 

necessary information of a particular system based on client responses. Bodenlos et al., (2007) 

argued that healthcare providers are not only responsible for providing education, assess disease 

status, direct medical care, and medications, but also serves a vital instrument in supporting 

patients adherence and acceptance to a follow-up appointment system. 

 

In contrast, Burch (2008) presented that whenever healthcare provider have low level of 

knowledge in caring or use of an appointment system that can cause direct physical and mental 

health consequences for patient and organization. Al-Haqwi & Al-Shehri, (2007) also asserted that 

providers unawareness of follow-up appointment could increase non-compliance and risk to 

patient health. Despite these challenges, studies have also shown that due to extensive updates on 

electronic system, follow-up appointment system and organizational change, providers are 

struggling to accept or use some clinical system due to factors affecting their job satisfaction and 

resistance to change (Di Fabio & Gori, 2016). Therefore, it is important for the creation of a 

flexible appointment system and also properly communicated among users to help increase 

providers acceptance or adoption of clinical systems (Castillo et al., 2010).   

 

Castillo et al., (2010) further stated that healthcare provider needs technical support from technical 

staff to enable them be more equipped (knowledgeable) about an appointment system. Thus, a 

study by Sukums et al., (2014) on electronic clinical decision support system (CDSS) for prenatal 
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and maternal care services within the healthcare delivery of Burkina Faso, Ghana and Tanzania 

also supported that, training is one important indicator towards improving healthcare providers 

knowledge, identifying challenges and creating experience in support of CDSS. However, this 

indicates that the quality of every medical appointment services highly depends on patients 

education, awareness and understanding, as well as practitioners’ training, skills, competency and 

technical support eventually increases knowledge to FAV (Mosadeghrad, 2014; Zhang et al., 

2015). Hence, in order to achieve patient satisfaction, it is important to identify patient and provider 

understanding of appointment system during Neurological Visits (NV). The preceding discussions 

suggest that whenever clients are knowledgeable about an innovation, they can take better 

decisions about whether or not to accept a system. Similarly, knowledgeable health workers can 

have better use an innovation leading to adhering of appointment and use the appointment system 

in order to achieve organizational objectives and improve upon client health and satisfaction.  

 

2.6 Enablers and Barriers to Implementing Follow-Up Appointment Systems 

Enablers and barriers are key factors of health service practice and this may facilitate or inhibit 

progress (Flottorp et al., 2013). Barriers can occur at different levels, therefore the Cochrane 

effective practice and organization of care group categorize barriers into nine groups; these are 

information management, clinical uncertainty, administrative constraints, sense of competence, 

interpersonal communication, perceptions of liability, financial disincentives, standards of practice 

and patient expectations (Baker et al., 2010; Mowatt, Grimshaw, Davis, & Mazmanian, 2001).  

Further mediation approaches that are chosen to overcome the pre-identified barriers have 

subsequently improved practice as a result (Michie et al., 2005). Studies argued that advancement 

to current knowledge and the means to understand the causal ways by which the intervention 
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worked, and the manner by which the selected intervention enhanced or modified the barriers and 

enablers that were identified (Grimshaw et al., 2005; Baker et al., 2010).Research in healthcare 

delivery indicates some barriers that include; health literacy, cultural factors, waiting time (length 

of stay), lack of familiarity, lack of agreement, lack of outcome expectancy, health insurance, cost 

of care, quality of drug, shortage of equipment’s, behaviors of clinical staff and the effectiveness 

or efficiency of healthcare providers whereas high intrinsic motivation have been identified among 

these enablers (EPOC, 2002; Glenton et al., 2013).  

 

These barriers are said to have some form of influence on the success of improvement strategies 

and implementation process (Baker et al., 2010). However, some interventions that were identified 

to tailor some of these barriers embraces change processes in health practices support, patient 

information brochures and decision support and reminders based computerised system, increasing 

awareness by educating patients and the general public, employing more staff, implementing and 

ensuring the enforceability of health policies (Flottorp & Oxman, 2003). Despite these attributes, 

the effects of an attempt to transform research outcome into practice and performance 

improvement or in ensuring enforceability of health policies especially during follow-up 

appointment systems remain inconsistent (Baker et al., 2010; Gonzales et al., 2013; Peterson et 

al., 2015). 

 

Nevertheless, barriers of follow-up appointment systems have been demonstrated in clinical 

uncertainty, information management among others (Nelson, Geiger, & Mangione, 2002; Poon et 

al., 2004; Tejeda et al., 2013). Tejeda et al., (2013) identified some of these barriers among 

different women and described some factors associated with barriers to follow-up care. They found 
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that women that are employed were more likely to complain about institutional-level barriers, such 

as system problems when scheduling for a follow-up appointment (Tejeda et al., 2013). 

Additionally, non–English-speaking women report difficulties in communicating their needs with 

front office staff when scheduling follow-up appointments and this affected information 

management (Tejeda et al., 2013).  

 

In clinical uncertainty and patient perception factors, fear was a significant barrier reported by the 

women during the follow-up care period (Nelson et al., 2002; Poon et al., 2004). Investigation into 

barriers to care have indicated that patients not understanding the purpose of a follow-up 

examination is a reason for non-adherence (Ell et al., 2002), leading to an effect on patient 

expectations and clinical uncertainty. Other studies have report barriers to patients experience of 

system issues with regard to follow-up care, long clinic waiting time, including scheduling times 

that are not convenient, and differences in healthcare procedures from clinic to clinic, among others  

(Battaglia, Roloff, Posner, & Freund, 2007; Percac-Lima, Aldrich, Gamba, Bearse, & Atlas, 2010; 

Tejeda et al., 2013). 

 

2.7 Patient’s Satisfaction with Quality of Follow-Up Appointments and Visits 

 

Patients satisfaction has become one essential element of quality in healthcare service delivery 

(Aduo-Adjei, 2015). Evidence suggests that the excitement and satisfaction of every patients or 

client at the health facility is linked with patients perception on service quality (Pramanik, 2016). 

Empirical evidence suggests that Patients perception of particular service quality is difficult to 

determine because it is subjective (Lei & Jolibert, 2012). Other writers argued that patients’ 

perception of services quality received thou can be challenging, in terms of real identification of 
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what constitutes quality for client, facial expression and personal demeanour could also be a 

determinant (RiiskjÆr et al., 2012). In this regard, appointment scheduling systems of a patient 

with neurological conditions can sometimes be a great determinant for the patient willingness to 

return to the same provider for care and the knowledge acquired during the process of scheduling 

(Soleimanpour et al., 2011). It is also established that the amount of time spent waiting to receive 

care form a provider can sometimes be frustrating and detest the client from coming for care within 

the same context. 

 

Empirical evidence revealed that quality of follow-up appointment leads to patient satisfaction.  

Atinga, Abekah-Nkrumah, & Domfeh (2011) indicated that patient satisfaction depends on 

supporting patients, improving the health facility’s environment and reducing waiting time. 

Similarly, Atinga, Bawole, & Nang-Beifubah (2016) examined the discrepancy in patient-centered 

care between private and public hospitals and how satisfaction with patient-centered care differs. 

The author observed that physicians’ behaviour is categorizing and less beneficial to clients, 

signifying unequal entree to patient-centered care for patients especially for those from high and 

low income countries (Atinga et al., 2016). Patients from all walks of life who seek healthcare 

needs to be given correct and courteous treatment, adequate information on their health status and 

safe medical conditions (Abuosi, Domfeh, Abor, & Nketiah-Amponsah, 2016; Robyn, Sauerborn, 

& Bärnighausen, 2012).  

 

Other research argued that provision of high-quality services could also lead to increased 

utilization of health services, health financing, compliance with prescription and reduction in the 

risk of self-medication (Kamuzora & Gilson, 2007; Robyn et al., 2012; Tipke et al., 2008). It is 
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also mentioned that the lackadaisical attitude of some clients to having appropriate care with the 

provider is being blamed on the number of professionals within the sector that are available to 

provide care (Habibi et al., 2018). In the view of RiiskjÆr et al., (2012) the long waiting time of 

a patient within a facility to receive service increases patient existing physical and emotional pain 

due to the patient’s current condition. Despite these facts, WHO, (2018) stated that health services 

of high-quality comprise the right care provided at the right time, responding to the clients’ desires 

and preferences, while harm and resource waste are minimized. However, it is clear that quality 

healthcare strengthens the chances of patients satisfaction, preferred health outcomes, and also in 

accordance with the seven measurable features of care delivery, which are efficiency, equity, 

safety, people-centeredness, aptness, value and the combinations of adequacy during patients care 

delivery. On this note, without quality health services, patients satisfaction researches and 

universal health coverage remain an empty promise that cannot be achieved  (WHO, 2018). 

Appointment scheduling system (ASS) is recognized as the first step in every healthcare provision 

processes especially within outpatient settings. Ttherefore, patient's viewpoint on the kind of 

services delivered is important (Gupta & Denton, 2008). This, whenever an ASS is designed and 

implemented based on patient's needs and wishes, it serves as a measure for patients satisfaction 

(Kamimura, Ashby, Myers, Nourian, & Christensen, 2015; Wang & Gupta, 2011). A study 

conducted in outpatient clinics with different specialisation in Iran evaluated patient's needs and 

satisfaction of appointment scheduling systems showed that patient satisfaction of waiting time in 

receiving treatment and contact time have a greatest influence on overall patient satisfaction 

(Habibi et al., 2018). 

 

Katre, (2014) assessed the relationship between patient satisfaction and appointment scheduling 
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process in a pediatric dental clinic, with the main objectives on revealing the in-depth association 

between the two and also identify how appointment scheduling increases patient satisfaction. It 

was observed that a significant number of the patients were happy with the existing ASS barring 

a few exceptions (Katre, 2014). Although, there were few individuals (parents) who were actually 

not happy with the current means of securing an appointment (Katre, 2014). The author further 

linked the unhappiness of clients not getting the appointments of their choice to the number of 

specialist professionals available for the condition and the cost involved in the treatment and 

management of the condition. This explains why service satisfaction is a difficult thing to address 

within the scope of human resource capacity.  

Furthermore, identifying the core factors that associates with poor satisfaction of service delivery 

based on distorted appointments scheduling would help improve the systemic lapses for both 

providers and clients (Nkrumah, Yeboah, & Adiwokor, 2015). Such that the use of online survey, 

for instance, will help investigate why individuals miss an appointment and contribute to 

addressing the lapses in appointment scheduling (Crutchfield & Kistler, 2017). A study conducted 

in United Kingdom (UK) which determined why patients missed appointments and whether 

patients who miss an appointment later consult their general practitioner,  showed that, more than 

40% of people who missed an appointment indicated that they did not attend due to forgetfulness  

and a quarter mentioned that they put in all efforts to cancel the appointment because the timing 

was not convenient to them (Neal, Hussain-Gambles, Allgar, Lawlor, & Dempsey, 2005).  

Similarly, other literature indicates that about 36% of individuals missed one or more appointments 

within a year are in low and middle-income countries (Neal et al., 2005; WHO, 2010).  It is, 

therefore, important for service providers to provide an essential procedure for appointment 

scheduling. Wang & Gupta, (2011) suggested that patients’ satisfaction with appointment 
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scheduling or system is influenced by a provider’s ability to schedule at the right time, with the 

right specialist of a particular condition. Generally, satisfaction to follow- up appointment and visit 

system is greatly determined by changing clinical practice at the front line, setting standards, 

allocating the right resources and technology, engaging and empowering patients, educating health 

workers as well as enforcing the right policy (Adhikary et al., 2018; WHO, 2018).  

Prakash (2010), reveals that clients’ satisfaction affects patient loyalty, patient’s retention, 

organizational branding, clinical set-up and medical misconduct claims. The author suggests that 

sufficient expertise, timeliness, cost of service, health education and quality drugs are crucial to 

health delivery and satisfaction to care. In contrast, Adhikary et al., (2018) found that factors 

influencing patients satisfaction can be perceived by various individual at different levels of care 

in different context. The author observed that in Bangladesh, convenient opening hours, openness 

in asking questions from providers, cleanliness, confidentiality and privacy settings are associated 

with some determinants of quality and patients compliance. Patient’s compliance to care is another 

important aspect indicating client’s satisfaction, especially during follow- up appointment.  

Sarver & Baker, (2000) reported that about 78% of patients had knowledge of follow-up 

appointment, meanwhile, there existed no link between patient experience and knowledge of 

follow-up appointments. They observed that the appointment type and awareness of their 

appointment at the time of follow-up interview were all positively associated with appointment 

compliance (Sarver & Baker, 2000). Empirical studies revealed that, whenever clients’ comply 

with their appointments, they are most likely to improve on their health status at the long run. 

Millhiser, Veral, & Benedetto, (2012) suggested that in order for a hospital to increase on its client 

satisfaction, it is important to encourage a procedure designed to ensure adequate comprehension 
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of information given to the patient. This results in increasing clients’ levels of satisfaction and 

compliance in general practice, especially in case of the appointment system. 

 

2.8 Theoretical Literature  

 

2.8.1 Diffusion of Innovation Theory for Clinical Care  

 

Diffusion of Innovation (DOI) theory was invented by Everett. M. Rogers in 1962 and recognised 

as one of the first American sociologist. DOI theory originated from communication theory, which 

sought to explain how communication could enable effective service delivery and satisfaction 

between clients and providers (Sanson-Fisher, 2004). Rogers (1995) explained diffusion as the 

process by which innovation is communicated through certain channels over time among the 

members of a social system. The end result of this dimension of diffusion in communication is that 

people as part of a social system adopt a new idea, behaviour, or product.   

DOI theory has aided in measuring issues on adoption and quality of services of internet/online 

banking systems (Al-jabri & Sohail, 2012; Barnes & Corbitt, 2003; Yu et al., 2013). Currently, 

diffusion of innovation theory has mostly been used in studying individual’s adaptation of health 

information technologies (Cherry, Carter, Owen, & Lockhart, 2008; Chew, Grant, & Tote, 2004; 

Greenhalgh et al., 2008). To mention a few, Helitzer et al., (2003) used the DOI theory to measure 

and predict the adaptation of a telehealth program in New Mexico. Chew et al., (2004) also applied 

DOI theory in studying the usefulness of internet usage within healthcare settings. Whereas,  Lee, 

(2004) also conducted a qualitative study using DOI theory to examine the adoption of a 

computerized nursing care plan (CNCP) within nurses in Taiwan. Even though, these scholars 

have confirmed that Rogers’s diffusion of innovation theory is useful for conceptualisation of 
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technological adoption in the context of e-health, it has not been practically tested in follow-up 

appointments and visits system. Therefore, this study adopted the theory as part of the conceptual 

framework to investiagate the quality of follow-up appointments and visits system within 

neurological care. 

However, the core tenets of this theory include information diffusion in administrations, 

information technology, nursing informatics experts, clinical change and change agents 

(Kaminski, 2011). The main tenets of the theory strive on four key elements; Innovation (idea), 

Communication channels, Time and The social system (Figure 2.1).  

  

Figure 2.1. The four elements of Diffusion of innovations theory (Adapted from Rogers, 2003) 

 

Adoption of Innovation occurs when an individual does something different than what he/she had 

previously been doing. The key to adoption is that the person must perceive the idea, behaviour, 

or product as new or novel. It is through this that diffusion is possible. Evidence suggests that, 
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though innovation in healthcare delivery is essential, mal-application of innovation ideas, in the 

long run, affects the desire outcome of such innovation including, health services administration 

(Sanson-Fisher, 2004). 

Sanson-Fisher (2004) asserted that bridging the evidence gap in the application of innovation will 

not be achieved simply by informing clinicians about the evidence but rather practically 

demonstrating the application of the innovation. This reason brought about theoretical approaches 

such as Rogers' diffusion of innovation theory into health care with the aim of helping individuals 

and health providers to understand how change may be achieved (Rogers, 1995; 2003). 

The effectiveness of every healthcare system depends on the quality of service delivery. Several 

studies including that of Medlin, (2001) have established that effective healthcare system and the 

theory of innovation by Rogers, (1995; 2003) seeks to explain the key concepts that are necessary 

for innovation in critical healthcare delivery including Neurological conditions. The theory posits 

that Innovation, Communication, Time and Social System are very essential for the quality of 

health service delivery including follow-up appointments and visits system of clients with 

neurological conditions (Rogers, 1995; 2003). Sanson-Fisher, (2004), in their study indicated that 

Rogers (1995; 2003) theory of innovation has helped to improve client decision making for regular 

and effective attendance to care. It is also established that, innovation in healthcare service delivery 

increases client desire for appropriate care (Zhang et al., (2015). 

Conversely, other authors argued that the mere introduction of innovative ideas is not enough to 

warrant quality, but rather the effectiveness and efficiency of the innovation on a client by the 

service provider (Mcfadden, 2011). In this regard, issues of the relative advantage of the innovation 

are to the benefit of both client and provider, the compatibility of the innovation to the client’s 

condition and the existing healthcare system are very essential to producing quality to patients 
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following-up on appointment (Rogers, 1995; 2003). Although the theory merely mentioned 

trialability as a concept to enabling quality in medical innovation; extending the explanation of 

trialability to include testing the innovation on a patient and that of the healthcare system within a 

particular context is critical (Sanson-Fisher, 2004). Empirical evidence affirms the theory of 

innovation on the concept of observability and reinvention but argues that the effectiveness of the 

innovation to the client and the healthcare system cannot be underscored (Berwick, 2003; Carlfjord 

et al., 2010).  

In addition, one important element within innovation theory is interpersonal communication that 

cannot be overlooked because successful interactions, the ability to patiently communicate 

effectivetively or deliver a well-communicated information and the attitude of both provider and 

client during follow-up appointment and visits, as well as the administration of services is key 

(Kindler, Szirt, Sommer, Häusler, & Langewitz, 2005). Innovation can only be effective when 

beneficiaries of the innovation perceived some kind of benefits of the innovation as a result of their 

exposure to the intervention (Rogers, 1995; 2003). Notwithstanding, professional knowledge in 

persuading client on the quality of the innovation and system would lead to clients decision to the 

innovation, thus, its potential implementation by proponents of the innovation or service providers 

(Rogers, 1995; 2003). Evidence suggests that a successful innovation or system is one that is being 

accepted by clients and endorsed by providers as being useful (Nilsen, 2015). Invariably,, the 

concept of innovation in clinical care, a professional gap in the area of specialisation and 

adherences to patients right to care are being underpin by policy issues and sometimes affects the 

quality that it intends to provide (Mcfadden, 2011; Nilsen, 2015). 
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 2.9 Conceptual Framework 

 

The conceptual framework of this study is based on a synthesis of literature and  Rogers, (1995; 

2003) theory of innovation which is defined as the process by which an innovation is 

communicated through certain channels over time among the members of a social system. In the 

context of this study, diffusion is the process by which innovation (follow-up appointment and 

visits system) is communicated properly through certain channels over time among the members 

of a particular health system (the patients, health providers, Insurers and health policy). This theory 

simply explains how, over time, an idea or product gains momentum and diffuses (or spreads) 

through a specific population or system. The theory has four elements, each of which has sub-

components. These elements are; innovation (idea), communication channels, time and the social 

system (the organization).  However, in this study, perceived attributes of innovation and 

innovation-decision process (Time) conceptualized within follow-up appointment and visit system 

in relation to the study objectives. The diagram below presents the pictorial view of the conceptual 

framework underpinning this study (Figure 2.2). 
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Figure 2.2: Conceptual Framework 
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2.10 Empirical Literature 

 

2.10.1 Perceived Attributes of the Innovation (PAI) 

 

As explained by Rogers, innovation is an idea, practice, or project that is perceived as new by an 

individual or another unit of adoption (Rogers, 2003). An invention may have been in existence 

for a long time at a different location, but if a different group of individuals at another location 

perceived it as new, then it may still be an innovation for them. According to Sanson-Fisher (2004), 

the characteristics of innovation are compatibility, complexity, trialability, observability and 

relative advantage. In the context of the current study, PAI would seek to examine relative 

advantage, compatibility, trialability, and communicativeness. 

Eriksson, Kerem, & Nilsson, (2008) studies indicated that the adoption of innovations in emerging 

and newly developed economies is an issue of great importance and not only to developed 

economies but also the world economy at large. The author commented that the determinants of 

innovation adoption includes perceived attributes of innovation, and the means by which an 

innovation reaches the adopter. Furthermore, Chor et al., (2015) examined how perceived 

attributes of innovation act as predictors of innovativeness and revealed that there are 27 predictors 

of adoption that consist of four contextual levels — external system, organization, innovation, and 

individual. The external system include; state policies, regulation, and health system, among 

others. Moreover, studies shown on predictors of innovativeness are far more successful in 

predicting customers’ satisfaction, responsiveness, health outcome, creativity and innovation 

rather than other personal characteristics (Aduo-Adjei, 2015; Ostlund, 1974; Patterson & Zibarras, 

2017). 

Besides, Pankratz, Hallfors, & Cho, (2002) observed that among the characteristics of innovation, 
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compatibility and relative advantage are the most valuable attributes in measuring the adoption 

process and has a direct link with adherence and satisfaction.  

 

 

2.10.1.1 Relative Advantage  

 

From the perspective of Rogers, (2003)  “relative advantage” is the degree to which an inovative 

idea is seen to be better compared to the idea it replaces. Research offers information on the cost-

effectiveness and possible benefit to patients for applying a new clinical activity. Since some 

behaviours increase the status of adopting follow-up appointment and visit system it is encouraged 

that patients develop such behaviours which encourage patient and provider satisfaction to care, 

as well as increases organizations profits, brand and the readiness to adopt the innovation. 

 

Various scholars that applied DOI theory established that Relative Advantage is seen to be the 

most important analysts of innovation adoption usage. Relative Advantage displays the benefit and 

efforts resulting from the adoption of an innovation  (Rogers, 1995). Greenhalgh et al., (2004) 

commented that Relative Advantage must be beneficial and have defined advantage in terms of 

efficiency, quality or cost-effectiveness that can easily be accepted and applied by its users. For 

instance, if potential users see no relative advantage in the innovation, service or a system, they 

generally will not consider it. Whereas relative advantage alone does not guarantee widespread 

adoption (Greenhalgh et al., 2004). Further studies also argued that when the users perceive 

relative advantage or usefulness of new technology over an old one, they tend to adopt it (Rogers, 

2003; Zhang et al., 2015). Zhang et al., (2015) findings revealed that relative advantage is the main 

attribute attracting patients to adopt or adhere to appointments at the clinic. 
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Rogers, (2003) posit that Relative advantage results in improving efficiency, economic benefits 

and enhanced prominence.  Other studies revealed that relative advantage in innovation is 

positively related to the rate of adoption, for instance, where it influences the adoption of 

prescribing practices in pharmacists (Al-Jabri & Sohail, 2012). The author further explained that 

prescribing practices have increased the sense of professionalism, image of professional healthcare 

and providers job satisfaction. Pharmacists who had adopted prescribing practices have increased 

in terms of efficiency, revenue and clients use of their services (Al-Jabri & Sohail, 2012). 

In the context of appointment system and services, benefits that are derived include; increases in 

the rate of adoption, empowerment of users, quality service delivery, minimization of waiting time 

for providers and clients during visits (Lin, 2011; Zhang et al., 2015). Therefore, it can be predicted 

that the perceived usefulness of relative advantages during follow-up appointment and visit, can 

increase clients and providers chances of adopting or use of  appointment services at the 

neurological clinic. 

 

2.10.1.2 Compatibility 

 

Compatibility is a measure of the degree to which an innovation is perceived as being compatible 

with existing values, belief, needs of potential adopters and past experiences (Rogers, 2003).  

Rogers, (2003) stated that compatibility is a key feature of innovation as conformance with user’s 

regime can drive a rapid rate of adoption. Research has proven that compatibility is an important 

originator in determining clients’ approach towards adoption of banking in Malaysia (Karjaluoto, 

Tapaninen, Seppanen, & Makinen, 2009). Similarly, Vuononvirta et al., (2011) revealed that, 

compatibility appears to be one outstanding factor of perceived usefulness and successively of 
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general practitioners’ attitude towards tele-medicine. Other studies found that compatibility had 

significant relationship and impact with adoption and use in clinicians and patients in Saudi Arabia 

(Al-Gahtani, 2003; Al-Jabri & Sohail, 2012).  Patients and providers are more willing to adopt an 

innovation when they feel that it is so easy to understand and use.  Similarly, Van Slyke et al., 

(2004) also found that perceived compatibility influence the behavioural intention and attitudes 

across different settings. For instance, with the use of ICT technologies (e-commerce), smart-card 

merchant systems etc. Nevertheless, little attention has been placed on the role of perceived 

compatibility in the existence of health system, adherence and adoption especially, for follow-up 

appointment and visit system. 

 

2.10.1.3 Complexity 

 

Complexity is the degree to which an innovation is perceived to be difficult to understand, 

implemented or used (Rogers, 2003). Owolabi Yusuf & Mat Derus, (2013) defined Complexity as 

‘the ease of learning, understanding and use of an innovation'. On the contrary, Tucker (2009) 

described Complexity as the difficulties towards end user in  adapting a particular innovation. 

Usually, the users’ perception on the complexity of innovation is seen as a serious stage, because 

the complexity is assumed to be negatively related to innovation adoption process and its 

implementation. For instance, whenever the innovation is seen difficult or complicated to the user, 

then the rate of acceptance (adoption) will be reduced, all other things being equal (Tucker, 2009). 

Understanding this interconnectedness and complexity is the essence of systems and taking into 

account individuals’ behaviour that influences resistance or acceptance of appointment systems 

rather than the simplicity of the system (Atun, 2012; Senge, 1990). Zhang et al., (2015) further 
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stated that, whenever innovation is seen less complex, the more likely it will be accepted by end-

users. Therefore, Innovations that are simpler to understand, straightforward, easy to use and user-

friendly encourages the adoption of clients, providers or end-users to adhere and use the service 

rather than innovation that requires the adopter to develop new skills or seen as complicated. 

Cheung, Chang, & Lai (2000) found that complexity negatively influences the adoption of internet 

usage. On the contrary Lin, (2011) also revealed that Complexity in system use is a major factor 

in adoption within organizations (for instance, mobile banking services) and concluded that  

complexity is  seen to be user friendly such that it enhances positive attitudes towards end users 

(Al-Jabri & Sohail, 2012; Lin, 2011). 

 

On the contrary, extensive literature specified that ease of system use and the perceived ease of the 

usefulness of innovation have extensively been researched rather than its complexity (Atun, 2012; 

Dooley, 1999; Lyytinen & Damsgaard, 2001). Venkatesh & Bala, (2008) added that perception of 

ease of system use would positively influence individual behavioural intentions, values and 

readiness to accept the service, system or innovativeness. Al-Jabri & Sohail, (2012) also indicate 

some barriers in complexity adoption, relating to technical complexity such as designs of 

technology, time, compact environment, information asymmetry among others affect clients’ 

adoption rate. Innovative complexity occurs within organizational systems, process, new 

technology, power or guidelines, etc (Fløysand & Jakobsen, 2011; Gallivan, 2001). In healthcare 

settings, the complexity of guidelines have been linked to the degree of accessibility, information, 

system use, as well as appropriate guidelines that are associated with utilization of services by 

patients and health care practitioners (Spallek et al., 2010). Moreover, whenever guidelines of a 

system are seen as complex, it affects adherence, especially in the context of follow-up 
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appointment and visit system in healthcare delivery. Complexity have a negative effect or positive 

impact, depending on the system and providers support (Spallek et al., 2010). Therefore, the 

process of perceived complexity deters adoption, but its flexibility motivates adherence and use of 

follow-up appointment and visits system. 

 

2.10.1.4 Trialability 

 

Rogers defines trialability as the degree to which an innovation may be tried and modified. The 

ability to test a probable medical intervention on a limited basis permits clinicians to explore the 

application of the procedure, how acceptable it is to patients, and the possible outcomes (Rogers, 

2003).  

Karahanna et al., (1999) indicated in their study that trialability seems to have less significant 

influence on individuals’ adoption, such that the adopter can easily or subsequently reject the 

innovation instantly. Further studies argued that potential adopters who are allowed to experiment 

an innovation often feel more comfortable with it and are more likely to adopt it (Rogers, 2003; 

Zhang et al., 2015). However, Zhang et al., (2015) studies indicated that 45% of patients 

automatically stop using online scheduling after trying because clients do not necessarily need to 

see the doctor again after their appointment and sometimes they straight-ahead schedule for their 

appointment after meeting with their general practitioner at the hospital, thus implies that the 

patients do not need the online appointment system. Lee, (2004) also commented that the more 

innovative nurses become in caregiving, education and empowering clients by offering clients the 

privilege to test a system before its implementation on e-health, the more they will encourage its 

usage and adherence for clinical visits.  
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Yusuf & Derus, (2013) further emphasized that an innovation that gives its user the opportunity 

for test-run on experimental bases before the adoption is likely to be adopted faster than the one 

that does not provide such opportunity. As such, researchers have found a direct relationship 

between trialability, use and adoption of an innovation. On this basis, trialability will be 

investigated on its positive or negative impact on adherence and use during the follow-up 

appointment and visit system at the neurological unit. 

 

2.10.1.5 Communicativeness  

 

Communicativeness is the extent to which clients’are willing and capable of communicating 

effectively about the use of innovation on the appointment system (Razmak & Bélanger, 2018). 

However, Rogers (1995) defined communication as a process in which participants create and 

share information with one another to reach a mutual understanding. Channels on how 

communication is used in transferring information about hospital practices, which comprises of 

the mass media channel, interpersonal communication, community meetings, word of mouth or 

adherence during visits. Research also revealed that the best and appropriate strategy of 

communication is face-to-face or direct means of conversation (Sanson-Fisher, 2004).  

Health care providers and patients are often flooded with information overload from different 

sources (media, pharmacist, laboratory, research etc.), where clients are often persuaded before 

they try using a product or procedure (Davies, 2007; Gates, 1997). This necessitates the need for 

appropriate communication leading to the reduction of information asymmetry and to improve 

health education. Therefore, communicativeness in this context seeks to understand and unveil 

how the system of follow-up appointment and visit system is easily and properly communicated 
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among providers and patients. During the process of follow-up visit, innovation process 

encompasses doctors’ communication skills by means of gathering evidence from clients in order 

to aid treatment, counselling, guidelines and establish caring interactions with clients (Brédart et 

al., 2005; Duffy et al., 2004; Rogers, 2003). These are basically the main skills in medicine and 

the ultimate goal in achieving best health outcome and patient satisfaction (Brinkman et al., 2007; 

Pereira, Murphy, & Herndon, 2004). Whenever communication skills are properly translated into 

appointments and visits system, it contributes to the effective delivery of health care (Brinkman et 

al., 2007; Herndon & Pollick, 2002). 

Barriers to communication regarding patient-doctor relationship include; patients anxiety and fear, 

doctors' over-burden (workload), fear of litigation, fear of physical or verbal abuse, and unrealistic 

patient expectations (Sabherwal et al., 2015). Besides, emotional and physical brutality of medical 

training, particularly during internship and residency, suppresses empathy, substitutes techniques 

and processes of communicating, which might sometimes  result in disrespect of clients (DiMatteo, 

1998). The doctor-patient communication is one difficult state, and serious misinformation would-

be a pitfall to the organisation, especially towards clients’ understanding of diagnosis, care, 

adherence or use of systems (DiMatteo, 1998; Handayani, 2015). These important factors may 

affect the choices patients make regarding their treatment or following–up on their appointments, 

which have significant impact on health especially in the case of neurological disorder. 

Doctor-patient communication regarding use of systems is necessary, especially during the process 

of appointment scheduling (Suarez-Almazor, 2004). The process of appointment scheduling also 

includes some form of privacy, contributions and rights of patients. Therefore, doctors are in a 

unique position to respect patients’ rights of autonomy. According to Prakash (2010) patients most 
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often expect health providers to communicate clearly and in a friendly manner regarding system 

use, laboratory, test results, diagnoses, prescriptions, health regimens, and remind them during an 

appointment. Similarly, providers are expected to understand patient problems and needs, health 

records or information’s accurately from patients or their test record (E.g. Patients Labs, Scan or 

X-ray, etc.). It is proposed that, the better the quality of communication perceived by the patient, 

the higher patients will follow-up on their appointments, which will increase their level of 

satisfaction (Prakash, 2010). Also, studies indicated that effective doctor-patient interaction and 

interpersonal skills can aid early detection of diseases and prevention towards further crises and 

complications (Ha Fong & Longnecker, 2015). This may enhance the use of an appointment 

system, resulting in better satisfaction and quality health outcomes. 

 

2.10.2 Innovation-Decision Process (Time) 

 

According to Rogers (2003), innovation-decision process is a means through which an individual 

passes, from knowledge of innovation, to forming an attitude toward the innovation by either 

adopting or rejecting it. In Diffusion of Innovations Theory, the innovation-decision process 

consists of five stages; knowledge, persuasion, decision, implementation, and confirmation 

(Rogers, 2003). However, in the context of this study innovation-decision process have been 

conceptualized into three processes, which include; knowledge, persuasion, and acceptance 

(confirmation). The first stage begins with information gathering about the innovation 

(knowledge), followed by the process which the individuals develop attitude towards the 

innovation (persuasion), and then confirm or accept the decision.  
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Drawing from various literature, knowledge is vital during the innovation decision process 

(Nicolas, 2004; Rogers, 2003). This is because effective communication enhances the awareness 

and knowledge of the individual in the decision-making process. Kohles, Bligh, & Carsten (2013) 

asserted that awareness and persuasion influences individual to know about innovation and 

ultimately decide whether or not they will use it. When the client uses it, it reveals the adequacy 

of the system and leads to satisfaction as well as improvement in clients’ health outcome. The DOI 

Theory can be used as a framework to further investigate non-compliance and use of appointments 

and visits. Thus, the purpose of this study is to assess follow-up appointment and visit system 

adoption scale based on Rogers' Diffusion of Innovations Theory. 

 

2.10.2.1 Knowledge 

 

The innovation-decision process begins with the knowledge stage. In this stage, a person learns 

about an existing innovation and seeks more information about the innovation. “What?”, “how?” 

and “why?” are the key questions in the knowledge stage. During this stage, the individual attempts 

to determine “what the innovation is and how and why it works” (Rogers, 2003). According to 

Rogers, these questions make up three types of knowledge: awareness-knowledge, how-to-

knowledge, and principles-knowledge. To create new knowledge, technology education and 

practice in enhancing know -why experience and not only a how-to experience (Seemann, 2003).  

The awareness-knowledge signifies knowledge of an innovation's existence and lack of awareness-

knowledge can affect the adoption of the innovation irrespective of how beneficial it will be to the 

users (Rogers, 2003). This is the means where knowledge can influence persons or clients’ to 

acquire or enquire further about the invention, leading to its adoption and client satisfaction.  
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Secondly, the stage of how-to-knowledge, consists of information about how to use an innovation 

properly.  An instance where faculty or groups who have technical backgrounds may not use a 

particular technology properly or do not have adequate knowledge on the system use, this may 

negatively affect the outcome (Du Plessis, 2007; Rogers, 2003). Rogers (1995), view knowledge 

as an essential variable in the innovation-decision process and argued further that individuals must 

know something in order to assess its attractiveness. Therefore, to increase the adoption chance of 

innovation, an individual or client must have a sufficient level of how-to-knowledge prior to the 

trial of this innovation. 

 

Thirdly is the Principles-knowledge which is the last knowledge type within the process of 

diffusion. This knowledge comprises the operational values describing how and why an innovation 

works effectively. Innovation can be accepted without this principles-knowledge, but misusing of 

an innovation may cause discontinuance (Rogers, 1995; 2003). 

Knowledge, proficiency and demeanor of health care providers can offer a sense of reassurance 

that they have clients’ interest at heart and towards delivering of services with integrity, patience, 

fairness and beneficence (Morrison, 2009). For a service that is largely credible based, clients are 

unable to evaluate the quality of the services after being tested or used, as well as clients sense of 

assurance that is engendered can greatly influence patient satisfaction (Morrison, 2009; Pramanik, 

2016).  In the healthcare organization, assurance is connected to health workers who properly 

deduce the importance of system users’, diagnose diseases, deliver suitable descriptions to 

inquiries, and make a sense of security (Andaleeb, Siddiqui, & Khandakar, 2007). Hence, quality 

of every healthcare especially during follow-up appointment and visit system, largely depends the 

on doctors' awareness and practical skills: "the most important factors influencing the quality of 
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care in healthcare settings include knowledge, expertise, commitment, systems and examining the 

patient properly" (Mosadeghrad, 2014). 

 

Keshvari, Yusefi, Homauni, Omidifar, & Nobakht, (2018) also identified a few challenges relating 

to the use of a hospital system which includes knowledge factors, hardware factors and 

organizational factors. These factors affects the success of the quality of follow-up appointment 

systems. Some examples of the organizational factor are; waiting time, access to service delivery, 

untested or trailed system, lack of flexibility among others (Keshvari et al., 2018). Whiles 

challenges within the use of knowledge on systems includes lack of responsiveness and lack of 

understanding with appointment systems. Fischer, Lange, Klose, Greiner, & Kraemer, (2016) 

indicated some attributes that affect physician knowledge which include; lack of self-efficacy 

(training), lack of skills, lack of motivation among others. Nevertheless, providers knowledge is 

key during healthcare delivery and appointment system. 

 

However, knowledge is seen as the awareness of an innovation’s existence obtained, as well as the 

understanding of what innovation does and how it works on individuals, thus contributng to 

individual needs and satisfaction with care (Rogers, 2003). Further studies revealed that higher 

levels of knowledge are associated with a more positive perception of the innovation 

characteristics (Kohles et al., 2013). Having knowledge of an innovation has resulted to the use of 

service, adoption of electronic record management, technological adoption, improved quality and 

increased productivity in healthcare as well as influence the level of patients satisfaction (Coye et 

al., 2009; Nambisan et al., 2013). Notwithstanding, studies on knowledge acceptance conclude 

that knowledge of an innovation fosters customers' satisfaction due to the fact that individual have 
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clear understanding of  system, trial and the application of self-service (online booking) (Liaw, 

Hatala, & Huang, 2010). Further research also mentioned that patient knowledge such as, the 

understanding of treatment regimen, nurturance of trust, appointment structures between health 

providers and patients influence patients’ compliance to appointment that can significantly 

improve health status of patient and satisfaction (Albuquerque, Cunha, Martins, & Sa, 2014; 

Phillips, 2008). 

 

2.10.2.2 Persuasion 

 

Persuasion is explained as "individual's interest in the innovation and actively seeks related 

information about the innovation" or individual being convinced on adopting an innovation 

(Rogers, 1995). In the decision-making process of clinical care, Sanson-Fisher (2004) asserted that 

persuasion occurs when an individual clinician is persuaded about the advantages of the 

innovation. Persuasion often occurs when an individual forms a favourable or unfavourable 

attitude toward the innovation but "the realization of a favourable or unfavourable attitude toward 

an innovation does not always lead directly or indirectly to the adoption of clinical services 

(Rogers, 2003). 

During the stage, the individual figures out his or her attitude towards the innovation, this solely 

depends on the knowledge acquired about the innovativeness of the product, service or system 

(Rogers, 2003). Hence, a change agent (providers & technical expertise) can be introduced within 

this practice.  A change agent is a person who inspires the possible adoptions of the use of an 

innovation (Rogers, 2003; Tucker, 2009). These individual will often use their influence to help in 

the decision-making process and also have potentials or influence in convincing the clients to adopt 
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the service (Tucker, 2009). These individuals can use their power to support the managerial 

methods or procedures and also convince the adopter to adopt the new innovation or idea or slow 

the process of acceptance and sometimes prevent the adoption from taking place within healthcare 

environment (Rogers, 2003; Weigel et al., 2012). For instance, in persuading a client to honour an 

appointment and visit, the provider needs to inform the client about the benefits and how important 

adherence can enhance or speed up their recovery (Elison, Ward, Davies, & Moody, 2014). 

 

Rogers (2003) states that while the knowledge stage is more perceptive, the persuasion stage is 

more effective centered. Thus, the individual is involved more sensitively with the innovation at 

the persuasion stage. Persuasion, training and direct-use experience are the best procedures in 

conveying information to the users about the norm and the means to which knowledge is 

developed. The individual then begins to form a belief or hesitation towards the adoption of the 

innovation (Xia & Lee, 2000). Meanwhile, information concerning innovation are sometimes 

accessible from professionals and technical assessments, or teachers whose subjective opinions of 

new innovation and they are mostly evidence based and on how innovation positively impact on 

patients satisfaction (Prakash, 2010; Rogers, 2003; Sherry, 1997). Orji et al., (2012) also showed 

that persuasiveness serves an important tool that enables patients to adopt a positive behaviour to 

care resulting in quality health outcome and contributes to client satisfaction. 

Studies found that persuasion is seen as an important aspect of service delivery. Regardless of 

how, when or wherever service is been delivered, health providers often than not persuade their 

clients to consume more of a product for better health outcome. This also depends on how well 

providers can effectively use some principles of persuasion like authority, commitment, 

consistency, reliability, social proof, reciprocity, and quality service delivery to influence the 
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adoption of an innovation (Gandolf & Hirsch, 2009; Owusu-Frimpong, Nwankwo, & Dason, 

2010). Persuasion research further documented that the frequency in advising patients of a need or 

care are more likely to lead to behavioural change, behavioural persistence, or use of an 

appointment system (Cameron, 2009). Therefore, during follow-up appointment and visit system, 

‘‘persuasion comprises a conscious effort at influencing the thoughts or actions of a receiver 

(client)'' in terms of clients response, reinforcement, and change towards negative perception 

(Cameron, 2009). 

 

2.10.2.3 Acceptance (Confirmation):  

 

Confirmation is the final decision process of the individual. At the Confirmation stage, innovation-

decision is put into practice where sometimes individual seeks support for his or her decision. 

According to Rogers, (2003) this decision can be reversed if the individual is "exposed to 

conflicting messages about the innovation". However, the individual tends to stay away from this 

innovation and seeks better innovations or prefers its existing process. Thus, attitudes and decision 

making become more crucial at this stage. Depending on the support of adoption, the innovation 

and attitude of the individual, the adoption or discontinuance on use of the innovation happens 

during this stage (Rogers, 2003). Finally during this period, the innovation result systems will 

terminate, whenever the innovation loses its distinctive quality as the separate identity of the new 

idea or acceptance (Rogers, 2003). Within clinical settings, acceptance occurs when the decision-

maker seeks reinforcement of an innovation-decision made, or reverses a previous decision to 

adopt or reject the innovation if exposed to the users and well understood (Sanson-Fisher, 2004). 

According to Dyer, Owens, & Robinson, (2016) Acceptability is in line with genuine wishes, needs 
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and opportunities for health users. It is measured from reactions of clients’ on their satisfaction 

level and the extent of their understandability on curative processes or systems that are offered 

within clinical care (Donabedian, 2002; Dyer et al., 2016). Or et al., (2011) also acknowledged 

the growing need of innovation and concluded that some level of understanding in innovation 

process influences acceptance, satisfaction and use of innovations. Cassidy-Smith et al., (2007) 

indicated that patients acceptance during care especially within appointment influence satisfaction 

and motivates clients to continue using a service. Thus, acceptance of innovation tends to influence 

perceived usefulness and end-user satisfaction which feeds back to the decision making process of 

innovation theory (Or et al., 2011; Sanson-Fisher, 2004; Wixom & Todd, 2005). Daragahi, (2017) 

emphasized that acceptance of innovation among clients highly depends on the process, brand, 

advantage and quality of the service that can also influence satisfaction to care. Furthermore, other 

studies argued that the fear of patient acceptance are evaluated on the basis of the quality of care, 

efficiency, appointment system and not specifically on patient satisfaction  (Nuti et al., 2012; Rhee 

& Dermyer, 1995). This is because the client can accept a service not because of its quality, service 

or system input but due to the influence and persistence on service providers. 

 

2.10.3 The Health System 

 

A health system also referred to as healthcare system, is the organization of people, institutions, 

resources, and actions focused on providing adequate health care services to meet the health desires 

of a particular people or promote health to the entire populations (Piña et al., 2015). Healthcare 

system structure depends on several components. Among them are robust financing mechanisms, 

well-trained workforce, quality services delivery, adequately paid workers, reliable information 
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for decision making and policy formulation, properly organised facilities, technologies and 

logistics to deliver medicines and technologies (WHO, 2019). 

However, Frenk, (2010) argues that health system is not only a component of technologies, 

financing mechanisms, human resources, but most importantly their interrelations.  Healthcare 

system has a hierarchical model, with separate organizational structures for each professional 

group. It is without doubt that healthcare systems are challenging in health settings. Rogers, (2003) 

observed a that healthcare organization is often rigid, with established guidelines that delays’ rapid 

change whereas Frenk, (2010) also argued that populations are often not an external beneficiary 

of health system but essential part.  

 

In this study barrier and enablers of the follow-up appointments system as well as stakeholders 

and policymakers will be considered. The effectiveness of healthcare system will be examined 

from the perspective of patients and providers. Patients healthcare experience is very important in 

healthcare system. However, patient experience of a healthcare system is less considered because 

health systems see patient experience as less regulatory requirement that should be met but rather 

as prime indicator that focuses on overall patients health outcome (Wolf, 2017). Enhancing 

patients experience often than not will positively impact healthcare settings in various ways. It 

improves organizations reputation, enhances organization’s revenue and increases patient 

engagement with the health workers (WHO, 2013). Patients experiences are enhanced not only 

based on patient-clinician interaction, but also serves as a contribution for quality improvement 

for everyone within a health system (WHO, 2013). Health systems are tenaciously pursuing patient 

experience improvements, eager for more information about patient satisfaction and how 

experience fits into the bigger healthcare picture (Luxford & Sutton, 2014).  
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Therefore, health provider’s assessment of healthcare system responsibility in providing quality 

healthcare to patients is vital. Also, patients adherence to care is a critical quality domain that helps 

in evaluating hospital performance (Bickmore, Trinh, Asadi, & Olafsson, 2018; Shaw, 2003). 

Healthcare service providers have validated a reliable survey instruments and innovative curative 

procedures that advocate for healthcare systems improvement, health educations or promotions, 

health environment innovativeness and leadership training (Gupta, Boland Jr, & Aron, 2017; 

Luxford & Sutton, 2014). These survey instruments and procedures have assisted healthcare 

organizations to improve patient satisfaction, patient adherence and encouraging patients 

participation in decision-making process (Stiggelbout et al., 2012), advance in the use of 

technology (Lattanzio et al., 2014) and also monitor hospital performance based on their clients’ 

experience and satisfaction.   

 

2.11 Overview of the Health Care System in Ghana  

 

The Health Sector in Ghana is organized into three main levels: national, regional and district; 

with a sub-district level within the district and including a community health delivery system 

(GHS, 2017a). In order to improve access to health care, two governmental bodies have been 

tasked with oversight of health care infrastructure and delivery in Ghana – the Ministry of Health 

(MOH) and Ghana Health Services (GHS). The health system mostly revolves around the Ministry 

of Health (GHS, 2017b). Administratively, it has a hierarchical managerial structure from the 

central headquarters in Accra to the regions, districts, and sub-districts. Within this structure, 

services are provided through a network of facilities, with polyclinics, and district hospitals 
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providing primary health services, whiles the regional hospitals provide secondary healthcare, and 

the three main teaching hospitals at the climax delivering the required tertiary services (Aseweh 

Abor, Abekah‐Nkrumah, & Abor, 2008; GHS, 2017a). 

 

The GHS service established an Act of service governing Ghana health service and teaching 

hospital Act-1996 (Act 525) that guides the body, councils, members and function of the service 

within all sectors. The three teaching hospitals also play a key role in teaching and research, 

offering facilities for the training of physicians and other health professionals, in addition to 

medical and public health research (Aseweh Abor et al., 2008; Govindaraj, Obuobi, Enyimayew, 

Antwi, & Ofosu-Amaah, 1996). They are Korle-Bu Teaching Hospital (located in Accra), Tamale 

Teaching Hospital (located in Tamale) and Okomfo Anokye Teaching Hospitals (located in 

Kumasi), forming the current tertiary care facilities in Ghana. Patients usually need to book an 

appointment for subsequent care for their health needs and also follow-up on their health when 

requested by the health professionals because neurological conditions often cannot receive one-

time treatment. The second governmental body that works with health care in Ghana is the Ghana 

Health Service (GHS) (GHS, 2017c). This organization is considered the service provision arm of 

the Ghanaian health care system, working to implement policies for national health care, provide 

health care services and manage resources for health care delivery (Aseweh Abor et al., 2008; 

Pehr, 2010).  

 

2.12 Overview of Neurological Diseases 

 

Neurological disorders (ND) are responsible for over 20% of the world's burden of disease while 

neurological and psychiatric disorders are responsible for up to 28% of all years of life lived with 
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disability (Bower et al., 2007). Furthermore, neurological disorders account for ninety-two (92) 

million Disability-Adjusted Life-Years (DALY) in 2005, leading to an estimation of One hundred 

and three (103) million by 2030 (Bower et al., 2007; Tegueu et al., 2013). The burden of these 

neurological diseases is higher in developing countries (Bower et al., 2007; Tegueu et al., 2013).  

The specific cause of neurological problems includes genetic disorders, congenital abnormalities 

or disorders, infection, lifestyle or environmental problems including injury to the brain, spinal 

cord injury or nerve injury (WHO, 2015; 2016). Similarly, the symptoms may occur from one part 

of the body system that has connection with the nervous system. An instance, cerebrovascular 

disorders involves brain injury due to difficulties with the blood flow vessels, circulating into the 

brain and autoimmune syndromes involve damage affected by the body's own immune system 

(WHO, 2015). Neurological disorders can be categorized within nerve disorders, spinal cord 

injuries, brain damage or injury among others, and in accordance to the primary location affected 

within individual with the disorder, the primary type of dysfunction involved, or the primary type 

of cause (Kulkarni & Dhir, 2010; WHO, 2000). 

 

2.13 Challenges in Combating Neurological Diseases in Sub-Saharan Africa 

Virtually, the increasing rate of morbidity and mortality that occurs due to neurological disorders 

in Sub-Saharan Africa are attributed to the poor resource curse of the continent (WHO, 2006). 

Besides, materials and inadequate financial resources have plagued the continent with numerous 

consequences to care especially to people living with a neurological condition, for instance, human 

resource personnel who provides services to the clients are short in supply (Ahmad et al., 2010; 

Sarfo et al., 2016). Most Sub-Saharan African countries have insufficient qualified staff practicing 

clinical neurosciences. These include neurologists, neurosurgeons and psychiatrists. Apart from 
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South Africa, the mean ratios for countries that have these medical specialists are 1 neurologist for 

1 million to 2.8 million people (versus 4 per 100,000 in Europe); 1 psychiatrist for 900,000 people 

(versus 9 per 100,000 in Europe); and 1 neurosurgeon for 2 million to 6 million people (versus 1 

per 100,000 in Europe) (Silberberg & Katabira, 2006). In these Sub-Saharan Africa countries, 

clinical neuroscience services are mostly found only in the capital cities. This implies that 

neurology patients usually have to travel longer distances to access neurological care (Birbeck & 

Munsat, 2002). 

Osuntokun (1975) indicated that due to the massive shortage of "Western-trained" health 

personnel, some patients mostly resort to traditional native medicine and native herbalists (a 

practice common in most countries in Sub-Saharan Africa). Meanwhile, these doctors are good 

psychotherapists and uphold good relationships with their patients (Kvist, Voutilainen, Mäntynen, 

& Vehviläinen-Julkunen, 2014). Some traditional healers are able to recognize several classical 

neurological diseases, including cerebrovascular disease, migraine, epilepsy, and ataxic 

neuropathies (Jamison, 2006; Osuntokun, 1975).  

However, the scientific bases of their pharmacotherapeutics are currently unknown. Their practice 

is based on herbal medicines in Africa that have yet to be explored and understood scientifically 

(Birbeck & Munsat, 2002; Osuntokun, 1975). The duty of the traditional healer is often challenging 

because patients that visit the local health care centre sometimes suffer from other complications 

like severe cough, fever, or burn and may seek for alternative care (Fahrenkopf et al., 2008). For 

instance, epilepsy through their local healer for years, without explaining the leading cause of ill 

health to the healthcare worker and thus leads to patients not receiving appropriate treatment 

(Bhattacharya & Singh, 2018; Offiong, 1999; Osuntokun, 1975). The intervention of the traditional 
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healers is attributed to the inadequate number of qualified health professional to handle routine 

care for people living with neurological conditions  (Osuntokun, 1975; Sarfo et al., 2016). 

 

2.14 Chapter Summary 

 

The literature so far, established the general benefits of appropriate appointment systems to include 

reduction in non-adherence of appointments, reduction in cancellations of appointment, 

improvement the monitoring of patient conditions, and health outcome. Appropriate appointment 

system allows for active interaction between provider and client and the administration of 

neurological healthcare services delivery.  Therefore, having an appropriate system with flexible 

management, providers will make sure that the whole working day are scheduled in such a way 

that they make the most of their time and reduce wasting time. This is a very good system for the 

time management within the healthcare settings. Therefore, investigating service quality of 

appointments and visits system in the neurological unit from the perspective of both providers and 

clients is needed in this study. It is believed that, any existing gap with relation to service quality 

at the study location will be unearthed. This would inform the implementation of steps that would 

lead to improvement of appointment systems and care delivery in neurological care. 
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CHAPTER THREE 

 

3.0 METHODOLOGY 

3.1 Introduction  

 

This chapter discusses the general strategy that was used to conduct the current study. It showes 

the systematic plan that helped answer the research questions and ultimately address the study 

objectives. Areas discussed under this chapter include the research design which looked at the 

general approach and methodology, the study site and target population, a detailed description on 

how the data were collected and analyzed, the ethical issuesthat were considered, among others. 

 

3.2 Research Design 

A cross-sectional study was carried out. The choice of a cross-sectional study was because it allows 

the researcher to investigate the state of affairs or issues in a population at a specific point in time 

and how one’s identity guides behaviour change in situations (DeLamater & Ward, 2006; 

Mingying, 2015). This therefore assisted in identify how perceived attributes of the follow-up 

appointment system affect clients’ adherence and use of the system. It also helped to determine 

how client knowledge of the follow-up appointment system affects their acceptance and 

satisfaction with the system. Finally, the study was designed to help examine the enablers and 

barriers in the implementation of follow-up appointment system from both provider and client 

perspective.  An explanatory sequential mixed method was used, which is a two-phase design 

process. During its initail stage, quantitative data was first collected then followed up by qualitative 

data collection. In this study, designed questionnaires (Appendix I) were used to gather 

quantitative data from patients (first phase), after which a semi-structured interview guide 

(Appendix II) was developed based on findings from the quantitative data, to gather qualitative 
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data from both providers and clients (second phase). After which data from the two phases were 

then integrated in order to achieve the objectives of the study. 

 

3.3 Study Area 

The study was conducted at the Korle-Bu Teaching Hospital (KBTH). The KBTH is a tertiary 

referral hospital located in the Western part of Accra. The hospital is the oldest and largest in 

Ghana and has grown from an original 200-bed capacity to more than 2,000, and it is presently 

considered the third-largest hospital in Africa and the principal national referral center in Ghana 

(Appiah, Appiah-konadu, Forson, & Frimpong, 2016). The hospital has 17 clinical and diagnostic 

departments/units, of which the Neurology clinic is one.  The Neurology clinic is supported by the 

Korle-Bu Neuroscience Foundation (KBNF) which is a project to aid the Korle-Bu Teaching 

Hospital. It was founded by Majorie Ratel, a nurse of neuroscience in Vancouver, British 

Columbia, Canada. The neurology clinic has two main units. The surgical unit which takes care of 

all neuro-surgery issues such as Hydrocephalus, Brain tumour, Head injury, lumber central 

stenosis, among others and the medical unit, which also takes care of all neurological conditions 

which do not require surgery, such as stroke, epilepsy, spondylosis and myasthenia gravis. 

Unpublished data from the surgical unit, estimated about 1348 cases were reported for children 

whiles 5641 cases were reported for adults in the year 2017. For the medical unit, about 2242 cases 

were recorded for the year 2017. Monthly cases that reported at the medical units also estimated 

between 200 – 250 cases whiles weekly cases were 60 - 70 cases. Meanwhile, the surgical unit 

also takes care of about 30-40 cases or more on a weekly base (personal communication).  The 

clinic day for the medical unit is Mondays, whereas that of the surgical department are Thursdays 

for adults and Tuesdays for children. Their various OPD services receive all cases and allocate 
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them to the right units. The clinic operates only on referral bases; thus, when patients report with 

a referral letter, he or she is assessed to determine whether the condition requires medical or 

surgical attention. Surgical patients are scheduled for surgery after which patients follow up on 

regular appointments to examine the response of health whiles medical patients are also booked 

for appointment to meet a doctor after which their curing process will be followed up on 

appointment bases.    

 

3.4 Study Population 

The study was conducted among patients with neurological diseases who have utilized follow-up 

appointments health services at the neurology clinic of Korle-Bu Teaching hospital. Variety of 

clients are referred from all over the country and neighbouring countries to the KBTH. Service 

providers at the clinic were also included. This included; nurses, neurologist and other staff 

involved in service delivery during patients appointments and visits at the neurology clinic. 

As of the year 2017, there are 4 neurologist surgeons, and 18 nurses at the surgical unit while the 

medical unit has 4 nurses, 6 doctors (general practitioners) and 5 main neurologists specialist for 

both units. 

 

Table 3.1  Staff strenght at the Neurology Department 

Staff Ranks Surgical unit Medical unit Total 

Neurologist surgeons 4 0 4 

Nurses 18 4 22 

Doctors (General practitioners) 0 6 6 

Neurologists specialist 2 3 5 

Total 24 13 37 

Source: Field data (2019) 
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3.5 Inclusion Criteria 

Both surgical and medical patients attending follow-up appointments (Review). 

 

 

3.6 Exclusion Criteria 

Patients below the age of 18 years were excluded. Also, patients with neurological conditions 

resulting from genetic disorder (such as Down syndrome) which will distort their ability to think 

were excluded.  In addition, since the focus of the study is on follow-up appointments, all 

individuals who are new referral cases were also excluded from this study. 

 

3.7 Sampling Strategy 

All individuals who utilized follow-up appointment service at the neurology clinic of the hospital 

within the study period of four weeks were considered as the targeted population and were invited 

to participate in the study. This category of people represented an informed and educated source 

and in this way will fit in giving the right responses. Upon arrival for their neurological 

appointment, eligible subjects were introduced to the study and only those who gave consent were 

enrolled. The responses were collected only after the clients have received the services during their 

follow-up appointment and were ready to leave the facility. 

For the service providers and the clients for the qualitative phase of the work, convenient sampling 

technique was employed to select the participants. The participants were recruited until saturation 

was reached. Convenient sampling techniques was employed in terms of easy accessibility of 

participants, who were available and willing to participate at the time of data collection until 

saturation was reached 
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3.8 Sample Size  

Sample size, according to Kothari (2004),  refers to a subset of the total population from which the 

researcher collects and analyze data for efficiency, reliability and representative of an entire 

population at study. Therefore, the sample size expected to be recruited for the study is 196 

respondents. The sample size determination was based on Cochran, (1963). Published data from 

Sarfo et al., (2016) studies identified that the recent patterns and predictors of neurological 

mortality among hospitalized patients in Central Ghana showed a 15.0% adult medical admissions 

with neurological disorders. Thus, this assumed prevalence (15.0%) was used. 

The Minimum sample size was calculated using the formula below: 

𝑛 =
𝑍2 𝑝 𝑞

𝑑2
 

Where z is the Confidence limits  

p is the assumed prevalence of the dependent variable  

q is given by 1-p  and d is the acceptable deviation from the true value.  

 

For this study:  

z= 1.96 for CI at 95% and p= 15.0% = 0.15 from Sarfo et al., (2016). 

q= (1-0.15) = 0.85 and d=5%= 0.05 

𝑛 =
1.962  𝑥 0.15 𝑥 0.85

0.052
 

𝑛 =
0.4896

0.0025
 

n= 195.84 (Therefore, approximately 196 clients would be used) 

 

Also, service providers at the study location were recruited. A minimum of 37 workers was 

expected to be present at the study site during the period of the study. This was based on the staff 

strength of the neurology clinic of KBTH for the year 2017.  A calculated sample size of 196 was 

expected for this study. Meanwhile, a total of 300 respondents were recruited for the study in order 
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to increase the representativeness of the outcome of the study. From the 300 respondents sampled, 

245 belonged to the neuro-medical section, whiles 55 belonged to the neuro-surgical section. 

Questionnaires were received from all the respondents, but 5 did not qualify to be used for 

analyses. Among the five, 4 belonged to the medical sections whiles, 1 belonged to the surgical 

unit. The questionnaire which was not completely filled and those with some pages missing (torn 

out) were disqualified. Therefore, total respondents were 295 patients who qualified for the 

analyses. This study achieved response rates of 98.3% (295/300). Finally, through indepth 

interviews, ten (10) service providers and Twenty-one (21) patients were available to share their 

views on enablers and barriers of the follow-up appointment system, in order to triangulate and 

provide further understanding to the results obtained in the quantitative study. They were 4 females 

and 6 males for the provider’s and 12 females and 9 males for the clients. 

 

3.9 Data Collection Instrument  

For the purpose of this study, a structured questionnaire was used to collect quantitative data from 

patients after which a semi-structured interview guide was developed based on the findings from 

the quantitative data and used to conduct in-depth interviews to collect qualitative data from the 

service providers as well as some of the clients (Appendices I, II & III). This instrument of data 

collection enabled the researcher to collect factual information from respondents with respect to 

service quality and system use. The questionnaire for patients was designed to collect demographic 

and socioeconomic data, as well as data on how perceived attributes of the follow-up appointment 

system affect their adherence and use of the system. It also sought to gather information on how 

client knowledge and acceptance of the follow-up appointment system affected their satisfaction 

with the system. Finally, it sought to identify enablers and barriers in the implementation of the 
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follow-up appointment system from client and providers perspective. Both open and closed-ended 

questions were employed in the questionnaire, which was administered to the respondents 

(Appendix II & III). The questionnaire contained questions which required a “YES” or “NO” 

answer as well as rating using a 5-point Likert scale; from 1 = Strongly Agree to 5 = Strongly 

Disagree (Appendix II & III). With regards to the interview guide for conducting in-depth 

interviews for the providers and selected clients, apart from collecting demographic and 

socioeconomic data, provider’s thoughts on ways perceived attributes of the follow-up 

appointment system affect adherence and use of the system as well as to their perspective on 

enablers and barriers in the implementation of follow-up appointment system were sought. Data 

were collected in the English language and translated into the local dialects for respondents who 

were not conversant with the English language. 

 

3.10 Procedure for data collection  

The questionnaire data collection process and interviews were conducted face to face with both 

the clients and service providers. This ensured that challenges that resulted from the data collection 

process were addressed. Items which were not understood by the respondents were clearly 

explained to them to clear any form of ambiguity in the discussions. Also, it enabled checking for 

completeness of questionnaires on daily basis before they were accepted for entry to ensure that 

all the response needed for data analyses were obtained. 
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3.11 Data Handling and Confidentiality  

Soft copies of data were stored onto a computer protected with password whiles hard copies are 

stored in a file under lock and key. Access to stored data was only be granted to the student and 

her supervisor. Data was kept confidential. 

 

3.12 Validity and Reliability  

Validity is defined as the degree to which an instrument measures what it intends to measure 

(Kimberlin & Winterstein, 2008). The validity of an instrument can be assessed in many ways; 

however, this study assessed the validity of the quantitative data instruments by ensuring the face 

validity, content validity and also construct validity. One of the main requirements of any research 

process is the reliability of the scale used in gathering data.  

 

Therefore, the reliability of a scale helps the researcher to know the degree to which a test is 

consistent and reliable in measuring the factor the same way each time it is used under the same 

condition with the same subjects (Kimberlin & Winterstein, 2008). The coefficient of internal 

consistency gives an estimate of the reliability of measurement, and it is grounded on the 

assumption that items measuring the same construct should correlate. Moreover, Cronbach’s alpha 

is the most widely used method for estimating internal consistency reliability. 

 

In this study, analysis of the measuring scales was done by checking the Cronbach alpha values, 

which studies show must be above 0.70 rule of thumb to be deemed acceptable (George & Mallery, 

2003; Kimberlin & Winterstein, 2008; Sekaran, 2003). 

University of Ghana http://ugspace.ug.edu.gh



71 

 

Table 3.2: Reliability Analysis for the study  

 

Variables Original Value Study Number of Items 

Relative Advantage 0.91 0.97 4 

Compatibility 0.85 0.98 5 

Complexity 0.86 0.98 6 

Trialability 0.75 0.79 6 

Communicativeness 0.83 0.91 4 

Knowledge 0.79 0.82 4 

Persuasion 0.73 0.76 4 

Acceptance (Confirmation) 0.84 0.89 5 

Source: Field data (2019) 

 

The responses provided were analysed with the aid of the Statistical Package for Social Sciences 

(SPSS version 21) using the Cronbach’s Alpha method. Cronbach’s alpha for Relative Advantage 

was reported to be 0.97, Compatibility was 0.98, Complexity was 0.98, Trialability was 0.79, 

Communicativeness was 0.91, Knowledge was 0.82, Persuasion was 0.76 and Acceptance 

(Confirmation) was 0.89. As displayed in table 3.1, the value of Cronbach’s alpha is more 

significant than 0.7 for all items; thus the scales used in the measurement were reliable. 

 

3.13 Quality Control Measures 

 

The whole process of data collection was standardized to obtain a uniform data of high quality. 

The research assistants who assisted in data collection were trained thoroughly for two days and 

made sure they were conversant with the objectives and methodology of the study. They were 

trained to use consistent and correct techniques through demonstration and role playing. The 

researcher, whiles collecting data, also supervised the data collection sessions by the research 
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assistants to ensure that data was collected from the participants. Challenges that resulted from the 

data collection process were addressed by the researcher. Questionnaires were checked for 

completeness on a daily basis before they were accepted and numbered during data entry to ensure 

that the questionnaires are not entered twice. Data were entered by the researcher and another data 

entry person separately, to make sure data is correctly entered. 

Pre - testing of the questionnaire was carried out at the medical unit of the neurology clinic of 

KBTH before main data collection. This enabled clarification of the adequacy of the questions, 

helped in estimating the approximate time for each questionnaire, as well as making the necessary 

corrections which made the questions easy to be responded to during the actual data collection 

process.  

 

3.14 Data Analysis 

Considering the opinion of many authors, Wisdom & Creswell (2013) asserted that qualitative data 

collection and analysis often go alongside in order to form a rational interpretation of the data. For 

the qualitative data analysis, recorded interviews and transcribed data was repeatedly listened to 

and transcribed data was read through simultaneously with the purpose of making sure there were 

no apparent errors (Braun & Clarke, 2006; Gibbs, 2007). Some of the interviewees were sent a 

copy of their interviews, to enable them to check the appropriateness of the transcribed data (Gibbs, 

2007). Transcribed data were fed into NVIVO (qualitative data organizing tool), which will help 

the researcher to generate codes. For the quantitative data analysis, SPSS and Excel were used.  

Descriptive statistics as well as graphical presentations were employed in the quantitative analysis.  

 

3.14.1 Descriptive Statistics for Quantitative data 
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Descriptive statistics are important since they make it very easy to picture and describe extreme 

extensive raw data. With this study, descriptive statistics were emloyed to visualize the dataset 

before subsequent analysis was carried out.  Percentages and frequancies were used to check the 

magnitude of responses obtained from the questionnaire, whereas the means as well as standard 

deviations were used to assess deviations in the responses.  

 

3.14.2 Inferential  Analysis of Quantitative data 

Exploratory factor analysis and multiple linear regression were the statistical methods used to 

find out the impact of follow-up appointments and visits ystems on client adherence and system 

usage. 

In exploring the constructs of the follow-up appointments and visits system attributes, the principal 

component method was implemented in the exploratory factor analysis. The statistical techniques 

included the correlation matrix among the attributes, communalities, construct loadings and the 

Kaiser-Meyer-Olkin (KMO) measure of sample adequacy. 

This study used multiple linear regression in order to examine the effect of the follow-up 

appointment and visits on client adherence. The dependent variable was the client adherence to the 

follow-up appointments and visits system, and the independent variables were relative advantage, 

compatibility, complexity, trialability and communicativeness. 

The study adopted multiple linear regression in order to investigate the effect of follow-up 

appointment and visits on system usage. The dependent variable was the system usage by clients, 
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and the independent variables were relative advantage, compatibility, complexity, trialability and 

communicativeness. 

The study employed simple linear regression in order to determine the effect of knowledge on the 

follow-up appointment and visits system on clients’ acceptance of the system. The dependent 

variable was the client acceptance to the follow-up appointment and visits system, and the 

independent variable was the knowledge concerning the follow-up appointments and visits system. 

 

3.14.3 Thematic Analysis of Qualitative data 

Qualitative data were categorized into themes and sub-themes.  

 

3.15 Ethical Issues 

Ethical issues are essential where research involves human participants (Kapp, 2006). Therefore 

ethical issues were strictly adhered to in conducting this research. Neither the method used in 

collecting the data nor the questions posed to participants were sensitive. An introductory letter 

was given to respondent ahead of time to guarantee that the research is for scholastic purpose 

(Appendix IV). Data obtained was kept confidential, and the right to withdraw from the study at 

any time was assured. Anonymity was assured as names were not be used in the study. The 

respondent were given the assurance that data gathered will only be shared between the researcher 

and the supervisor. Ethical approval was also sought from Korle-Bu Teaching Hospital (Appendix 

IV). 
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3.16 Chapter Summary  

This chapter presents the methodological design used in the study.  It presents the study area, which 

was the neurology unit of the Korle-Bu Teaching Hospital, followed by the design of the study. 

Simply an explanatory sequential mixed method led by the quantitative approach was used. The 

chapter also presented information on how data collected were managed and analyzed. Areas of 

ethical considerations were also discussed in this section. This section showed that the 

methodology was well designed and relevant to the aim and specific objectives of the study. 
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CHAPTER FOUR 

 

4.0 DATA PRESENTATION AND ANALYSIS 

4.1 Introduction 

 

This chapter presents information on the analysed data. The data collected was geared toward 

achieving three main objectives. These aims were; exploring how perceived attributes of the 

follow-up appointment system affect clients adherence and use of the system, determining how 

client knowledge and acceptance of the follow-up appointment system affect their satisfaction to 

care and examining the enablers and barriers in the implementation of the follow-up appointment 

system from provider and client perspectives. This chapter presents demographic characteristics 

of the participant followed by data on information, communication and timing of the follow-up 

appointment system. Results from statistical techniques such as correlation matrix among the 

attributes, communalities, construct loadings and the Kaiser-Meyer-Olkin (KMO) measure of 

sample adequacy was used to present information on the impact of follow-up appointments and 

visits systems on client adherence and system usage.  Also, this chapter provids results on the 

impact of client knowledge of follow-up appointment and visit systems on acceptance of the 

system and satisfaction with care. Finally, this chapter presents participants (both providers and 

clients) views shared on enablers and barriers of the follow-up appointment system during the 

qualitative phase of the study. 

 

4.2 Demographic Characteristics of the Study Participants 

 

Below are demographic information based on gender, age, residence, education, employment 

status and marital status.  

The minimum age of the respondents was 19 years, whereas the maximum age was 90 years. The 
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mean age of respondents was 50.92 years with a standard deviation of 16.52. Table 4.1 presents 

the age distribution. 

 Table 4.1. Age distribution of study participants  

 

Age         Range Mean Median  Std Dev Std Error 95% CL 

Total 
 

19 - 90 50.92 52.00 16.52 0.9619 1.8931 

Source: Field Survey, 2019 

Table 4.2 summarizes the distribution of participants in terms of gender. Findings showed that 

34.9% of respondents were males, whereas 65.1% of respondents were females. It appears that 

overall, there are more females with neurological conditions visiting the neurology clinic at the 

KBTH than males.  Furthermore, patients recruited for the study were in residence within the 

catchment area of the hospital and also outside the catchment area; across different regions in the 

country. The majority (84.1%) of the participants were within the Greater Accra region, followed 

by the Volta region with 6.1%.  Also, about 2% were from outside of Ghana, such as Togo and 

Cotonou. Majority of the patients were married (45.1%) and educated to at least secondary/senior 

high or tertiary level, with a combined percentage of 54.2% (Table 4.2). For the employment status 

of the study participants, it was observed that, 165 (55.9%) of them were employed, with 15.3% 

retired (Table 4.2). 
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Table 4.2: Demographic Characteristics of Respondents 

 

Variable         Frequency (n)                   Per cent (%) 

Gender    

Male  103 34.9% 

Female  192 65.1% 

Level of Education     

None 82 27.80 

Primary 52 17.63 

Secondary 90 30.51 

Tertiary 71 24.07 

Employment status   

Employed 165 55.93 

Unemployed 85 28.81 

Retired 45 15.25 

Marital Status     

Married   133  45.08 

Single 59  20.00 

Separated 41  13.90 

Widowed  62  21.02 

Residence   

Greater Accra               251              84.08 

Volta Region                18              6.10 

Central Region                10              3.39 

Northern Region                 9              3.05 

Others (such as Togo & 

Cotonou) 

                7              2.37 

Source: Field Survey, 2019 

4.3 Clinical Characteristics of respondents 

 

Table 4.3 presents data on various conditions that brought participants to the clinic, the number of 

times they have visited, and whether their conditions improved since visiting the facility. Spine 

problems were the most frequent, representing 25.4% of the conditions, followed by neck 

problems with 22.7%. In terms of the number of visits to the hospital,  patients visits ranged from 

2 to 12, with a mean of 4.13 (SD=1.21). Most (66.8%) of the patients indicated that their conditions 
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have improved since they started visiting the clinic. 

Table 4.3 Clinical Characteristics of respondents  

 

 

Source: Authors field survey (2019) 

4.4 Information, Communication and Timing of the System 

 

The majority (64.6%) of the respondents do not quickly get the information they need (Table 4.4). 

The findings also indicated that, the facility performed poorly with regards to reminding patients 

about their appointments, with 71.4% of the patients not reminded for their appointments. For 

those reminded, the clinic reminded them via phone calls. Most (72.9%) of the respondent 

indicated that, at some point in time, they had to cancel an appointment. The majority (96.9%) of 

Characteristics    

Conditions   Frequency (n)   Percentage (%) 

Neck surgery 13 4.41 

Neuro-surgery 23 7.8 

Parkinson disease 21 7.12 

Spinal surgery 27 9.15 

Spine problem 75 25.42 

Swelling at his neck side 29 9.83 

Neck problem 67 22.71 

Throat pain 2 0.68 

Transverse myelitis 5 1.69 

Waist pain 10 3.39 

Swollen neck 23 7.8 

 

Condition improved  

  

Yes 
 

197 
 

66.78  

No 

 

Number of visits  

98 
 

33.22 

 

 

Range Mean Median  Std Dev Std Error  95% CL 

2 – 12 4.13 4.48 1.21 0.0926  0.0113 
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these people mentioned that, they did not give notice of their appointment cancellation. The 

responses from the participants with regards to the information mentioned above were statistically 

significant (p <0.001). 

Meanwhile, 67.8% of the respondents indicated that they were not satisfied with the process of 

reminding patients. This study observed the overall satisfaction with the system to be 59.0% (Table 

4.4).  

Table 4.4.   Responses to issues about information and communication 

  

Variables on information Yes, 

 n(%) 

No,  

n(%) 

P-value  

Easy to get information when needed 104 (35.37) 191 (64.63) < 0.001 

Facility remind you of appointments 84 (28.75) 211 (71.42)  

Ever cancelled an appointment 212 (72.86) 82 (27.14)  

Gave facility prior notice of cancellation 9 (3.05) 286 (96.95)  

    

Form of appointment reminder (N=84) Frequency (n)             Percentage (%)  

Call 80 95.24  

Text message 4 4.76  

    

Satisfaction with the process of 

reminding patients 

   

Somewhat satisfied       95 32.12  

Not satisfied 200 67.78  

    

Form of cancellation notice (N=9)    

Call 9 100  

Source: Field Survey, 2019 

With regards to timing, the majority (89.8%) of the respondents indicated that they come for their 

appointments on time (Table 4.5). All the respondents indicated that they were not happy with the 

waiting time (Appendix III), whiles 72.89% indicated that they were not happy with the contact 

time, and this was statistically significant (p < 0.001). 

About 71% indicated that, they had to wait more than 60 minutes before being attended to, with 
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86.8% saying that they are not satisfied with the waiting time. The contact time with doctors was 

less than 30 minutes for most of the patients (Table 4.5).  

 

Table 4.5. Responses to issues about timing  

 

Variables on timing Yes, 

 n(%) 

      No,  

      n(%) 

P-value  

Come for your appointment on time 265 (89.83)      30 (10.17) <0.001 

Happy with waiting time 0 (0.00)      295 (100.0)  

Happy with contact time 80 (27.11)      215 (72.89)  

    

Waiting time before seeing the doctor Frequency (n)             Percentage (%) 
Less than 60 minutes 84 28.75  

More than 60 minutes  210 71.42  

    

Satisfaction with waiting time    

Somewhat satisfied       39 13.22  

Not satisfied 256 86.78  

    

Contact time    

More than 30 minutes 80 28.75  

Less than 30 minutes  215 71.42  

    

Overall satisfaction with the system    

Yes 121 41.02  

No 174 58.98  

Source: Field Survey, 2019 

4.5 The Impact of Follow-up Appointments and Visits Systems on Client Adherence and 

System Usage 

 

This section presents the research findings for the first research objective. Exploratory factor 

analysis and multiple linear regression were the statistical methods used to achieve this objective. 

These include exploration of the follow-up appointments and visits attributes in the Korle-Bu 

Teaching Hospital (KBTH) and the influence of the follow-up appointment and visits system on 

client adherence and usage of the system. The follow-up appointments and visits constructs are 
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relative advantage (RAX), compatibility (CPX), complexity (CMX), trialability (TRX) and 

communicativeness (COX). 

4.5.1 Exploration of the Follow-up Appointments and Visits System Attributes 

 

In exploring the constructs of the follow-up appointments and visits system, the principal 

component method was implemented in the exploratory factor analysis. The statistical techniques 

included the correlation matrix among the attributes, communalities, construct loadings and the 

Kaiser-Meyer-Olkin (KMO) measure of sample adequacy. 

The correlation coefficients among the constructs of the appointments and visits system were less 

than 0.900. There was no problem of singularity among the attributes. Thus, all the attributes are 

not similar. Hence, relative advantage, compatibility, complexity, trialability and 

communicativeness can be used to measure the follow-up appointments and visits systems in 

hospitals. Table 4.6 indicates the correlation matrix among the follow-up appointments and visits 

construct. 

 

Table 4.6: Follow-up appointments and visits system constructs a correlation matrix 

 

   RAX         CPX      CMX TRX               COX 

RAX -     

CPX 0.615 -    

CMX 0.454 0.445 -   

TRX 0.226 0.128 0.295 -  

COX 0.662 0.496 0.537 0.406 - 

Source: Field survey (2019) 
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Kaiser-Meyer-Olkin (KMO) measure of sample adequacy value of 0.766 indicates the sample size 

of two hundred and ninety-five (295) is enough for the study and that there are good patterns of 

correlations among the attributes of the appointment and visits system. Therefore, relative 

advantage, compatibility, complexity, trialability and communicativeness are decisive factors to 

measure the appointment and visits systems in hospitals. Table 4.7 shows the sample adequacy of 

the study. 

The communality value of 0.734 shows that 73.4% of the variance associated with 

communicativeness is common among relative advantage, compatibility, complexity and 

trialability of the appointment and visits system. Indicating that, 73.4% of the variations in 

communicativeness is revealed and shared by relative advantage, compatibility, complexity and 

trialability. Therefore, communicativeness is a constant factor to consider when measuring the 

follow-up appointments and visits system of hospitals. This is followed by relative advantage 

(69.3%), compatibility (56.3%), complexity (55.5%), and Trialability (23.1%). Again, the 

construct loadings confirm that communicativeness is the main factor for measuring follow-up 

appointment and visit systems of hospitals. Table 4.7 indicates the communalities and the construct 

loadings of follow-up appointments and visits system from the client’s perspective. 
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Table 4.7: Communalities, construct loadings and KMO of follow-up appointments and 

visits system attributes at the Korle-Bu Teaching Hospital 

 

Construct Communalities Construct loadings KMO 

RAX 0.693 0.832  

CPX 0.563 0.751  

CMX 0.550 0.742 0.766 

TRX 0.231 0.480  

COX 0.734 0.857  

Source: Field Survey, 2019 

 

4.5.2 The Influence of Appointment System on Client Adherence to Follow-Up Visits 

 

This study used multiple linear regression in order to examine the effect of the follow-up 

appointment and visits on client adherence. The dependent variable was the client adherence (Y) 

to the follow-up appointments and visits system, and the independent variables were relative 

advantage, compatibility, complexity, trialability and communicativeness. 

The findings revealed the entire model to be statistically significant. Meaning that relative 

advantage, compatibility, complexity, trialability and communicativeness together contribute to 

client adherence to the follow-up appointments and visits system with a p-value of 0.014. 

Moreover, only 3.1% of the total variance in client's adherence explains the follow-up 

appointments and visits system attributes, with a standard deviation of 0.20724. Table 4.8 indicates 

the variations in client's adherence as explained by relative advantage, compatibility, complexity, 

trialability and communicativeness of the system. Table 4.9 reveals the statistical significance of 

the entire model. 
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Table 4.8: Variations in client’s adherence explained by follow-up appointments and visits 

systems. 

 

Model R R Square Adjust R 

Square 

Standard Error 

of the Estimate 

 0.218 0.048 0.031 0.20724 

Source: Field survey (2019) 

 

Table 4.9: ANOVA for follow-up appointments and visit system on client adherence 

 

Model Sum of Squares Df Mean Square F Sig. 

Regression 

Residual 

Total 

0.621 

12.412 

13.034 

5 

289 

295 

0.124 

0.043 

2.894 0.014 

Source: Field survey (2019) 

However, the entire model looks very weak because of the less percentage of variations in clients 

adherence explained by the follow-up appointments and visits system attributes at the KBTH.  

The model can be fitted as: 

      Y= 1.423 + 0.019 RAX + 0.008 CPX + 0.012 CMX + 0.058 TRX -0.049 COX 

The p-values of the communicativeness (0.005) and trialability (0.002) show they are statistically 

significant. They contribute to the client adherence to the follow-ups appointments and visits 

system at the KBTH neurology unit. Thus, an increase in the value of communicativeness of the 

follow-up appointments and visits system, decrease clients adherence by 0.049 when all the 

attributes are held constant. Interestingly, the more communication of the follow-ups appointments 
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and visits system to the clients, the more the clients lose adherence to the system. This could be 

due to other inhibiting factors in the communicativeness of the follow-up appointments and visits 

system to the clients. Table 4.9 shows the contribution of communicativeness and trialability on 

clients' adherence to the follow-up appointment and visits system.  

Table 4.10: Follow-up appointments and visits system on client adherence 

 

 

Model 

 

Unstandardized Coefficients 

Standardized 

Coefficients 

  

 B Std. Error Beta      t Sig. 

Constant 

RAX 

CPX 

CMX 

TRX 

COX 

 1.423 

 0.019 

 0.008 

 0.012 

 0.058 

-0.049 

0.067 

0.016 

0.018 

0.017 

0.018 

0.017 

 

 0.104 

 0.032 

 0.052 

 0.201 

-0.246 

 21.225 

 1.221 

 0.429 

 0.730 

 3.159 

-2.854 

0.000 

0.223 

0.668 

0.466 

0.002 

0.005 

Source: Field survey (2019) 

In contrast, relative advantage (0.223), compatibility (0.668) and complexity (0.466) have their p-

values being more than 0.05. These indicate that, relative advantage, compatibility and complexity 

are not statistically significant to the client adherence to the follow-up appointments and visits 

system. Hence, these attributes can never let the clients obey the follow-up appointments and visits 

processes. Table 4.10 displays analysis of the coefficients of the follow-up appointments and visits 

on client's adherence. 
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4.5.3 The Effect of Follow-up Appointments and Visits System on the System Usage 

 

The study adopted multiple linear regression in order to investigate the effect of follow-up 

appointment and visits on system usage. The dependent variable was the system usage by clients 

(Z), and the independent variables were relative advantage, compatibility, complexity, trialability 

and communicativeness. 

The outcome of findings discovered the entire model to be statically significant. Thus, relative 

advantage, compatibility, complexity, trialability and communicativeness together affect the 

follow-up appointments and visits system usage by the clients with a significance value of 0.000. 

Besides, 29.2 % of the total variance in system usage by the clients are explained with a standard 

deviation of 0.2654. Table 4.11 indicates the variation in client's adherence as explained by relative 

advantage, compatibility, complexity, trialability and communicativeness of the system. Table 

4.12 reveals the statistical significance of the whole model. 

 

Table 4.11: Variations in system usage explained by follow-up appointments and visits 

systems 

 

Model R R Square Adjust R 

Square 

Standard Error 

of the Estimate 

1 0.551 0.304 0.292 0.26549 

Source: Field survey (2019) 
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Table 4.12: ANOVA for follow-up appointments and visit system on system usage levels 

 

Model Sum of Squares df Mean Square F Sig. 

Regression 

Residual 

Total 

8.880 

20.370 

29.249 

5 

289 

294 

1.776 

0.070 

25.196 0.000 

Source: Field survey (2019) 

The entire model is strongly significant and can be fitted as: 

          Z= 1.463 + 0.033 RAX + 0.085 CPX + 0.000 CMX + 0.080 TRX -0.099 COX 

The p values of the compatibility (<0.001), communicativeness (<0.001) and trialability (0.001) 

show they are statistically significant. They affect the usage of the follow-up appointments and 

visits system by the client. A unit increase in the value of compatibility of the follow-up 

appointments and visits system increases clients’ usage of the system by 0.085 when all the 

attributes are held constant. A unit increment in the value of communicativeness of the follow-up 

appointments and visits system increases clients usage of the system by 0.099 when all the 

constructs are held constant On the other hand, a unit increment in the value of trialability of the 

follow-up appointments and visits system decreases clients usage of the system by -0.080. 

Remarkably, the more trialability of the follow-ups appointments and visits system to the clients, 

the more the clients go away from the system without using it. Table 4.12 shows the contribution 

of compatibility, communicativeness and trialability on client’s usage levels of the follow-up 

appointments and visits system. 
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Relative advantage (p = 0.106) and complexity (p = 0.993) have significant values being more 

than 0.05. These indicate that relative advantage and complexity are not statistically significant to 

the follow-up appointments and visits system usage by the clients. Therefore, these factors do not 

have any effects on measuring follow-up appointments and visits system usage levels by clients. 

Table 4.13 displays the analysis on coefficients of the follow-up appointments and visits system 

on client’s usage levels of the system. 

Table 4.13: Follow-up appointments and visits system on system usage levels by clients 

 

Model 

 

Unstandardized Coefficients 

Standardized 

Coefficients 

 

 

 

 

 B Std. Error Beta t Sig 

Constant 

RAX 

CPX 

CMX 

TRX 

COX 

 1.463 

 0.033 

 0.085 

 0.000 

-0.080 

 0.099 

0.086 

0.020 

0.023 

0.022 

0.024 

0.022 

 

 0.119 

 0.234 

-0.001 

-0.183 

 0.330 

 17.037 

 1.623 

 3.618 

-0.009 

-3.370 

 4.479 

0.000 

0.106 

0.000 

0.993 

0.001 

0.000 

Source: Field survey (2019) 

4.6 The Impact of Client Knowledge of the Follow-Up Appointments and Visits Systems on 

Acceptance of the System and Satisfaction with Care 

 

This section offers research findings on the second research objectives of the study. It details the 

influence of the follow-up appointment and visits system knowledge (KNW) on client system 

acceptance (ACP) and satisfaction concerning the usage of the system (STF). 

4.6.1 The Association between Knowledge of Appointment System and Client Acceptance 

of Follow-up Visits  

 

The study employed simple linear regression in order to determine the effect of knowledge on the 

follow-up appointment and visits system on clients’ acceptance of the system. The dependent 
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variable was the client acceptance to the follow-up appointment and visits system, and the 

independent variable was the knowledge concerning the follow-up appointments and visits system. 

The entire model was statically significant with a p-value of 0.000. The study showed that client 

knowledge on follow-up appointments and visit system affect the acceptance of the system. 

Further, knowledge acquired from the system explains 20.3% of the total variance in the 

acceptance of systems with a standard deviation of 0.83279. Table 4.14 displays the variation in 

the acceptance of the system related to its knowledge to the clients. Table 4.15 details the statistical 

significance of the entire model. 

Table 4.14: Variations in the system's acceptance related to its knowledge 

 

Model R R Square Adjust R 

Square 

Standard Error 

of the Estimate 

1 0.450 0.203 0.200 0.83279 

Source: Field survey (2019) 

Table 4.15: ANOVA for follow-up appointments and visit system knowledge on client 

acceptance 

Model Sum of Squares df Mean Square F Sig. 

Regression 

Residual 

Total 

51.629 

203.209 

254.838 

1 

293 

294 

51.629 

0.694 

74.442 0.000 

Source: Field survey (2019) 

The simple linear regression model can be fitted as: 

                                        ACP= 2.005 + 0.445KNW 
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The p-values of the knowledge on follow-up appointment and visits system were < 0.001.  The 

study indicates that knowledge on the follow-up appointments and visits system contributes to the 

acceptance of the system. An increment in the value of knowledge (KNW) on follow-up 

appointments and visits system increase the acceptance of the system by 0.445 when all the 

variables are held constant. Table 4.16 designate the analysis of the coefficients of knowledge on 

the follow-up appointments and visits system on clients’ acceptance of the system. 

Table 4.16: Knowledge Follow-up appointments and visits system on client acceptance 

 

 

Model 

 

Unstandardized Coefficients 

Standardized 

Coefficients 

  

 B Std. Error Beta      T Sig. 

Constant 

Knowledge 

2.005 

0.445 

0.149 

0.052 

 

0.450 

13.461 

8.628 

0.000 

0.000 

Source: Field Survey (2019) 

 

4.6.2 The Association between Knowledge of Appointments Systems on Client Satisfaction 

to the System 

 

In determining the association between knowledge of appointments systems on client satisfaction 

to the system, the dependent variable was the client satisfaction with the follow-up appointment 

and visit system and the independent variable was the knowledge concerning the follow-up 

appointments and visits system. 

The model was statically significant with a p-value of 0.000. The findings revealed that client 

knowledge on the follow-up appointment and visit system affect the satisfaction of the system. 

Indicating that, about 6.4% of the total variance on the satisfaction of systems have in-depth 
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knowledge acquired from the system with a standard deviation of 0.50. Table 4.17 displays the 

variation in the system's satisfaction relating to its knowledge by clients. Table 4.18 depicts the 

statistical significance of the simple linear regression model obtained. 

Table 4.17: Variations in the system's satisfaction related to knowledge 

 

Model R R Square Adjust R 

Square 

Standard Error 

of the Estimate 

1 0.259 0.067 0.064 0.50521 

Source: Field survey (2019) 

Table 4.18: ANOVA for Follow-up Appointments and Visit System on Client Adherence 

 

Model Sum of Squares Df Mean Square F Sig. 

Regression 

Residual 

Total 

5.363 

74.785 

80.148 

1 

293 

294 

5.363 

0.255 

21.012 0.000 

Source: Field survey (2019) 

The simple linear regression model can be fitted as: STF= 1.824 + 0.143KNW 

The p-values of the knowledge on the follow-up appointment and visits system were less than 

0.001. This value implies that knowledge on the follow-up appointment and visit system influences 

the satisfaction of the system at the hospital. Indicating that, a unit increment in the value of 

knowledge (KNW) on the follow-up appointments and visits system increase the satisfaction of 

the system by 0.143 when all the variables are held constant. Table 4.19 explains the analysis of 

the coefficients of knowledge on the follow-up appointments and visits system on client's 

satisfaction of the system. 
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Table 4.19: Knowledge of Follow-up Appointments and Visits System on client satisfaction 

 

 

Model 

 

Unstandardized Coefficients 

Standardized 

Coefficients 

  

 B Std. Error Beta      T Sig. 

Constant 

Knowledge  

1.824 

0.143 

0.090 

0.031 

 

0.259 

20.187 

4.584 

0.000 

0.000 

Source: Field survey (2019) 

4.7 Qualitative Study Results 

 

4.7.1 Enablers and Barrier of the Follow-Up Appointment System  

 

Table 4.20 and 4.21 presents the demographic characteristics of providers and clients who 

participated in the qualitative phase of the study. In this section, interviewees were denoted by P1 

to P10 for providers numbered 1 to 10 and C1 to  C21 for clients, numbered from 1 to 21 (Table 

4.20 and 4.21). 

Table 4.20: Demographic characteristics of the service providers  

 

No. Sex  Age  Marital 

status 

Profession Years of 

experience 

P1 Male 54 Married  Nurse 9 years 

P2 Male  32 Married  Records Personel 10 years 

P3 Female 38 Single Technical Officer 6 years 

P4 Male 46 Married Neurologist 5 years 

P5 Female 52 Married Intern Medicine service 2 years 

P6 Male  46 Single Nurse 12 years  

P7 Female 36 Single Nurse 8 years 

P8 Male 24 Married Records Personel 3 years 

P9 Female 41 Married Medical officer 8 years 

P10 Male 35 Married Intern Medicine service 7 years 

Field Interviews (2019) 
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Table 4.21: Demographic characteristics of the clients 

  

No. Sex  Age  Marital status Residence  

(Region) 

Education  Employment 

C1 Female 67 Married  Greater Accra Secondary Retired 

C2 Female 42 Married  Greater Accra None Employed  

C3 Female 40 Single Greater Accra Secondary Employed  

C4 Male 46 Married Northern Region Tertiary Employed  

C5 Female 62 Married Greater Accra Primary Retired 

C6 Male  46 Single Greater Accra Primary Unemployed 

C7 Male 36 Single Volta Region Secondary Unemployed 

C8 Female 54 Married Greater Accra Tertiary Unemployed 

C9 Female 43 Married Northern Region None Unemployed  

C10 Male 35 Married Togo None Unemployed 

C11 Female 54 Married  Greater Accra Secondary Unemployed  

C12 Male 32 Married  Volta Region Tertiary Unemployed 

C13 Female 38 Single Central Region Primary Unemployed 

C14 Male 46 Married Northern Region Primary Unemployed 

C15 Female 52 Married Cotonou Secondary Unemployed 

C16 Male  46 Single Greater Accra Tertiary Unemployed 

C17 Female 36 Single Volta Region None Unemployed 

C18 Male 39 Married Central Region Primary Unemployed 

C19 Female 44 Married Northern Region Secondary Unemployed 

C20 Female 56 Married Greater Accra Tertiary Unemployed 

C21 Male 58 Married Greater Accra Primary Unemployed 

Field Interviews (2019) 

 

 

 

With the aid of thematic analysis, the study generated themes and sub-themes, which buttressed 

with relevant quotes expressed by the respondents. Based on the research objective formulated for 

the qualitative study, themes which emerged from the study for both the service providers and 

clients were enablers and barriers of the system usage. Additionally, seven sub-themes were 

generated from the main themes for the service providers. These included training and better health 

outcome for the enablers, whiles academic engagement, lack of information, distance, poor 

adherence and timing for the barriers.  

Meanwhile, a total of 9 sub-themes emerged for the clients, comprising of 4 for enablers and 5 for 
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barriers.  A summary of the main themes and sub-themes, as well as specific comments which 

emanated from the qualitative study,  are indicated in tables 4.22 and 4.23.   

 

4.7.1.1 Barriers of the Appointment and Visit System  

 

The study observed that among the critical barrier for the providers were poor adherence to time, 

academic engagements and lack of information.  

For example, concerning Poor Adherence to time, the below was echoed by a female nurse: 

"… Doctors do not come on time; therefore, it does not help with appropriate time 

management” (Female, P7).    

About Academic Engagements, the observation made was that, since the facility is a teaching 

hospital, some of the service providers especially the doctors have additional teaching 

engagements, thus this causes delays and become a barrier in the implementation of the system. 

This situation was described by a female medical officer as follows: 

“Patients are delayed due to the low population of doctors and some doctors using most of 

their time on students, that is by lecturing other medical students. Leading to postponing 

of appointments” (Female, P9).    

Lack of information was highlighted by a nurse who indicated that they have to wait for long hours 

without any information or update on how soon care delivery will begin (Table 4.22). 

With regards to barriers as revealed by the patients.  

The comments showed in Table 4.22 relates to how the interpersonal relationship between the 

providers and clients proved to be a barrier to using of follow-up appointment system 

For instance, a male patient recounted his experience as follows: 
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“ One of the nurses virtually insulted me, just because I did not hear her when she 

mentioned my name” (male, C6). 

Distance was another notable sub-theme with regards to the barrier that emerged during the 

interviews with the patients. Findings revealed that the clients do not only reside in the Greater-

Accra region, but some of the patients also came from other regions of Ghana and even outside 

the country. Therefore, most of the patients complained about distance and the comments below 

represent a couple of such complains: 

“….imagine coming from Akatsi in the Volta Region, all in the name of cure and how 

unfavourable this distance can be for me sometimes. Then lodge at a hotel a day before the 

appointment date, only upon arrival to the clinic,  you are told that doctors are working 

on emergency cases or have cancelled all appointments for the day. It discourages us from 

adhering on further appointments irrespective of how worst the situation is …” (male, C7). 

Another patient added: 

“… It is practically a travel for me to come all the way from the Northern region to 

Korle-Bu to attend my follow-ups at this place. I wished we had a place like this at where 

I am coming from…” (Female, C19) 

The other sub-themes regarding the barriers are; family support, security and confidentiality 

which are presented in Table 4.22 with some specific comments from the patients. 
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Table 4.22: Themes, sub-themes and selected quotes on barriers 

 

 

 

 

Barriers in 

usage 

Poor adherence to 

time  

 

 

 

 

Distance  

 

 

Poor adherence to 

appointment 

schedule 

 

 

 

 

Interpersonal 

relationship 

 

….. Doctors do not come on time and so when we the 

nurses have finished our part, sometimes the patients 

have to keep waiting for the doctors and it frustrates 

them. Meanwhile, it is not our fault…..”(Female, P7). 

 

….. Distance is a major factor which leads to patients not 

sticking to their appointments (Male, P8). 

 

…Sometimes some of the doctors do not show up at all. I 

think they might be handling other things. This puts the 

burden on the few that will be available to attend to the 

patients who have come for follow-up appointments.... 

(Female, P3). 

 

 

 

…. Providers attitude during appointment scheduling or 

cancellation can put the client off or discourage us from 

adhering to an appointment. They are sometimes rude 

towards us (Female, C8). 

Security and 

confidentiality  

 

…My folder was given to me to send home and I think it 

is not safe because in case of misplacement, it will result 

to loss of information and the folder can end up in wrong 

hands….. (Female, C19). 

 

Family Support 

 

 

 

 

 

Long Waiting time 

 

….sometimes I  struggle to get family or friends support 

on my appointment days and there is no way I could 

come on my own since I can’t walk very well. This 

makes me feel pity for myself…(Female, C11).”    

 

…Any time I have to come here, I am discouraged because 

I know I am coming to wait for a very long time before 

they will attend to me. I have to forgo any other thing I will 

do in the day (male, C21). 

Field Interviews (2019) 
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4.7.1.2 Enablers of the Appointment and Visit System  

 

With regards to enablers, better health outcome and training emerged as the key sub-themes for 

providers (Table 4.23).  

Concerning how better health outcome of the patients serves as an enabler for the usage of the 

system, a nurse mentioned that  

“…..When we see them (Patients) getting better, we are happy and we know the system is 

working effectively and both parties (Patients & Providers) will want to use it 

more….”(male, P6). 

Patients also commented on the enablers to the appointment system (Table 4.23). Throwing light 

on how trust is an enabler, the patients felt that attending a follow-up appointment and visit at 

Korle-Bu is encouraging enough to make them want to honour their appointment. This feeling 

was echoed as below:  

“……Knowing that my care delivery is Korle-Bu, I will surely come and that fact only 

encourages me to come for my appointments. Because I know there are best doctors here 

and I call this place the last stop”. (Female, C8). 

Persuasion was another factor that enabled the usage of the appointment. One female patient 

indicated the following: 

 “…Whenever I complained to the doctor, he listens attentively and encourages me to continue 

using the system. He further explains to me how good the system is and that people who are not 

following it are those not making it work. He said if we all follow the system accordingly, it will 

work better for our benefit” (Male, C6). 
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Table 4.23: Themes, sub-themes and selected quotes on Enablers for the Patients  

 

 

 

 

 

 

 

Enablers in 

usage 

Patient 

Involvement 

 

 

 

 

 

Persuasion 

 

 

 

Guidance on 

procedure  

 

 

 

 

Training 

“… I think we the patient are always  involve during 

decision making or policies regarding appointment 

scheduling and effective care delivery process. This will 

make us more satisfied because we will be in the best 

position to also suggest what will benefit us” (Female, 

C9).    

 

“....There is this nurse who always encourages me to 

come on time and follow the system. The helps me a lot” 

(Female, C17). 

 

“… On some of the days a nurse comes and talk to us 

about guidelines in the clinic and tells us what to do 

when we come. It is very good” (male, C12). 

 

 

“…Both patients and we the providers have accepted the 

system for different reasons. I mean for the providers we 

have had enough training on the system and wants to 

make it work….” (male, P4). 

Field Interviews (2019) 
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CHAPTER FIVE 

 

5.0 DISCUSSION OF FINDINGS 

 

5.1 Introduction 

 

This chapter discusses the findings of the study. The study was conducted to achieve three 

objectives: (1) to explore how attributes of the follow-up appointment system affect clients 

adherence and use of the system, (2) to determine client knowledge and acceptance of the follow-

up appointment system and its effect on satisfaction with care, and (3) to examine the enablers and 

barriers in implementation of follow-up appointment system from provider and client perspectives. 

This section compared and contrasted the outcome of the study with pertinent literature. Areas 

discussed include attributes of the follow-up appointment system and their effect on adherence and 

usage, the effect of follow-up appointments and visits system on the system usage, the impact of 

client knowledge of the follow-up appointments and visits systems on acceptance of the system 

and satisfaction with care. Finally, sub-themes that emerged from participants’ views on enablers 

and barriers of the follow-up appointment system are also discussed. 

 

5.2 Attributes of the Follow-Up Appointment System and their effect on Adherence and 

Usage 

 

This study found that relative advantage, compatibility, complexity, trialability and 

communicativeness can be used to measure follow-up appointments and visits systems in a 

hospital setting. Many prior studies have applied these attributes to investigate the adoption or 

acceptance of systems. For instance, Agarwal & Prasad, (1997) found that relative advantage and 

result demonstrability were positively associated with acceptance. Similarly, Van Slyke, Lou, & 

Day, (2002) also showed that relative advantage, complexity, compatibility, and result 
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demonstrability significantly influenced intentions to adopt service. However, Teo & Pok, (2003) 

also found that perceptions of relative advantage play an important role in shaping adoption 

intentions. Furthermore, some factors that were identified as influencing adoption included relative 

advantage, compatibility, and result demonstrability (Hsu, Lu, & Hsu, 2007; Zhang et al., 2015). 

Brown et al., (2003) also identified relative advantage and trialability as the key determinants of 

adoption of a system. 

 

In terms of the characteristics of the system, “communicativeness” and “trialability” were key 

influential for client adherence to the follow-up appointments and visits system at KBTH, which 

is in agreement with the results of other studies (Castillo et al., 2010; Clingan, 2011; Rogers, 2003; 

Sanson-Fisher, 2004). Interestingly, it was observed that more communication of the follow-up 

appointments and visits system rather decreases clients’ adherence. This could be due to negative 

feedback or bad responses the client receives, or that the type of information the clients needed 

during the communication process were not the ones provided.  This was supported by the 

revelation with regards to data on information and communication of the system, where it was 

found that majority of the respondents do not easily get the information they need. It was also 

shown that the facility performed poorly with regards to reminding patients about their 

appointments, with 71.4% indicating that they were not reminded. Even with those that were 

reminded, 67.8% of them indicated that they were not satisfied with the process for the reminder. 

Other inhibiting factors in the communicativeness of the follow-up appointments and visits system 

to the clients could also possibly account for this observation. These factors could include the 

channel of communication and the manner in which the patients were talked to (Rogers, 1995). 

University of Ghana http://ugspace.ug.edu.gh



102 

 

This observation has implications for how communication could be organized in the appointment 

system of KBTH neurology unit.  

One key part of communication in the appointment system is “reminders”, which affirms with 

other studies (Brown et al., 2003; D. Gupta & Denton, 2008; Wang & Gupta, 2011). It has been 

found that all types of reminder systems are effective at improving appointment attendance across 

a range of health care settings and patient populations (McLean et al., 2016). In addition, effective 

and efficient communication is crucial in healthcare (Vermeir et al., 2015). How hospital workers 

and other clinicians communicate with patients impacts a patient’s overall experience and 

satisfaction. Studies have shown that good communication between doctors and patients and 

among all caregivers who interface with patients directly results in better clinical outcomes, 

reduces cost, increases patient satisfaction, and lowers rates of physician burnout (Boissy et al., 

2016; Weng et al., 2011). This influence can also be pivotal in such areas as patient health, 

education, adherence and satisfaction with care (Simkin-Silverman et al., 2005). Patients’ 

perceptions of the quality of healthcare they receive are highly dependent on the quality of patient-

provider interactions and all healthcare team (Wanzer, Booth-Butterfield, & Gruber, 2004).    

 

Trialability is a degree to which an innovation may be tried out on a limited-time basis. Rogers, 

(1983;1995) suggested that potential adopters of innovation when allowed to experiment with the 

innovation, would make users feel more comfortable with the innovation and hence would be more 

likely to adopt it. The opportunity given to consumers to experiment a system would reduce their 

uncertainty of it before accepting to use it. According to Tan & Teo, (2000) chances to try an 

innovative system will minimize consumers’ unknown fears. In this study, most of the patients 

were visiting the clinic for the fourth time, thus they have earlier experience with the system and 
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therefore means of the trail might have affected their indication of trialability of the system as an 

attribute that affects adherence and usage of the system. 

In this study relative advantage, compatibility and complexity were not statistically significant to 

the client adherence to the follow-up appointments and visits system in KBTH. Hence, these 

attributes can never let the clients adhere to the follow-up appointments and visits processes. On 

the contrary, in a review of 75 articles concerned with innovation characteristics and their 

relationship to innovation adoption and implementation, Tornatzky & Klein, (1982) found that 

three innovation characteristics;  relative advantage, compatibility and complexity, had the most 

consistent significant relationships to innovation adoption. They found that compatibility and 

relative advantage were both positively related to adoption while complexity was negatively 

related to adoption. The difference in the settings of these studies and the current study could 

account for the difference in the outcomes and also time passage since a lot might have chnaged 

between 1982 and 2019; thirty-seven years down the line. Interestingly, none of the 75 studies that 

were reviewed was in the health sector. Therefore the findings of this study could be very critical 

when considering the characteristics of an appointment system that needs to be improved in order 

to increase clients adherence to the system. This is very important because getting patients to 

adhere to a particular system in the health setting has a direct implication for the total health 

outcome of the individual. When the patient adheres to the system, it gives the provider the 

opportunity to be able to care for the patient as he or she intends to. In this regard, improving 

“communicativeness” and “trialability” in the follow-up appointment system of the clinic would 

increase patients adherence as well as the opportunity for patients to be properly taken care of by 

the providers. 

  

University of Ghana http://ugspace.ug.edu.gh



104 

 

 

5.3 The Effect of Follow-up Appointments and Visits System on the System Usage 

 

The findings of the study revealed that compatibility, communicativeness and trialability of the 

system significantly affect the usage of follow-up appointments and visits system by the client at 

the neurology unit of KBTH. This study, therefore, is in conformity with other studies that attest 

that compatibility, trialability and communicativeness constitute a vital feature of innovation and 

propels the rapid rate of adoption or system usage by end-users (Castillo et al., 2010; Karahanna, 

Straub, & Chervany, 1999; Rogers, 2003). In another study, Zhang et al., (2015) also indicated 

that relative advantage, complexity and compatibility are main attributes that attract patients’ 

adherence and use of an appointment in the clinic settings. On the contrary, this study did not find 

relative advantage and complexity to significantly affect clients’ usage of follow-up appointments 

and visits system.  

The observation that compatibility affects the usage of the follow-up appointments and visits 

system could be because individuals are more likely to use a product they view to be compatible 

with their preference. Agarwal & Karahanna, (1998) indicated that systems perceived to be 

compatible with various aspects of an individual's experiences (compatibility with prior 

experience) and work styles (compatibility with existing work practices and compatibility with 

preferred work style) are likely to induce feelings of familiarity and positively affect usage. Ainin 

et al., (2015) also observed that factors such as compatibility, cost-effectiveness and interactivity 

influences usage among users of a service. Compatibility has been considered as an essential factor 

for innovation adoption (Cooper & Zmud, 1990; Wang & Gupta, 2011). For instance, when 

technology is recognized as compatible with work application systems, firms are likely to consider 

University of Ghana http://ugspace.ug.edu.gh



105 

 

the adoption of new technology (E-Health). Many researchers have investigated the influence of 

compatibility on technology adoption and found both positive and negative results. For instance, 

Brown & Russell, (2007) highlighted the effect of compatibility on the adoption of technology in 

the South African retail sector and argued that for the radio-frequency identification (RFID)  

adoption and implementation to be successful, it is necessary that an organization develops a 

flexible IT infrastructure that will be able to accommodate RFID systems. Furthermore, Hsu et al., 

(2007) found the significant effect of compatibility in Multimedia Messaging Service (MMS) 

adoption in the groups of potential MMS users and indicated that they will adopt MMS if they feel 

that using MMS is not compatible with their values and beliefs. Wang et al., (2011), studied the 

influence of compatibility and found that it is a significant factor for the usage of a system. Dwivedi 

et al., (2009) in their study, found that compatibility is an insignificant factor in the adoption of 

systems. Similarly, another study that investigated the adoption of cloud computing (Low, Chen, 

& Wu, 2011) found that compatibility was to have an insignificant impact. Embedding social 

media in businesses would be a best-fit concept because it helps to niche the target customers 

effectively and businesses would be able to share the content of their products and services almost 

instantly (Derham, Cragg, & Morrish, 2011). Therefore, it is not surprising that in this study a 

positive change in the value of compatibility of the follow-up appointments and visits system could 

lead to an increase in clients’ usage or adherence of the system.  

With regards to how communicativeness contributes to follow-up appointments and visits system, 

and how this influences system usage, O’Hagan et al., (2014) indicated that communication goes 

beyond patient-providers interaction. It encompasses different aspects of interaction, which 

include eliciting and offering information, achieving clinical goals, and eliciting non-verbal 
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communication such as engaging with the patient directly through eye contact (O’Hagan et al., 

2014). This form of “communicativeness” aspect of the system will be helpful in the achievement 

of the patients clinical goal and also most likely that the patient will be willing to use the system 

always.   

Therefore, processes and behaviours including information exchange, listening, demonstrations of 

empathy, interviewing techniques and therapeutic interactions could be considered contributory 

factors in why patients would want to use the system (Chant, Jenkinson, Randle, & Russell, 2002; 

Fleischer, Berg, Zimmermann, Wüste, & Behrens, 2009). Thus, the study observed that an 

increment in the worth of communicativeness during follow-up appointments and visits system 

increases clients’ usage of the system. This implies that, the more the clinic puts in efforts to 

improve upon the aforementioned processes and behaviours with regards to communication, the 

more patients would want to use the follow-up appointments and visits system.  

Meanwhile, Tan & Teo (2000) observed that “trialability” of the system, minimizes consumers’ 

unknown fears of a product or service. On the contrary, this study revealed that increment in 

trialability on follow-up appointments and visits system decreases client’s usage of the system at 

KBTH. Strangely, the more clients tried the follow-up appointment and visit system, they rather 

end up not wanting to use the system. This could be due to the reason that the clients do not have 

enough time for trying the system. Also, the more these clients try the system, the more they are 

exposed to the challenges which eventually could discourage them from using the system. 

Similarly, Karahanna et al., (1999) indicated in their study that trialability seems to have less 

significant influence on individuals’ adoption, such that the adopter can easily or subsequently 

reject the innovation instantly. A study by Zhang et al., (2015) also indicated that 45% of patients 
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automatically stop using online scheduling after trying because clients do not necessarily need to 

see the doctor again after their appointment and sometimes they straight-ahead schedule for their 

appointment after meeting with their general practitioner at the hospital. This could also be a reason 

for the outcome on triability in the current study.  

 

5.4 The Impact of Client Knowledge of the Follow-up Appointments and Visits Systems on 

Acceptance of the system and Satisfaction with Care 

 

After testing the association between knowledge of appointment system and client acceptance of 

follow-up visits as well as the association between knowledge of appointments systems and client 

satisfaction to the system, it was observed that knowledge on the follow-up appointments and visits 

contributes to acceptance of the system and also influences the satisfaction of the system at KBTH 

neurology unit. The underlying assumption is that knowledge is directly and positively associated 

with various participatory activities, and this assumptions has been supported by numerous studies 

(Delli Carpini & Keeter, 1996; Verba, Burns, & Schlozman, 1997). This association between 

knowledge of a system and acceptance has been highlighted in a study which investigated the 

effects of Internet (Wei & Zhang, 2008) and the adoption of electronic record management on 

individuals’ intention to accept usage which influences clients satisfaction (Coye et al., 2009; 

Nambisan et al., 2013). 

 

Also, Zhu, Wang, & Li, (2019) examined public knowledge and general attitudes towards 

acceptance in Jinan, Weifang, and Yantai. This study was carried out within three cities in Northern 

China that experience serious challenges in services delivery and observed that having adequate 

knowledge of services could positively affect how people accepted the usage and increase their 
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satisfaction (Zhu, Wang, & Li, 2019). In the health sector lack of knowledge is often cited as a key 

variable in determining acceptance and use (Casterline & Sinding, 2000; Korra, 2002; Biney, 

2011). For instance, some researchers have explained that knowledge about contraceptives and 

their side effects may affect their actual use also indirectly, through its effect on the attitudes people 

have regarding contraceptive use (Chipeta et al., 2010; Fikree et al., 2001; Smith et al., 2002), and 

this can be translated into how knowledge would affect acceptance of the follow-up system used 

at the KBTH neurology clinic. Since Knowledge on the follow-up appointments and visits system 

increases the acceptance of the system, it is encouraged that measures are put in place to improve 

upon ways of disseminating knowledge of the system to patients in order to increase their 

acceptance and use of the system.  

Regarding knowledge and patient satisfaction, findings from earlier research support the 

observation from this study that, knowledge of the system affected patient satisfaction with care 

(Al-Hadrawi, 2018; Andersson et al., 2016; Liaw et al., 2010). Since in the current study, it was 

observed that better knowledge on the follow-up appointments and visits system by clients can 

increase their satisfaction of the system, it is recommended that the neurology clinic of KBTH 

adopts appropriate management mechanisms for knowledge in order to enhance satisfaction with 

care. 

 

5.5 Enablers and Barrier of the Follow-Up Appointment System  

 

5.5.1 Barriers of the Appointment System  

 

Barriers can exist at multiple levels. However, barriers in health and organisational systems 

include; information management, clinical uncertainty, waiting time , administrative constraints, 
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sense of competence, perceptions of liability, lack of outcome expectancy, behaviors of clinical 

staff and others (Baker et al., 2010; EPOC, 2002; Glenton et al., 2013; Tejeda et al., 2013). Similar 

challenges were found at the facility studied. The study observed at the neurology unit of the 

KBTH that, among the barriers for the providers were academic engagements, poor adherence to 

time, distance, poor adherence to appointment schedule and lack of information. 

Regarding academic engagement, it was observed that patients are delayed due to the low 

population of doctors and some doctors using most of their time on students, for example lecturing 

students. This observation is not surprising since the KBTH is a teaching hospital which provides 

clinical training for students of the University of Ghana School of Medicine and Dentistry, Ghana 

College of Physicians and Surgeons as well as the West Africa College of Physicians and 

Surgeons. This engagement reduces the time they have to spend with patients.  

 

The next barrier identified was on the issue of poor adherence to time. It was established that some 

of the doctors do not come on time and thus the patients will have to wait for a long period. It is 

not surprising that timing was among the barriers indicated in this section.  Dugdale et al., (1999) 

indicated that there has been a relatively little study of physician time and efficiency as a 

resource,  yet both as a contribution to health care costs and as a key element in patient-doctor 

relationships, there is a reason to believe that it deserves more attention. Robbins et al., (1993) 

studied patient satisfaction in an academic family medicine practice and found that time the 

physician spent in health education and the effects of treatment had an important bearing on patient 

satisfaction. Time management is very important in health care as emphasized by the service 

providers. 
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Therefore, long waiting time may be associated with decreased overall satisfaction with treatment 

(Feddock et al., 2005), though other research has found that patient perceptions of time are often 

inaccurate, with over- more than under-estimations of waiting or time spent to see a particular 

physicians (Thompson, Yarnold, Williams, & Adams, 1996). Indeed, perceptions rather than 

actual wait times may predict patient satisfaction (Thompson et al., 1996). Meanwhile, sometimes 

these doctors have to attend to genuine emergency situations and thus, they do not sometimes share 

the same opinion with the patient on issues of delaying or waiting time. But becoming patients, 

these doctors begin to realize, as not before, how their perspectives, definitions, and experiences 

concerning time are not different from that of the patients. Providers therefore need to understand 

that increased discomfort from anxiety, pain, uncertainty or reduced social status due to illness can 

decrease the quality and increase the length of the experience of time. Emotional stress due to 

illness can thus mediate experiences of time. A perceived or possible decreased supply of time can 

increase the value of individual time periods (Klitzman, 2007). 

 

According to Wimble & Yeong, (2012), non-adherence of specialist care input during appointment 

could lead to an undiagnosed illness, missed interpretation of illness, and un-investigated 

conditions that may not be properly cared or cured by providers and further lead to other health 

challenges. Poor adherence to appointment schedules was strongly highlighted among the barriers 

by the service providers. One of the technical officers indicated that the doctors do not show up at 

all, sometimes and this puts the burden on the few that will be available to attend to the patients 

who have come for follow-up appointments. Most often than not, this can result in discouraging 

patients to honour their appointments, coming late and sometimes “no shows”. This is because 

they might have experienced a situation where some clients had to come a long way (long-distance) 
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for caregiving only to find out that the doctor did not show up.  

 

Appointment no-show is a cause of significant concern for healthcare providers. Patients don't 

attend appointments for several reasons including; logistics such as transport difficulties or the 

lack of a suitable family or friends support to assist them. There are also appointment-related 

reasons including; scheduling, communication, and timeliness of the appointment (Mohamed, 

Mustafa, Tahtamouni, Taha, & Hassan, 2016). Meanwhile, it is possible to reduce the no-show 

rate by implementing changes to the appointment system and patient communication strategies 

(Mohamed et al., 2016). This therefore confirms that, increasing the number of neurologists and 

ensuring that they are present to attend to appointments can help improve adherence to 

appointment schedule for both providers and patients (Birbeck & Munsat, 2002), as well as 

increase overall health outcome and reduce no show within healthcare settings. 

 

The extent and the cost of no-shows are widely studied (Clark, 2006; Xakellis & Bennett, 2001; 

Moore, Wilson-Witherspoon, & Probst, 2001). In a community hospital setting, (Clark, 2006) 

reported an average no-show rate of 62 appointments per day and an estimated annual cost of $3 

million. In a training hospital setting, (Xakellis & Bennett, 2001) reported a 25%  no-show rate 

and a 31% late arrival to appointments. Moore, Wilson-Witherspoon, & Probst, (2001) found that 

no-shows, non-adherence and cancellations represented 31.1% of overall scheduled appointments 

among approximately 45,000 patients per year at a large family practice centre with an estimated 

total annual revenue shortfall of 3% to 14%. Further, studies also found that non-adherence rates 

by doctors are as low as 3% and as high as 80% (Bennett & Baxley, 2009; Ferguson & Kokesh, 

2005; Johnson, Mold, & Pontious, 2007). Providers use different methods to reduce the patient no-
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show, including reminder procedures, penalization and overbooking. The success of the methods 

is not clearly determined. Some researchers have indicated that reminders contribute in reducing 

no shows (Nuti et al., 2012) and will significantly reduce the number of poor adherence to 

appointment schedule (Satiani, Miller, & Patel, 2009). Meanwhile, the reminder system and 

appointment scheduling process as observed in this study was not satisfactory and thus the clinic 

needs to put in measures to improve upon the system.  

Finally, numerous studies affirm to the lack of information as one main barrier of appointment 

systems (Baker et al., 2010; Glenton et al., 2013; Mowatt et al., 2001). This is supported by the 

findings of this study which indicates that lack of information affects patients ability to use the 

system especially in honouring their follow-up appointment and visits. As commented by one  

nurse, most of the patients talk about the system in a bad light due to the time they have to wait 

without any information or update on how soon they will be attended to. This experience affects 

their drive to adhere to subsequent appointment schedules. 

 

Regarding Patients’ perspectives on barriers, interpersonal relationship was very key. One patient 

indicated that, providers’ attitude during appointment scheduling or cancellation can put the client 

off or discourage them from adhering to an appointment. This occurrence is very common in the 

Ghanaian health care system where the provider’s attitude has mostly not been satisfactory (Badu, 

Opoku, & Appiah, 2016). However, there are several reasons for this occurrence. For instance, 

doctors, in particular, seem to have limited time to attend to patients (Jones, McLafferty, Walley, 

Toland, & Melson, 2008). This is most likely to happen in developing countries where there seems 

to be limited doctors attending to a large number of patients. Research has found that attitudes of 

health professionals are affected by low motivation and increased workload (Witter, Kusi, & 
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Aikins, 2007).  

 

Distance was another barrier which was highlighted, as some of the patients came from other 

regions and others also from other neighbouring countries. One patient from the Volta region of 

Ghana commented that, she sometimes have to lodge in a hotel a day before her appointment date, 

only upon arrival at the clinic to find out that doctors are at the emergency or not around or have 

cancelled their appointment. This she said discourages her from adhering to her follow-up 

appointments, irrespective of how ill she is. This feeling would obviously be detrimental to the 

health outcome of the patient. This finding supports the observation by Awoyemi, Obayelu, & 

Opaluwa, (2011) that distance generally affects the utilization of health care. Tseng et al., (2008) 

also established that there exists a strong relationship between home-to-hospital distance and 

hospital usage.  

 

 These barriers and others such as family support, security and confidentiality, long waiting time, 

among others affected clients adherence to the system especially at KBTH during follow-up 

appointment and visits. Family support is critical in health care as emphasized by (Davidson et al., 

2017). Nissen et al., (2016) indicated that patient confidentiality significantly affects patients 

satisfaction. Thus, it is encouraged that patients’ rights to privacy and confidentiality of 

their health information should be respected in all settings. The issues of long waiting time have 

long been emphasized by a number of studies conducted in areas such as Vietnam, Nigeria and 

China (Duong, Binns, & Lee, 2004; Lomoro, 2004; Nwaeze, Enabor, Oluwasola, & Aimakhu, 

2013; Oladapo & Osiberu, 2008). 
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5.5.2 Enablers of the Appointment System  

 
Regarding enablers, it was observed that providers are encouraged to use the system because they 

have been trained. This was indicated by one of the providers who emphatically mentioned that 

they have had enough training on the system and wants to make it work. 

Also, when patients honour their appointments, it encourages the providers to want to use the 

system more. Training as indicated in this study is very important since other researchers have 

highlighted the benefits of training health care providers in patient-provider communication  

(Burns et al., 2012; Sukums et al., 2014) and health information technology (Bredfeldt, Awad, 

Joseph, & Snyder, 2013). 

 

Also, better health outcome was a notable enabler of the follow-up appointment and visits system 

in this study. Other related studies documented that better health outcome is important within 

clinical systems and seen as a successful predictor of customers’ satisfaction (Aduo-Adjei, 2015; 

Orji et al., 2012; Wolf, 2017). This study therefore supports the earlier findings. This is because 

adhering to appointments will improve upon patients overall health. For instance; whenever a 

doctor constantly monitors patients health status, it often gives a sign of reassurance. With this, 

the doctors are able to monitor or confirm the progress of the patients through patients medical 

history or lab results, drug intake,  signs and symptoms as well as recovery process especially in 

the cases of neurological disorders. Thus, in terms of positive health outcome, can influence both 

providers and patients satisfaction to care and encourage others to use the appointment system. A 

discussant, for instance, said that When patients follow and obey instructions given to them and 

when they see them getting better, the providers are fulfilled and wants to use the system more. 
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In relations to enablers for the patients, some clients mentioned patient involvement, trust, 

Guidance on procedure and persuasion. Patient involvement is gradually noticed as a key element 

in the reshape of the processes of health care and is encouraged as a means of improving patient 

safety (Longtin et al., 2010). It has been observed that a number of factors impact the desire of 

patients to take part in decision making (Little et al., 2001; Mansell, Poses, Kazis, & Duefield, 

2000). Health care workers' beliefs, attitudes, and behavior can have a major effect on patient 

involvement in decision making (Longtin et al., 2010; Bettes et al., 2007; Kravitz et al., 2003). 

In an obstetrics study, it was noticed that, women who do not have right to request a cesarean 

section delivery if not medically required display the edge to be very much involved in the 

procedure and considers that as a source of satisfaction (Bettes et al., 2007).  Therefore with this 

study in mind, providers at the neurology clinic need to involve patients since they are the  major 

drive in the usage of the appointment system. Just as suggested by a client who resides in the 

Northern Region, that; their involvement will make them more satisfied, because they will be in 

the best position to also suggest what will benefit them. Furthermore, the ability to trust was among 

the enablers identified by clients during the process of follow-up appointments and visits system. 

For instance, a client mentioned that knowing that his care delivery is KBTH, encourages him to 

come for his appointment. This client further declared his trust about KBTH having the best 

doctors and called the hospital “the last stop”.  

This fact shows how convinced clients are about the quality of the service at the neurology unit 

and could eventually lead to satisfaction. Therefore, being able to trust each other in healthcare is 

a requirement for a beneficial and long-lasting partnership. This point is exceptionally important 

in the health sector, where life or death is a major constant concern. Patient-physician relationship 
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(PPR) is a prime example of bonding where serious concerns need to be prioritised. The term 

medical trust used in this article integrates the concept of collaborative trust. This can be seen as a 

form of faith which was birthed due to a partnership between patient and physician, where goals 

are shared, personal contributions to the relationship, as well as mutual respect, are emphasised 

(Bova, Fennie, Watrous, Dieckhaus, & Williams, 2006; Murray & McCrone, 2015). 

Indeed the essential role that trust plays in effective doctor-patient relationships has been long 

recognized (Brennan et al., 2013; Kramer & Cook, 2004). Trust has been shown to be a critical 

factor influencing a variety of important therapeutic processes including patient acceptance of 

therapeutic recommendations, adherence to recommendations, satisfaction with recommendations, 

satisfaction with medical care, symptom improvement and patient dis-enrollment (Kramer & 

Cook, 2004). Trust, as this evidence suggests, is important for patients and may be used as a quality 

indicator or at least a potential ‘marker’ for how patients evaluate the quality of health care (Calnan 

& Rowe, 2008). Interest in trust in a clinical relationship is growing steadily around the globe as 

well as Involvement of patient is vital and noteworthy in the curing process. With regards to 

guidance, it has been mentioned that many patients have difficulties in knowing what to do and 

where to go in the hospital setting (Kim, Levine, & Allen, 2017). Therefore, it is not surprising 

that guidance was a key enabler for patients in this study. Similarly, persuasion which was 

observed among the enablers for clients is expected because, Van Gemert-Pijnen et al., (2018) 

indicated that as a result of patient’s experiences, they need to be persuaded sometimes to continue 

to access health care in the hospital.  This was backed by further literature by Kim et al., (2017), 

from their pilot experiment with 15 outpatients.  
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5.6 Conclusion 

  

This chapter presented the discussion of findings from the study. This was done by comparing and 

contrasting the outcome of the current study with other studies in the area of innovation, follow-

up appointment and visits as well as hospital utilization. The discussion was grouped under broader 

headings in relation to the objectives of the study.  Key areas that were discussed include attributes 

of the follow-up appointment system and their effect on adherence and usage, the impact of client 

knowledge of the follow-up appointments and visits systems on acceptance of the system and 

satisfaction with care, as well as barriers and enablers of the appointment system. 
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CHAPTER SIX 

6.0 SUMMARY, RECOMMENDATION AND CONCLUSION 

6.1 Introduction 

 

This section presents the key findings that were observed in this study. Conclusions that were 

derived from these findings are also summarized here, based on which recommendations were 

made. Practical and theoretical implications of this study are also presented in this section. Finally, 

this section discusses the limitations of the study.  

 

6.2 Summary  

 

With regards to attributes of the follow-up appointment system and their effect on adherence and 

usage, this study found that relative advantage, compatibility, complexity, trialability and 

communicativeness can be used to measure the follow-up appointments and visits systems in the 

hospitals. In terms of the characteristics of the system, “communicativeness” and “trialability” 

were influential in client adherence to the follow-up appointments and visits system in KBTH 

which is in agreement with other studies. These attributes contribute to the client adherence to the 

follow-ups appointments and visits system at the KBTH neurology unit.  

 

The findings of this study also revealed that, compatibility, communicativeness and trialability of 

the system significantly affect the usage of the follow-up appointments and visits system by the 

client at the KBTH. On the contrary, relative advantage and complexity were not statistically 

significant to the follow-up appointments and visits system usage by the clients in KBTH. 

With respect to the association between knowledge of appointment system and client acceptance 
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of follow-up visits as well as the association between knowledge of appointments systems and 

client satisfaction to the system, it was observed that knowledge on the follow-up appointments 

and visits contributes to the acceptance of the system and also influences the satisfaction of the 

system at KBTH neurology unit.  

 

Concerning enablers and barriers, from the perspective of service providers barriers include; 

academic engagements, poor adherence to time, distance, poor adherence to appointment schedule 

and lack of information whiles the enablers were training, and better health outcome.  Meanwhile, 

the patients indicated barriers from their viewpoint to include interpersonal relationship, security 

and confidentiality, distance, family Support and long waiting time. The enablers from their 

perspective were; trust, persuasion, guidance on procedures, as well as patient involvement. 

 

6.3 Contributions of the study 

 

This study has contributed in various areas including knowledge, policy and practice, as indicated 

below: 

 

6.3.1 Knowledge  

This study has contributed to knowledge of follow-up appointment system, especially in relation 

to neurological care in Ghana.  

6.3.2 Policy  

This study has identified areas where policies can be formulated to help in controlling the 

barriers that were identified as hindrance to the operationalization of the follow-up appointment 
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system in neurological care in Ghana. 

 

6.3.3 Practice  

This study has contributed to practice by pointing out to providers, ways by which they can 

improve upon their channels of disseminating knowledge on the follow-up appointments clients. 

It has also showed the importance of making the system more user-friendly.  

 

6.4 Recommendations  

 

In view of the findings, discussions and conclusion of the study, the following recommendations 

which are relevant to practice, policy and theory research, have been proposed. 

 

6.4.1 Practice  

 

1.  Providers should improve upon their channels of disseminating knowledge on the follow-up 

appointments and visits to clients. For instance, a television (TV) system in the waiting area could 

feature pre-recorded programs that would share knowledge on the appointment system. Also, in 

addition to a phone call, the establishment should find other means of reminding the patients of 

their appointment dates and time. 

2.  Since compatibility of the system significantly affects its usage, it is recommended that the 

system should be made in such a way that it would suit all age groups, most importantly the aged 

as well as the physically challenged. The system should be made to be more user-friendly.  
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6.4.2 Policy  

1. Policies should be put in place to provide measures to control the barriers that were identified 

as hindrances to the implementation of the follow-up appointment system.  

2. These policies should be made in such a way that, they can be applied to other health facilities 

in the country. 

 

 6.4.3 Theory  

 

1. Theoretically, this study has established that attributes of the diffusion of innovation theory can 

be adapted to asses the follow-up appointment system in the health sector. Therefore, it is 

recommended that stakeholders such as hospital management and the ministry of health should 

continue to search for practical innovative ways of improving the Ghanaian health system, 

specifically in the areas of appointments and visits.  

2. Communicativeness which was not included as a primary attribute of the earlier proposed 

diffusion of innovation theory was successfully integrated into this study. Therefore, this attribute 

can also be considered when using the theory to test adoption of an innovative idea or system. 

 

6.5 Limitations and Recommendations for future research 

 

Emanating from the outcome of the study, the following limitations and recommendations have 

been made by the researcher:  

1. This study was limited to only patients with neurological conditions, therefore it is 

recommended that future studies should look at other diseases conditions that require follow-up 

appointment and visits. Patients suffering from diabetes and hypertension as well as accident 

patients or dialysis patients that have been discharged who needs follow-up appointments and 
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visits are among those that can be considered in future research.  

2. This study focused on patients who are currently using the system. Views of new patients or 

first time visitors, who are trying the system were not assessed. Therefore, future studies can 

consider examining the views of these individuals in order to ascertain how long it would take for 

someone to accept the system after trying it. 

3.  “Communicativeness”, which was integrated as a new attribute to the original DOI theory, 

needs to be put to rigorous testing in the field, for it to be considered an addition to the original 

theory. Therefore this testing by other researchers is recommended.  

 

6.6 Conclusion  

 

In conclusion, this study established that “communicativeness” and “trialability” were influential 

in client adherence to the follow-up appointments and visits system in the neurology unit of KBTH. 

Also, compatibility, communicativeness and trialability of the system significantly affect the usage 

by clients. Additionally, knowledge on the follow-up appointments and visits contributes to the 

acceptance of the system and also influences the satisfaction of the system at the KBTH neurology 

unit.  Finally, barriers in the implementation of follow-up appointment system from the perspective 

of service providers and clients were; academic engagements, poor adherence to time, distance, 

poor adherence to appointment scheduling, lack of information, interpersonal relationship, security 

and confidentiality, distance, family support and long waiting time. Enablers were training, better 

health outcome, trust, persuasion, guidance on procedures, as well as patient involvement. 

  

University of Ghana http://ugspace.ug.edu.gh



123 

 

REFERENCES 

 

Abdul-Rahaman, S. (2017). Ghana improves on doctor, nurse-to-population ratio. 

Abuosi, A. A., Domfeh, K. A., Abor, J. Y., & Nketiah-Amponsah, E. (2016). Health insurance 

and quality of care: Comparing perceptions of quality between insured and uninsured 

patients in Ghana’s hospitals. International Journal for Equity in Health, 15(1), 76. 

Retrieved from http://dx.doi.org/10.1186/s12939-016-0365-1 

Adamu, Z. (2018). Ghana’s healthcare crisis: hospital bed shortage needlessly taking lives. 

Adhikary, G., Shawon, M. S. R., Ali, M. W., Shamsuzzaman, M., Ahmed, S., Shackelford, K. 

A., … Uddin, J. M. (2018). Factors influencing patients’ satisfaction at different levels of 

health facilities in Bangladesh: Results from patient exit interviews. PLOS ONE, 13(5), 

e0196643. https://doi.org/10.1371/journal.pone.0196643 

Aduo-Adjei, K. (2015). Patients Satisfaction with Quality Healthcare in Ghana: A Comparative 

Study between University of Ghana and University of Cape Coast Hospitals. University of 

Ghana. 

Agarwal, R., & Karahanna, E. (1998). On the multi-dimensional nature of compatibility beliefs 

in technology acceptance. In In Proceedings of the 19th annual international conference on 

information systems (pp. 13–16). 

Agarwal, R., & Prasad, J. (1997). The role of innovation characteristics and perceived 

voluntariness in the acceptance of information technologies. Decision Sciences, 28(3), 557–

582. 

Agyemang, C., Aikins, A. D., Edusei, A. K., Nkum, B. C., & Ogedegbe, G. (2012). Stroke in 

Ashanti Region of Ghana. Ghana Medical Journal, 46(2), 12–17. 

University of Ghana http://ugspace.ug.edu.gh



124 

 

Ahmad, Z., Ahmed, I., Nawaz, M. M., Usman, A., Shaukat, M. Z., & Ahmad, N. (2010). Impact 

of Service Quality of Short Messaging Service on Customers Retention; An Empirical 

Study of Cellular Companies of Pakistan. International Journal of Business and 

Management, 5(6), 154. https://doi.org/10.5539/ijbm.v5n6p154 

Ainin, S., Parveen, F., Moghavvemi, S., Jaafar, N. I., & Mohd Shuib, N. L. (2015). Factors 

influencing the use of social media by SMEs and its performance outcomes. Industrial 

Management & Data Systems, 115(3), 570–588. 

Al-Gahtani, S. S. (2003). Computer technology adoption in Saudi Arabia: Correlates of 

perceived innovation attributes. Information Technology for Development, 10(1), 57–69. 

Al-Hadrawi, H. K. (2018). Impact of Knowledge Management on Customer Satisfaction. 

Al-Haqwi, A. I., & Al-Shehri, A. M. (2007). Appointment system in primary care: opinion of 

consumers and providers. Journal of Family & Community Medicine, 14(3), 99. 

Al-Hawary, S. I. S. (2012). Health care services quality at private hospitals, from patients’ 

perspective: A comparative study between Jordan and Saudi Arabia. African Journal of 

Business Management, 6(22), 6516–6529. https://doi.org/10.5897/ajbm11.2878 

Al-Jabri, I. M., & Sohail, M. S. (2012). Mobile banking adoption: Application of diffusion of 

innovation theory. Journal of Electronic Commerce Research, 13(4), 379–391. 

Al-jabri, I. M., & Sohail, S. M. (2012). Mobile Banking Adoption: Application of Diffusion of 

Innovation Theory. Journal of Electronic Commerce Research, 13(4), 379–391. 

Albuquerque, F. I., Cunha, C. R., Martins, D. L., & Sa, B. A. (2014). Primary health care 

services : workplace spirituality and organizational performance. Journal of Organizational 

Change Management, 27(1), 59–82. https://doi.org/10.1108/JOCM-11-2012-0186 

Aldana, J. M., Piechulek, H., & Al-Sabir, A. (2001). Client satisfaction and quality of health care 

University of Ghana http://ugspace.ug.edu.gh



125 

 

in rural Bangladesh. Bulletin of the World Health Organization, 79(6), 512–517. 

Andaleeb, S. S., Siddiqui, N., & Khandakar, S. (2007). Patient satisfaction with health services in 

Bangladesh. Health Policy and Planning, 22(4), 263–273. 

Andersson, C., Johansson, B., Wassberg, C., Johansson, S., Sundin, A., & Ahlström, H. (2016). 

Assessment of whether patients’ knowledge, satisfaction, and experience regarding their 

18F-fluoride PET/CT examination affects image quality. Journal of Nuclear Medicine 

Technology, 44(1), 21–25. 

Appiah, D., Appiah-konadu, P., Forson, F., & Frimpong, H. K. (2016). Research Article 

Evaluation of Internal Financial Control Systems At Public Hospitals In Ghana: Evidence 

From Korle Bu Teaching Hospital. International Journal of Recent Advances in 

Multidisciplinary Research, 03(10), 1868–1873. 

Arora, N. K. (2003). Interacting with cancer patients: The significance of physicians’ 

communication behavior. Social Science and Medicine, 57(5), 791–806. 

https://doi.org/10.1016/S0277-9536(02)00449-5 

Aseweh Abor, P., Abekah‐Nkrumah, G., & Abor, J. (2008). An examination of hospital 

governance in Ghana. Leadership in Health Services, 21(1), 47–60. Retrieved from 

http://www.emeraldinsight.com/doi/10.1108/17511870810845905 

Askarany, D., Smith, M., & Yazdifar, H. (2007). Attributes of innovation and the 

implementation of managerial tools: An activity-based management technique. 

Atif, K., Khan, H. U., & Maqbool, S. (2015). Job satisfaction among doctors , a multi-faceted 

subject studied at a tertiary care hospital in Lahore. Pakistan Journal of Medical Sciences, 

31(3), 610–614. 

Atinga, R. A., Bawole, J. N., & Nang-Beifubah, A. (2016). “Some patients are more equal than 

University of Ghana http://ugspace.ug.edu.gh



126 

 

others”: Patient-centred care differential in two-tier inpatient ward hospitals in Ghana. 

Patient Education and Counseling, 99(3), 370–377. Retrieved from 

http://dx.doi.org/10.1016/j.pec.2015.09.008 

Atinga, Roger Ayimbillah, Abekah-Nkrumah, G., & Domfeh, K. A. (2011). Managing healthcare 

quality in Ghana: A necessity of patient satisfaction. International Journal of Health Care 

Quality Assurance, 24(7), 548–563. https://doi.org/10.1108/09526861111160580 

Atun, R. (2012). Health systems, systems thinking and innovation. Health Policy and Planning, 

27(4). https://doi.org/10.1093/heapol/czs088 

Awoyemi, T. T., Obayelu, O. A., & Opaluwa, H. I. (2011). Effect of distance on utilization of 

health care services in rural Kogi State, Nigeria. Journal of Human Ecology, 35(1), 1–9. 

Badu, E., Opoku, M. P., & Appiah, S. C. (2016). Attitudes of health service providers: The 

perspective of people with disabilities in the Kumasi Metropolis of Ghana. African Journal 

of Disability, 5(1). 

Baker, R., Camosso-Stefinovic, J., Gillies, C., Shaw, E. J., Cheater, F., Flottorp, S., & Robertson, 

N. (2010). Tailored interventions to overcome identified barriers to change: effects on 

professional practice and health care outcomes. Cochrane Database of Systematic Reviews, 

(3). https://doi.org/10.1002/14651858.cd005470.pub2 

Barghash, M., & Saleet, H. (2018). Enhancing outpatient appointment scheduling system 

performance when patient no-show percent and lateness rates are high. International 

Journal of Health Care Quality Assurance, 31(4), 309–326. 

https://doi.org/10.1108/IJHCQA-06-2015-0072 

Barnes, S. J., & Corbitt, B. (2003). Mobile banking : Concept and potential. International 

Journal Mobile Communications, 1–17. https://doi.org/10.1504/IJMC.2003.003494 

University of Ghana http://ugspace.ug.edu.gh



127 

 

Battaglia, T. A., Roloff, K., Posner, M. A., & Freund, K. M. (2007). Improving follow-up to 

abnormal breast cancer screening in an urban population: A patient navigation intervention. 

Interdisciplinary International Journal of the American Cancer Society, 109(2), 359–367. 

Bennett, K. J., & Baxley, E. G. (2009). The effect of a carve-out advanced access scheduling 

system on no-show rates. Family Medicine, 41(1), 51. 

Berwick, D. M. (2003). Disseminating Innovations in Health Care. JAMA, 289(15), 1969–1975. 

Bettes, B. A., Coleman, V. H., Zinberg, S., Spong, C. Y., Portnoy, B., DeVoto, E., & Schulkin, J. 

(2007). Cesarean delivery on maternal request: obstetrician–gynecologists’ knowledge, 

perception, and practice patterns. Obstetrics & Gynecology, 109(1), 57–66. 

Bhattacharya, S., & Singh, A. (2018). Beliefs of a traditional rural Indian family towards 

naturalistic and faith healing for treating epilepsy: a case study. BMJ case reports. 

Retrieved from www.casereports.bmj.com/content/2018/bcr-2018-225405.full.pdf 

Bickmore, T., Trinh, H., Asadi, R., & Olafsson, S. (2018). Safety First: Conversational Agents 

for Health Care. In Studies in Conversational UX Design, Springer., 33–57. Retrieved from 

http://link.springer.com/10.1007/978-3-319-95579-7 

Birbeck, G. L., & Munsat, T. (2002). Neurologic services in Sub-Saharan Africa: A case study 

among Zambian primary healthcare workers. Journal of the Neurological Sciences, 200(1–

2), 75–78. https://doi.org/10.1016/S0022-510X(02)00132-6 

Bodenlos, J. S., Grothe, K. B., Whitehead, D., Konkle-Parker, D. J., Jones, F. G. N., & Brantley, 

P. J. (2007). Attitudes Toward Health Care Providers and Appointment Attendance in 

HIV/AIDS Patients. Journal of the Association of Nurses in AIDS Care, 18(3), 65–73. 

Boissy, A., Windover, A. K., Bokar, D., Karafa, M., Neuendorf, K., Frankel, R. M., … Rothberg, 

M. B. (2016). Communication skills training for physicians improves patient satisfaction. 

University of Ghana http://ugspace.ug.edu.gh



128 

 

Journal of General Internal Medicine (JGIM), 31(7), 755–761. 

Bova, C., Fennie, K. P., Watrous, E., Dieckhaus, K., & Williams, A. B. (2006). The health care 

relationship (HCR) trust scale: development and psychometric evaluation. Research in 

Nursing & Health, 29(5), 477–488. 

Bower, J. H., Asmera, J., Zebenigus, M., Sandroni, P., Bower, S. M., & Zenebe, G. (2007). The 

burden of inpatient neurologic disease in two Ethiopian hospitals. Neurology, 68(5), 338–

342. 

Bowser, D. M., Utz, S., Glick, D., & Harmon, R. (2010). A Systematic Review of the 

Relationship of Diabetes Mellitus, Depression, and Missed Appointments in a Low-Income 

Uninsured Population. Archives of Psychiatric Nursing, 24(5), 317–329. 

Braun, V., & Clarke, V. (2006). Using thematic analysis in psychology. Qualitative Research in 

Psychology, 3(2), 77–101. https://doi.org/10.1111/j.1460-2466.1978.tb01621.x 

Brédart, A., Bouleuc, C., & Dolbeault, S. (2005). Doctor-patient communication and satisfaction 

with care in oncology. Current Opinion in Oncology, 17(4), 351–354. 

Bredfeldt, C. E., Awad, E. B., Joseph, K., & Snyder, M. H. (2013). Training providers: beyond 

the basics of electronic health records. BMC Health Services Research, 13(1), 503. 

Brennan, N., Barnes, R., Calnan, M., Corrigan, O., Dieppe, P., & Entwistle, V. (2013). Trust in 

the health-care provider–patient relationship: a systematic mapping review of the evidence 

base. International Journal for Quality in Health Care, 25(6), 682–688. 

Brinkman, W. B., Geraghty, S. R., Lanphear, B. P., Khoury, J. C., del Rey, J. A. G., DeWitt, T. 

G., & Britto, M. T. (2007). Effect of Multisource Feedback on Resident Communication 

Skills and Professionalism: A Randomized Controlled Trial. Archives of Pediatric 

Adolescent Medicine, 161(1), 44–49. 

University of Ghana http://ugspace.ug.edu.gh



129 

 

Bromage, S. J., Napier-Hemy, R. D., Payne, S. R., & Pearce, I. (2006). Outpatient follow up 

appointments; Are we using the resources effectively? Postgraduate Medical Journal, 

82(969), 465–467. 

Brooks, N. A., Paul, C. J., Ghareeb, G. M., & Tracy, C. R. (2017). Pushing stones uphill: why 

patients are lost to follow-up after uncomplicated ureteroscopy. Journal of Endourology, 

31(2), 135–140. 

Brown, I., Cajee, Z., Davies, D., & Stroebel, S. (2003). Cell phone banking: predictors of 

adoption in South Africa—an exploratory study. International Journal of Information 

Management, 23(5), 381–394. 

Brown, I., & Russell, J. (2007). Radio frequency identification technology: An exploratory study 

on adoption in the South African retail sector. International Journal of Information 

Management, 27(4), 250–265. 

Burch, A. (2008). Health Care Providers Knowledge, Attitudes, and Self-efficacy for Working 

With Patients With Spinal Cord Injury Who Have Diverse Sexual Sexual Orientations. 

Physical Therapy, 88(2), 191–198. 

Burns, M. I., Baylor, C. R., Morris, M. A., McNalley, T. E., & Yorkston, K. M. (2012). Training 

healthcare providers in patient–provider communication: What speech-language pathology 

and medical education can learn from one another. Aphasiology, 26(5), 673–688. 

Calnan, M., & Rowe, R. (2008). Trust matters in health care. McGraw-Hill Education (UK). 

Cameron, K. A. (2009). A practitioner ’ s guide to persuasion : An overview of 15 selected 

persuasion theories, models and frameworks. Patient Education and Counseling, 74(3), 

309–317. https://doi.org/10.1016/j.pec.2008.12.003 

Cao, W., Wan, Y., Tu, H., Shang, F., Liu, D., Tan, Z., … Xu, Y. (2011). A web-based 

University of Ghana http://ugspace.ug.edu.gh



130 

 

appointment system to reduce waiting for outpatients: A retrospective study. BMC Health 

Services Research, 11(1), 318. https://doi.org/10.1186/1472-6963-11-318 

Carlfjord, S., Lindberg, M., Bendtsen, P., Nilsen, P., & Andersson, A. (2010). Key factors 

influencing adoption of an innovation in primary health care: a qualitative study based on 

implementation theory. BMC Family Practice, 11(1), 60. https://doi.org/10.1186/1471-

2296-11-60 

Cassidy-Smith, T. N., Baumann, B. M., & Boudreaux, E. D. (2007). The disconfirmation 

paradigm: Throughput times and emergency department patient satisfaction. Journal of 

Emergency Medicine, 32(1), 7–13. https://doi.org/10.1016/j.jemermed.2006.05.028 

Casterline, J. B., & Sinding, S. W. (2000). Unmet need for family planning in developing 

countries and implications for population policy. Population and Development Review, 

26(4), 691–723. 

Castillo, V. H., Martínez-García, A. I., & Pulido, J. R. G. (2010). A knowledge-based taxonomy 

of critical factors for adopting electronic health record systems by physicians : A systematic 

literature review. BMC Medical Informatics & Decision Making, 10(1), 60. Retrieved from 

http://www.biomedcentral.com/1472-6947/10/60 

Cayirli, T., & Veral, E. (2003). Outpatient Scheduling in Health Care: A Review of Literature. 

Production and Operations Management, 12(4), 519–549. https://doi.org/10.1111/j.1937-

5956.2003.tb00218.x 

Cayirli, T., Veral, E., & Rosen, H. (2006). Designing appointment scheduling systems for 

ambulatory care services. Health Care Management Science, 9(1), 47–58. 

https://doi.org/10.1007/s10729-006-6279-5 

Chant, S., Jenkinson, T. I. M., Randle, J., & Russell, G. (2002). Communication skills: some 

University of Ghana http://ugspace.ug.edu.gh



131 

 

problems in nursing education and practice. Journal of Clinical Nursing, 11(1), 12–21. 

Cherry, B., Carter, M., Owen, D., & Lockhart, C. (2008). Factors affecting electronic health 

record adoption in long-term care facilities. Journal for Healthcare Quality : Official 

Publication of the National Association for Healthcare Quality, 30(2), 37–47. 

Cheung, W., Chang, M. K., & Lai, V. S. (2000). Prediction of Internet and World Wide Web 

usage at work: A test of an extended Triandis model. Decision Support Systems, 30(1), 83–

100. https://doi.org/10.1016/S0167-9236(00)00125-1 

Chew, F., Grant, W., & Tote, R. (2004). Doctors on-line: Using diffusion of innovations theory 

to understand internet use. Family Medicine, 36(9), 645–650. 

Chipeta, E. K., Chimwaza, W., & Kalilani-Phiri, L. (2010). Contraceptive knowledge, beliefs 

and attitudes in rural Malawi: misinformation, misbeliefs and misperceptions. Malawi 

Medical Journal, 22(2). 

Chor, K. H. B., Wisdom, J. P., Onlin, S. S.-C., Hoagwood, K. E., & Horwitz, S. M. (2015). 

Measures for Predictors of Innovation Adoption. Administration and Policy in Mental 

Health and Mental Health Services Research, 42(5), 545–573. 

Cibulka, N., Fischer, H., & Fischer, A. (2012). Improving communication with low-income 

women using today’s technology. OJIN: The Online Journal of Issues in Nursing, 17(2). 

Clark, J. (2006). Appointment cancellation options-a new system to help decrease no-show 

appointments. IACH Informer, 3. 

Clingan, S. A. (2011). Going online: The role of web-based initiatives in health information 

technology. The Journal of Medical Practice Management: MPM, 26(4), 225–227. 

Cochran, W. G. (1963). Sampling Techniques (2nd Ed.,). New York: John Wiley and Sons, Inc. 

Cooper, R. B., & Zmud, R. W. (1990). Information technology implementation research: a 

University of Ghana http://ugspace.ug.edu.gh



132 

 

technological diffusion approach. Management Science, 36(2), 123–139. 

Coye, M. J., Haselkorn, A., & DeMello, S. (2009). Remote patient management: Technology-

enabled innovation and evolving business models for chronic disease care. Health Affairs, 

28(1), 126–135. https://doi.org/10.1377/hlthaff.28.1.126 

Crutchfield, T. M., & Kistler, C. E. (2017). Getting patients in the door: medical appointment 

reminder preferences. Patient Preference and Adherence, 11–141. 

Daragahi, G. A. (2017). The Impact of Innovation on Customer Satisfaction and Brand loyalty: 

A Study of the Cosmetics Producer in Tehran. International Review, 7(1–2), 121–132. 

Davidson, J. E., Aslakson, R. A., Long, A. C., Puntillo, K. A., Kross, E. K., Hart, J., … Netzer, 

G. (2017). Guidelines for family-centered care in the neonatal, pediatric, and adult ICU. 

Critical Care Medicine, 45(1), 103–128. 

Davies, K. (2007). The information‐seeking behaviour of doctors: a review of the evidence. 

Health Information & Libraries Journal, 24(2), 78–94. 

Delamater, A. M. (2006). Improving patient adherence. Clinical Diabetes, 24(2), 71–77. 

DeLamater, J. D., & Ward, A. (Eds. . (2006). Handbook of social psychology. 

Delli Carpini, M., & Keeter, S. (1996). What Americans Know about Politics and why it Matters. 

Yale University Press. 

Denizard-Thompson, N. M., Feiereisel, K. B., Stevens, S. F., Miller, D. P., & Wofford, J. L. 

(2011). The digital divide at an urban community health center: implications for quality 

improvement and health care access. Journal of Community Health, 36(3), 456–460. 

Derham, R., Cragg, P., & Morrish, S. (2011). Creating Value: An SME and Social Media. 

PACIS, 53, 1–9. 

Deyo, R. A., & Inui, T. S. (1980). Dropouts and broken appointments: A literature review and 

University of Ghana http://ugspace.ug.edu.gh



133 

 

agenda for future research. Medical Care, 18(11), 1146–1157. Retrieved from 

http://dx.doi.org/10.1097/00005650-198011000-00006 

Di Fabio, A., & Gori, A. (2016). Developing a new instrument for assessing acceptance of 

change. Frontiers in Psychology, 7, 802. https://doi.org/10.3389/fpsyg.2016.00802 

DiMatteo, M. R. (1998). The role of the physician in the emerging health care environment. 

Western Journal of Medicine, 168(5), 328. 

Donabedian, A. (2002). An introduction to quality assurance in health care. Oxford University 

Press. 

Dooley, K. E. (1999). Towards a holistic model for the diffusion of educational technologies: An 

integrative review of educational innovation studies. Educational Technology & Society, 

2(4), 35–45. 

Drucker, P. (2000). Knowledge work. Executive Excellence, 17(4), 11–11. 

Drucker, P. F. (2005). Managing oneself. Harvard Business Review, 83(1), 100–109. 

Du Plessis, M. (2007). The role of knowledge management in innovation. Journal of Knowledge 

Management, 11(4), 20–29. https://doi.org/10.1108/13673270710762684 

Duffy, F. D., Gordon, G. H., Whelan, G., Cole-Kelly, K., & Frankel, R. (2004). Assessing 

Competence in Communication and Interpersonal Skills: The Kalamazoo II Report. 

Academic Medicine, 79(6), 495–507. https://doi.org/10.1097/00001888-200406000-00002 

Dugdale, D. C., Epstein, R., & Pantilat, S. Z. (1999). Time and the Patient–Physician 

Relationship. Journal of General Internal Medicine (JGIM), 14(1), s34-40. 

https://doi.org/10.4324/9780203848852.ch13 

Duong, D. V., Binns, C. W., & Lee, A. H. (2004). Utilization of delivery services at the primary 

health care level in rural Vietnam. Social Science & Medicine, 59(12), 2585–2595. 

University of Ghana http://ugspace.ug.edu.gh



134 

 

Dwivedi, Y. K., Papazafeiropoulo, A., Ramdani, B., Kawalek, P., & Lorenzo, O. (2009). 

Predicting SMEs’ adoption of enterprise systems. Journal of Enterprise Information 

Management. 

Dyer, T. A., Owens, J., & Robinson, P. G. (2016). The acceptability of healthcare: from 

satisfaction to trust. Community Dental Health, 33, 1–10. https://doi.org/10.1922/CDH 

Dyrbye, L. N., Varkey, P., Boone, S. L., Satele, D. V., Sloan, J. A., & Shanafelt, T. D. (2013). 

Physician satisfaction and burnout at different career stages. In In Mayo Clinic Proceedings 

(Vol. 88, pp. 1358–1367). 

Egger, G., Dixon, J., Meldrum, H., Binns, A., Cole, M. A., Ewald, D., & Stevens, J. (2015). 

Patients and providers satisfaction with shared medical appointments. Australian Family 

Physician, 44(9), 674. 

Eisner, E. J., Zook, E. G., Goodman, N., & Macario, E. (2002). Knowledge, attitudes, and 

behavior of women ages 65 and older on mammography screening and Medicare: results of 

a national survey. Women & Health, 36(4), 1–18. 

Elison, S., Ward, J., Davies, G., & Moody, M. (2014). Implementation of computer-assisted 

therapy for substance misuse : A qualitative study of Breaking Free Online using Roger ’s 

diffusion of innovation theory. Drugs and Alcohol Today, 14(4), 207–218. 

https://doi.org/10.1108/DAT-05-2014-0025 

Ell, K., Vourlekis, B., Muderspach, L., Nissly, J., Padgett, D., Pineda, D., … Lee, P.-J. (2002). 

Abnormal cervical screen follow-up among low-income latinas: Project SAFe. Journal of 

Women’s Health & Gender-Based Medicine, 11(7), 639–651. 

https://doi.org/10.1089/152460902760360586 

EPOC. (2002). The Cochrane Effective Practice and Organisation of Care Group. Health 

University of Ghana http://ugspace.ug.edu.gh



135 

 

Sciences, (July). 

Eriksson, K., Kerem, K., & Nilsson, D. (2008). The adoption of commercial innovations in the 

former Central and Eastern European markets: The case of internet banking in Estonia. 

International Journal of Bank Marketing, 26(3), 154–169. 

https://doi.org/10.1108/02652320810864634 

Fahrenkopf, A. M., Sectish, T. C., Barger, L. K., Sharek, P. J., Lewin, D., Chiang, V. W., … 

Landrigan, C. P. (2008). Rates of medication errors among depressed and burnt out 

residents: Prospective cohort study. Bmj, 336(7642), 488–491. 

https://doi.org/10.1136/bmj.39469.763218.BE 

Feddock, C. A., Hoellein, A. R., Griffith III, C. H., Wilson, J. F., Bowerman, J. L., Becker, N. S., 

& Caudill, T. S. (2005). Can physicians improve patient satisfaction with long waiting 

times? Evaluation & the Health Professions, 28(1), 40–52. 

Feigin, V. L., Abajobir, A. A., Abate, K. H., Abd-Allah, F., Abdulle, A. M., Abera, S. F., & 

Aichour, M. T. E. (2017). Global, regional, and national burden of neurological disorders 

during 1990–2015: a systematic analysis for the Global Burden of Disease Study 2015. The 

Lancet Neurology, 16(11), 877–897. https://doi.org/10.1016/S1474-4422(17)30299-5 

Feldman, J., Liu, N., Topaloglu, H., & Ziya, S. (2014). Appointment Scheduling Under Patient 

Preference and No-Show Behavior. Operations Research, 62(4), 794–811. 

https://doi.org/10.1287/opre.2014.1286 

Ferguson, S., & Kokesh, J. (2005). Remote Otolaryngology Services: A Cost Comparison Study. 

The Alaska Federal Health Care Network. 

Fikree, F. F., Khan, A., Kadir, M. M., Sajan, F., & Rahbar, M. H. (2001). What influences 

contraceptive use among young women in urban squatter settlements of Karachi, Pakistan? 

University of Ghana http://ugspace.ug.edu.gh



136 

 

International Family Planning Perspectives, 130–136. 

Finkelstein, S. R., Liu, N., Jani, B., Rosenthal, D., & Poghosyan, L. (2013). Appointment 

reminder systems and patient preferences: Patient technology usage and familiarity with 

other service providers as predictive variables. Health Informatics Journal, 19(2), 79–90. 

https://doi.org/10.1177/1460458212458429 

Fischer, F., Lange, K., Klose, K., Greiner, W., & Kraemer, A. (2016). Barriers and Strategies in 

Guideline Implementation — A Scoping Review. In Healthcare, 4(3), 36. 

https://doi.org/10.3390/healthcare4030036 

Fleischer, S., Berg, A., Zimmermann, M., Wüste, K., & Behrens, J. (2009). Nurse-patient 

interaction and communication: A systematic literature review. Journal of Public Health, 

17(5), 339–353. 

Flottorp, S. A., Oxman, A. D., Krause, J., Musila, N. R., Wensing, M., Godycki-Cwirko, M., … 

Eccles, M. P. (2013). A checklist for identifying determinants of practice: A systematic 

review and synthesis of frameworks and taxonomies of factors that prevent or enable 

improvements in healthcare professional practice. Implementation Science, 8(1), 25. 

https://doi.org/10.1186/1748-5908-8-35 

Flottorp, S., & Oxman, A. D. (2003). Identifying barriers and tailoring interventions to improve 

the pragmatic study using qualitative methods. BMC Health Services Research, 3(1), 3. 

Fløysand, A., & Jakobsen, S. E. (2011). The complexity of innovation: A relational turn. 

Progress in Human Geography, 35(3), 328–344. 

Fontana, M., Boeri, L., Gallioli, A., Lorenzis, E., Palmisano, F., Zanetti, S. P., … Dell’Orto, P. 

G. (2018). Prevalence and predictors of being lost to follow-up after transurethral resection 

of the prostate. Scientific Reports, 8(1), 6406. 

University of Ghana http://ugspace.ug.edu.gh



137 

 

Fountain, N. ., Van Ness, P. ., Swain-Eng, R., Tonn, S., & Bever, C. T. (2011). Quality 

improvement in neurology: AAN epilepsy quality measures: report of the Quality 

Measurement and Reporting Subcommittee of the American Academy of Neurology. 

American Academy of Neurology, 1, 94–99. 

Free, C., Phillips, G., Watson, L., Galli, L., Felix, L., Edwards, P., … Haines, A. (2013). The 

Effectiveness of Mobile-Health Technologies to Improve Health Care Service Delivery 

Processes: A Systematic Review and Meta-Analysis. PLoS Medicine, 10(1). 

https://doi.org/10.1371/journal.pmed.1001363 

Frenk, J. (2010). The Global Health System: strengthening National Health Systems as the next 

step for Global Progress. PLoS Medicine, 7(1), e1000089. 

Friedberg, M. W., Chen, P. G., Van Busum, K. R., Aunon, F., Pham, C., Caloyeras, J., … 

Crosson, F. J. (2014). Factors affecting physician professional satisfaction and their 

implications for patient care, health systems, and health policy. Rand Health Quarterly, 

3(4). 

Gallivan, M. J. (2001). Organizational Adoption and Assimilation of Complex Technological 

Innovations: Development and Application of a New Framework. ACM SIGMIS Database: 

The DATABASE for Advances in Information System, 32(3), 51–85. 

Gandolf, S., & Hirsch, L. (2009). How to use marketing to win patients despite current economic 

crisis. Pennsylvania Dental Journal, 76(1), 21–24. 

Gates, E. A. (1997). New surgical procedures: can our patients benefit while we learn? American 

Journal of Obstetrics and Gynecology, 176(6), 1293–1299. 

Gauthier, C., Lindwall, E., Davis, W., & Quinet, R. (2012). Spanning Generations —

Appointment Reminder Preferences Among Patients With Rheumatic Diseases. JCR: 

University of Ghana http://ugspace.ug.edu.gh



138 

 

Journal of Clinical Rheumatology, 18(6), 294–297. 

George, D., & Mallery, M. (2003). Using SPSS for Windows step by step: a simple guide and 

reference. Boston, MA: Allyn y Bacon. 

Ghana News Agency. (2017). No Title. Ghanaweb website. Retrieved from 

https://www.ghanaweb.com/GhanaHomePage/NewsArchive/More-Ghanaians-seek-

greener-pastures-abroad-Immigration-Service-530938 

GHS. (2016). Ghana National Healthcare Quality strategy (2017-2121). Ghana Health Service. 

https://doi.org/10.1017/CBO9781107415324.004 

GHS. (2017a). Organisational Structure. Retrieved November 17, 2018, from 

/www.ghanahealthservice.org/ghs-subcategory.php?cid=2&scid=43 

GHS. (2017b). Regional and District Administration. Retrieved November 17, 2018, from 

www.ghanahealthservice.org/ghs-subcategory.php?cid=2&scid=44 

GHS. (2017c). Your Health Our concern (Background). Retrieved November 19, 2018, from 

www.ghanahealthservice.org/ghs-category.php?cid=2 

Gibbs, G. (2007). Thematic Coding and Categorizing. Analyzing Qualitative Data, 38–55. 

https://doi.org/10.4135/9781849208574.n4 

Glenton, C., Colvin, C. J., Carlsen, B., Swartz, A., Lewin, S., Noyes, J., & Rashidian, A. (2013). 

Barriers and facilitators to the implementation of lay health worker programmes to improve 

access to maternal and child health: qualitative evidence synthesis. Cochrane Database of 

Systematic Reviews, (10). 

Glickman, S. W., Baggett, K. A., Krubert, C. G., Peterson, E. D., & Schulman, K. A. (2007). 

Promoting quality : the health-care organization from a management perspective. 

International Journal of Health Care, 19(6), 341–348. 

University of Ghana http://ugspace.ug.edu.gh



139 

 

Gonzales, R., Handley, M. A., Ackerman, S., & O ’Sullivan, P. S. (2013). Increasing the 

Translation of Evidence Into Practice, Policy, and Public Health Improvements: A 

Framework for Training Health Professionals in Implementation and Dissemination 

Science. Academic Medicine, 87(3), 271–278. 

Goodwin, L., VanDyne, M., Lin, S., & Talbert, S. (2003). Data mining issues and opportunities 

for building nursing knowledge. Journal of Biomedical Informatics, 36(4–5), 379–388. 

Govindaraj, R., Obuobi, A. A. D., Enyimayew, N. K. A., Antwi, P., & Ofosu-Amaah, S. (1996). 

Hospital autonomy in Ghana: the experience of Korle Bu and Komfo Anokye Teaching 

hospitals. Boston, MA, Data for Decision Making Project, Harvard School of Public 

Health. 

Grain, H. (2014). Patients adoption of the e-appointment scheduling service: A case study in 

primary healthcare. In In Investing in E-Health: People, Knowledge and Technology for a 

Healthy Future: Selected Papers from the 22nd Australian National Health Informatics 

Conference (HIC 2014) (p. 176). IOS Press. 

Greenhalgh, T., Robert, G., Macfarlane, F., Bate, P., & Kyriakidou, O. (2004). Diffusion of 

Innovations in Service Organizations: Systematic Review and Recommendations. The 

Milbank Quarterly, 82(4), 581–629. 

Greenhalgh, T., Stramer, K., Bratan, T., Byrne, E., Mohammad, Y., & Russell, J. (2008). 

Introduction of shared electronic records: multi-site case study using diffusion of innovation 

theory. Bmj, 337, a1786–a1786. https://doi.org/10.1136/bmj.a1786 

Greiner, A. C., & Knebel, E. (2003). Challenges Facing the Health System and Implications for 

Educational Reform. In The National Academy of Sciences. 

Grimshaw, J., Thomas, R., MacLennan, G., Fraser, C. R. R. C., Ramsay, C. R., Vale, L. E. E. A., 

University of Ghana http://ugspace.ug.edu.gh



140 

 

… Wensing, M. J. P. (2005). Effectiveness and efficiency of guideline dissemination and 

implementation strategies. International Journal of Technology Assessment in Health Care, 

21(1), 149-149. 

Grunfeld, E., Mant, D., Yudkin, P., Adewuyi-Dalton, R., Cole, D., Stewart, J., … Vessey, M. 

(1996). Routine follow up of breast cancer in primary care: randomised trial. Bmj, 

313(7058), 665–669. 

Guo, R., Miao, Z. M., Wei, G., Xing, S. C., & Zhang, Y. (2012). The present situation and 

suggestions of the domestic appointment registration of hospital. Progress in Modern 

Biomedicine, 12(7), 1357–1360. 

Gupta, D., & Denton, B. (2008). Appointment scheduling in health care : Challenges and 

opportunities. IIE Transactions, 40(9), 800–819. 

Gupta, D. M., Boland Jr, R. J., & Aron, D. C. (2017). The physician ’ s experience of changing 

clinical practice : A struggle to unlearn. Implementation Science, 12(28), 1–11. 

https://doi.org/10.1186/s13012-017-0555-2 

Gutsan, M., Patton, J., Willis, W. K., & Coustasse, A. (2018). Burnout syndrome and nurse-to-

patient ratio in the workplace. Marshal Digital Scholar, 1–21. Retrieved from 

http://mds.marshall.edu/mgmt_faculty/196/ 

Guy, R., Hocking, J., Wand, H., Stott, S., Ali, H., & Kaldor, J. (2012). How effective are short 

message service reminders at increasing clinic attendance? A meta-analysis and systematic 

review. Health Services Research, 47(2), 614–632. 

Gyamfi, A., Mensah, K. A., Oduro, G., Donkor, P., & Mock, C. N. (2017). Barriers and 

facilitators to Electronic Medical Records usage in the Emergency Centre at Komfo Anokye 

Teaching Hospital, Kumasi-Ghana. African Journal of Emergency Medicine, 7(4), 177–182. 

University of Ghana http://ugspace.ug.edu.gh



141 

 

https://doi.org/10.1016/j.afjem.2017.05.002 

Ha Fong, J., & Longnecker, N. (2015). Doctor Patient Communication: A Review. Journal of 

Bangladesh College of Physicians and Surgeons, 10(1), 38–43. 

Haas, J. S., Cook, E. F., Puopolo, A. L., Burstin, H. R., Cleary, P. D., & Brennan, T. A. (2000). 

Is the professional satisfaction of general internists associated with patient satisfaction? 

Journal of General Internal Medicine, 15(2), 122–128. 

Habibi, M. R. M., Abadi, F. M., Tabesh, H., Vakili-Arki, H., Abu-Hanna, A., & Eslami, S. 

(2018). Evaluation of patient satisfaction of the status of appointment scheduling systems in 

outpatient clinics: Identifying patients’ needs. Journal of Advanced Pharmaceutical 

Technology & Research, 9(2), 51. 

Handayani, M. (2015). Challenges in Interpersonal , Intercultural and Technology Aspect in 

Doctor and Patient Relationship. In International Conference on Transformation in 

Communication (ICOTIC), 1–10. 

Hannebauer, M., & Müller, S. (2001). Distributed constraint optimization for medical 

appointment scheduling. In Ageent, 139–140. https://doi.org/10.1145/375735.376026 

Hashim, M. J., Franks, P., & Fiscella, K. (2001). Effectiveness of telephone reminders in 

improving rate of appointments kept at an outpatient clinic: A randomized controlled trial. 

The Journal of the American Board of Family Practice, 14(3), 193–196. 

Helitzer, D., Heath, D., Maltrud, K., Sullivan, E., & Alverson, D. (2003). Assessing or Predicting 

Adoption of Telehealth Using the Diffusion of Innovations Theory: A Practical Example 

from a Rural Program in New Mexico. Telemedicine Journal and E-Health, 9(2), 179–187. 

Herndon, J. H., & Pollick, K. J. (2002). Continuing concerns, new challenges, and next steps in 

physician-patient communication. JBJS, 84(2), 309–315. 

University of Ghana http://ugspace.ug.edu.gh



142 

 

Hsu, C. L., Lu, H. P., & Hsu, H. H. (2007). Adoption of the mobile Internet: An empirical study 

of multimedia message service (MMS). Omega, 35(6), 715–726. 

Institute of Medicine, I. (2001). Subcommitte on Interpretation and Uses of Dietary Reference 

Intakes, Standing Committee on the Scientific Evaluation of Dietary Reference Intakes. 

Dietary Reference Intakes: Applications in Dietary Assessment & a Report of the 

Subcommittee on Interpretati. 

Jackson, C., Shahsahebi, M., Wedlake, T., & Dubard, A. C. (2015). Timeliness of outpatient 

Follow-Up: An Evidence-Based approach for planning after hospital discharge. Annals of 

Family Medicine, 13(2), 115–122. https://doi.org/10.1370/afm.1753 

Jamison, D. T. (2006). Disease and mortality in sub-Saharan Africa. World Bank Publications. 

Johnson, B. J., Mold, J. W., & Pontious, J. M. (2007). Reduction and management of no-shows 

by family medicine residency practice exemplars. The Annals of Family Medicine, 5(6), 

534–539. 

Jones, M. C., McLafferty, E., Walley, R., Toland, J., & Melson, N. (2008). Inclusion in primary 

care for people with intellectual disabilities: Gaining the perspective of service user and 

supporting social care staff. Journal of Intellectual Disabilities, 12(2), 93–109. 

Jones, R., Menon-Johansson, A., Waters, A. M., & Sullivan, A. K. (2010). eTriage –a novel, 

web-based triage and booking service: enabling timely access to sexual health clinics. 

International Journal of STD & AIDS, 21(1), 30–33. 

Juhnke, C., & Mühlbacher, A. (2013). Patient-centeredness in integrated healthcare delivery 

systems - Needs, expectations and priorities for organized healthcare systems. International 

Journal of Integrated Care, 13(4). https://doi.org/10.5334/ijic.1114 

Kalyango, J. N., Hall, M., & Karamagi, C. (2014). Appointment keeping for medical review 

University of Ghana http://ugspace.ug.edu.gh



143 

 

among patients with selected chronic diseases in an urban area of Uganda. Pan African 

Medical Journal, 19, 229. https://doi.org/10.11604/pamj.2014.19.229.3971 

Kamimura, A., Ashby, J., Myers, K., Nourian, M. M., & Christensen, N. (2015). Satisfaction 

with healthcare services among free clinic patients. Journal of Community Health, 40(1), 

62–72. 

Kaminski, J. (2011). Diffusion of innovation theory. Canadian Journal of Nursing Informatics, 

6(2), 1–6. 

Kamuzora, P., & Gilson, L. (2007). Factors influencing implementation of the Community 

Health Fund in Tanzania. Health Policy and Planning, 22(2), 95–102. 

https://doi.org/10.1093/heapol/czm001 

Kapp, M. B. (2006). Ethical and legal issues in research involving human subjects: do you want 

a piece of me ? The Conduct of Biomedical Research Involving the Participation of Human 

Beings Implicates a Variety of Ethical Concerns Pertaining to Such Values as Dignity, 

Bodily Integrity, Autonomy, and Privacy. These Ethical Concerns Have Been Translated 

into a Compl, 335–340. https://doi.org/10.1136/jcp.2005.030957 

Karahanna, E., Straub, D. W., & Chervany, N. L. (1999). Information Technology Adoption 

Across Time: A Cross-Sectional Comparison of Pre-Adoption and Post-Adoption Beliefs. 

MIS Quarterly, 23(2), 183–213. https://doi.org/10.2307/249751 

Karjaluoto, H., Tapaninen, A., Seppanen, M., & Makinen, S. (2009). Characteristics of 

innovation in adopting a renewable residential energy system. Journal of Systems and 

Information Technology, 11(4), 347–366. https://doi.org/10.1108/13287260911002495 

Karter, A. J., Parker, M. M., Moffet, H. H., Ahmed, A. T., Ferrara, A., Liu, J. Y., & Joe V. 

Selby. (2004). Missed Appointments and Poor Glycemic Control. Medical Care, 42(2), 

University of Ghana http://ugspace.ug.edu.gh



144 

 

110–115. https://doi.org/10.1097/01.mlr.0000109023.64650.73 

Katre, A. N. (2014). Assessment of the Correlation between Appointment Scheduling and Patient 

Satisfaction in a Pediatric Dental Setup. International Journal of Dentistry, 1–7. 

https://doi.org/10.1155/2014/453237 

Kerdvibulvech, C., & Win, N. N. (2012). The Dentist Online Reservation System Design and 

Implementation Web Based Application and Database Management System Project. 

International Conference on Education Technology and Computer (ICETC2012) IPCSIT, 

43. 

Keshvari, M., Yusefi, A. R., Homauni, A., Omidifar, R., & Nobakht, S. (2018). Barriers for the 

Using of Information Systems in Hospitals : A Qualitative Study. Shiraz E-Med J, 19(8). 

https://doi.org/10.5812/semj.66180.Research 

Kim, S. Y., Levine, T. R., & Allen, M. (2017). The intertwined model of reactance for resistance 

and persuasive boomerang. Communication Research, 44(7), 931–951. 

Kimberlin, C. L., & Winterstein, A. G. (2008). Validity and reliability of measurement 

instruments used in research. American Journal of Health-System Pharmacy, 65(23), 2276–

2284. https://doi.org/10.2146/ajhp070364 

Kindler, C. H., Szirt, L., Sommer, D., Häusler, R., & Langewitz, W. (2005). A quantitative 

analysis of anaesthetist-patient communication during the pre-operative visit. Anaesthesia, 

60(1), 53–59. https://doi.org/10.1111/j.1365-2044.2004.03995.x 

Klassen, K. J., & Yoogalingam, R. (2013). Appointment system design with interruptions and 

physician lateness. International Journal of Operations and Production Management, 

33(4), 394–414. https://doi.org/10.1108/01443571311307253 

Klitzman, R. (2007). “Patient-time”,“doctor-time”, and “institution-time”: Perceptions and 

University of Ghana http://ugspace.ug.edu.gh



145 

 

definitions of time among doctors who become patients. Patient Education and Counseling, 

66(2), 147–155. 

Kohles, J. C., Bligh, M. C., & Carsten, M. K. (2013). The vision integration process: Applying 

Rogers’ diffusion of innovations theory to leader-follower communications. Leadership, 

9(4), 466–485. https://doi.org/10.1177/1742715012459784 

Korra, A. (2002). No TitleAttitudes toward family planning and reasons for nonuse among 

women with unmet need for family planning in Ethiopia. Calverton: ORC Macro. 

Kothari, C. R. (2004). Research methodology: Methods and techniques. New Age International. 

Kramer, R. M., & Cook, K. S. (2004). Trust and distrust in organizations: Dilemmas and 

approaches. Russell Sage Foundation. 

Kravitz, R. L., Bell, R. A., Azari, R., Kelly-Reif, S., Krupat, E., & Thom, D. H. (2003). Direct 

observation of requests for clinical services in office practice: what do patients want and do 

they get it? Archives of Internal Medicine, 163(14), 1673–1681. 

Kravitz, R. L., Epstein, R. M., Feldman, M. D., Franz, C. E., Azari, R., Wilkes, M. S., & Franks, 

P. (2005). Influence of patients requests for direct-to-consumer advertised antidepressants: a 

randomized controlled trial. Jama, 293(16), 1995–2002. 

Kulkarni, S. K., & Dhir, A. (2010). An overview of curcumin in neurological disorders. Indian 

Journal of Pharmaceutical Sciences, 72(2), 149. 

Kvist, T., Voutilainen, A., Mäntynen, R., & Vehviläinen-Julkunen, K. (2014). The relationship 

between patients’ perceptions of care quality and three factors: Nursing staff job 

satisfaction, organizational characteristics and patient age. BMC Health Services Research, 

14(1), 466. https://doi.org/10.1186/1472-6963-14-466 

Landon, B. E., Reschovsky, J., & Blumenthal, D. (2003). Changes in Career Satisfaction Among 

University of Ghana http://ugspace.ug.edu.gh



146 

 

Primary Care and Specialist Physicians, 1997-2001. Jama, 289(4), 442–449. 

Lattanzio, F., Abbatecola, A. M Bevilacqua, R., Chiatti, C., Corsonello, A., Rossi, L., 

Bustacchini, S., & Bernabei, R. (2014). Advanced technology care innovation for older 

people in Italy: necessity and opportunity to promote health and wellbeing. Journal of the 

American Medical Directors Association, 15(7), 457–466. 

Lee, B. W., Sathyan, P., John, R. K., Singh, K., & Robin, A. L. (2008). Predictors of and barriers 

associated with poor follow-up in patients with glaucoma in South India. Archives of 

Ophthalmology, 126(10), 1448–1454. https://doi.org/10.1001/archopht.126.10.1448 

Lee, T.-T. (2004). Nursesʼ adoption of technology: Application of Rogersʼ innovation-diffusion 

model. Applied Nursing Research, 17(4), 231–238. https://doi.org/10.1016/S0897-

1897(04)00071-0 

Lehtinen, E. (2007). Merging doctor and client knowledge : On doctors ’ ways of dealing with 

clients ’ potentially discrepant information in genetic counseling. Journal of Pragmatics, 

39(2), 389–427. https://doi.org/10.1016/j.pragma.2006.05.006 

Lei, P., & Jolibert, A. (2012). A three-model comparison of the relationship between quality, 

satisfaction and loyalty: An empirical study of the Chinese healthcare system. BMC Health 

Services Research, 12(1), 436. https://doi.org/10.1186/1472-6963-12-436 

Liaw, S. S., Hatala, M., & Huang, H. M. (2010). Investigating acceptance toward mobile 

learning to assist individual knowledge management: Based on activity theory approach. 

Computers and Education, 54(2), 446–454. https://doi.org/10.1016/j.compedu.2009.08.029 

Lin, H. F. (2011). An empirical investigation of mobile banking adoption: The effect of 

innovation attributes and knowledge-based trust. International Journal of Information 

Management, 31(3), 252–260. https://doi.org/10.1016/j.ijinfomgt.2010.07.006 

University of Ghana http://ugspace.ug.edu.gh



147 

 

Little, P., Everitt, H., Williamson, I., Warner, G., Moore, M., Gould, C., & Payne, S. (2001). 

Preferences of patients for patient centred approach to consultation in primary care: 

observational study. Bmj, 322(7284), 468. 

Lomoro, O. A. (2004). Malaria management in a fractured society: treatment-seeking behaviour 

in Kakuma refugee camp in North Western Kenya. London School of Hygiene & Tropical 

Medicine. 

Longtin, Y., Sax, H., Leape, L. L., Sheridan, S. E., Donaldson, L., & Pittet, D. (2010). Patient 

participation: current knowledge and applicability to patient safety. In Mayo Clinic 

Proceedings. Elsevier, 85(1), 53–62. 

Lopez, A. D., Mathers, C. D., Ezzati, M., Jamison, D. T., & Murray, C. J. L. (2006). Global and 

regional burden of disease and risk factors , 2001 : systematic analysis of population health 

data. Lancet, 367, 1747–1757. 

Low, C., Chen, Y., & Wu, M. (2011). Understanding the determinants of cloud computing 

adoption. Industrial Management & Data Systems, 111(7), 1006–1023. 

Lu, Y., Hu, X. M., Huang, X. L., Zhuang, X. D., Guo, P., Feng, L. F., … Hao, Y. T. (2016). Job 

satisfaction and associated factors among healthcare staff: A cross-sectional study in 

Guangdong Province, China. BMJ Open, 6(7), e011388. 

Luxford, K., & Sutton, S. (2014). How does patient experience fit into the overall healthcare 

picture? Patient Experience Journal, 1(1), 20–27. Retrieved from 

http://pxjournal.org/journalAvailableat:http://pxjournal.org/journal/vol1/iss1/4 

Lyytinen, K., & Damsgaard, J. (2001). What’s wrong with the diffusion of innovation theory? In 

In Working Conference on Diffusing Software Product and Process Innovations. Springer, 

Boston, MA (pp. 173–190). 

University of Ghana http://ugspace.ug.edu.gh



148 

 

Maguire, P., & Pitceathly, C. (2002). Key communication skills and how to acquire them. Bmj, 

325(7366), 697–700. 

Maissiata, G. D. S., Lautert, L., Pai, D. D. ., & Tavares, J. P. (2015). Work context, job 

satisfaction and suffering in primary healthcare. Revista Gaúcha Enfermagem, 36(2), 42–

49. https://doi.org/doi.org/10.1590/1983- 1447.2015.02.51128 

Mansell, D., Poses, R. M., Kazis, L., & Duefield, C. A. (2000). Clinical factors that influence 

patients desire for participation in decisions about illness. Archives of Internal Medicine, 

160(19), 2991–2996. 

Mardiah, F. P., & Basri, M. H. (2013). The Analysis of Appointment system to reduce outpatient 

waiting time at Indonesia’s public hospital. Human Resource Management Research, 3(1), 

27–33. 

McDougall Jr, G. J., Weber, B. A., Dziuk, T. W., & Heneghan, R. (2000). The Controversy of 

Prostate Screening. Geriatric Nursing, 21(5), 245–250. 

Mcfadden, C. (2011). The Role of Innovation in Value-Based Healthcare Delivery. Health 

Policy Forums. 

McLean, S. M., Booth, A., Gee, M., Salway, S., Cobb, M., Bhanbhro, S., & Nancarrow, S. A. 

(2016). Appointment reminder systems are effective but not optimal: results of a systematic 

review and evidence synthesis employing realist principles. Patient Preference and 

Adherence, 10, 479. 

McQueenie, R., Ellis, D. A., McConnachie, A., Wilson, P., & Williamson, A. E. (2019). 

Morbidity, mortality and missed appointments in healthcare: A national retrospective data 

linkage study. BMC Medicine, 17(1), 1–9. https://doi.org/10.1186/s12916-018-1234-0 

Mechanic, D. (2003). Physician discontent: challenges and opportunities. Jama, 290(7), 941–

University of Ghana http://ugspace.ug.edu.gh



149 

 

946. 

Medlin, B. B. (2001). The Factors that may Influence a Faculty Member Decision to Adopt 

Electronics Technology in Instruction. Doctoral dissertation, Virginia Institute and State 

University. 

Michie, S., Johnston, M., Abraham, C., Lawton, R., Parker, D., & Walker, A. (2005). Making 

psychological theory useful for implementing evidence based practice: A consensus 

approach. Bmj Quality and Safety, 14(1), 26–33. https://doi.org/10.1136/qshc.2004.011155 

Millhiser, W. P., Veral, E. A., & Benedetto, V. C. (2012). Assessing appointment systems’ 

operational performance with policy targets. IIE Transactions on Healthcare Systems 

Engineering, 2(4), 274–289. https://doi.org/10.1080/19488300.2012.736121 

Mingying, Z. (2015). Conceptualization of cross-sectional mixed methods studies in health 

science: A methodological review. International Journal of Quantitative and Qualitative 

Research Methods Vol.3, 3(2), 66–87. 

Mohamed, K., Mustafa, A., Tahtamouni, S., Taha, E., & Hassan, R. (2016). A quality 

improvement project to reduce the ‘No Show’rate in a paediatric neurology clinic. BMJ 

Open Quality, 5(1), u209266-w3789. 

Moore, C. G., Wilson-Witherspoon, P., & Probst, J. (2001). Time and money: effects of no-

shows at a family practice residency clinic. Family Medicine-Kansas City, 33(7), 522–527. 

Morrison, E. E. (2009). Ethics in Health Administration: A Practical Approach for Decision 

Makers. 

Mosadeghrad, A. M. (2014). Factors Influencing Healthcare Service Quality. International 

Journal of Health Policy and Management, 3(2), 77–89. 

Moses, R. A., Dagrosa, L. M., Hyams, E. S., Steinberg, P. L., & Pais, V. M. (2013). Failing to 

University of Ghana http://ugspace.ug.edu.gh



150 

 

follow up: predicting patients that will" no-show" for medically advised imaging following 

endourologic stone surgery. The Canadian Journal of Urology, 20(5), 6939–6943. 

Mowatt, G., Grimshaw, J. M., Davis, D. A., & Mazmanian, P. E. (2001). Getting evidence into 

practice: The work of the Cochrane Effective Practice and Organization of care Group 

(EPOC). The Journal of Continuing Education in the Health Professions, 21(1), 55–60. 

Mukendi, D., Lilo Kalo, J. R., Mpanya, A., Minikulu, L., Kayembe, T., Lutumba, P., … 

Bottieau, E. (2017). Clinical spectrum, etiology, and outcome of neurological disorders in 

the rural hospital of Mosango, the Democratic Republic of Congo. American Journal of 

Tropical Medicine and Hygiene, 97(5), 1454–1460. https://doi.org/10.4269/ajtmh.17-0375 

Murray, B., & McCrone, S. (2015). An integrative review of promoting trust in the patient–

primary care provider relationship. Journal of Advanced Nursing, 71(1), 3–23. 

Nambisan, P., Kreps, G. L., & Polit, S. (2013). Understanding electronic medical record 

adoption in the United States: communication and sociocultural perspectives. Interactive 

Journal of Medical Research, 2(1). 

Narayanan, V. K. (2001). Managing technology and innovation for competitive advantage. 

Pearson Education India. 

Neal, R. D., Hussain-Gambles, M., Allgar, V. L., Lawlor, D. A., & Dempsey, O. (2005). 

Reasons for and consequences of missed appointments in general practice in the UK: 

Questionnaire survey and prospective review of medical records. BMC Family Practice, 

6(1), 47. https://doi.org/10.1186/1471-2296-6-47 

Nelson, K., Geiger, A. M., & Mangione, C. M. (2002). Effect of health beliefs on delays in care 

for abnormal cervical cytology in a multiethnic population. Journal of General Internal 

Medicine, 17(9), 709–716. https://doi.org/10.1046/j.1525-1497.2002.11231.x 

University of Ghana http://ugspace.ug.edu.gh



151 

 

Nicolas, R. (2004). Knowledge management impacts on decision making process. Journal of 

Knowledge Management, 8(1), 20–31. https://doi.org/10.1108/13673270410523880 

Nilsen, P. (2015). Making sense of implementation theories, models and frameworks. 

Implementation Science, 10(1), 53. https://doi.org/10.1186/s13012-015-0242-0 

Nissen, K. G., Trevino, K., Lange, T., & Prigerson, H. G. (2016). Family relationships and 

psychosocial dysfunction among family caregivers of patients with advanced cancer. 

Journal of Pain and Symptom Management, 52(6), 841–849. 

Nkrumah, S., Yeboah, F. B., & Adiwokor, E. (2015). Client Satisfaction with Service Delivery in 

the Health Sector: The Case of Agogo Presbyterian Hospital. International Journal of 

Business Administration, 6(4), 64. https://doi.org/10.5430/ijba.v6n4p64 

Norris, J. B., Kumar, C., Chand, S., Moskowitz, H., Shade, S. A., & Willis, D. R. (2014). An 

empirical investigation into factors affecting patient cancellations and no-shows at 

outpatient clinics. Decision Support Systems, 57, 428–443. 

Nuti, L. A., Lawley, M., Turkcan, A., Tian, Z., Zhang, L., Chang, K., … Sands, L. P. (2012). 

No-shows to primary care appointments: Subsequent acute care utilization among diabetic 

patients. BMC Health Services Research, 12(1), 304. 

Nwaeze, I. L., Enabor, O. O., Oluwasola, T. A. O., & Aimakhu, C. O. (2013). Perception and 

satisfaction with quality of antenatal care services among pregnant women at the university 

college hospital, Ibadan, Nigeria. Annals of Ibadan Postgraduate Medicine, 11(1), 22–28. 

Nylenna, M., Bjertnaes, Ø. ., Saunes, I. S., & Lindahl, A. K. (2015). What is Good Quality of 

Health Care? Professions and Professionalism, 5(1), 1–15. https://doi.org/10.7577/pp.909 

O’Connor, M. B., Bond, U., A., S. J., Casey, P., Mohammad, A., O’Dwyer, M., … Phelan, M. J. 

(2009). The preferences for outpatient clinic appointment reminders among rheumatology 

University of Ghana http://ugspace.ug.edu.gh



152 

 

patients. JCR: Journal of Clinical Rheumatology, 15(5), 258–259. 

O’Hagan, S., Manias, E., Elder, C., Pill, J., Woodward‐Kron, R., McNamara, T., … McColl, G. 

(2014). What counts as effective communication in nursing? Evidence from nurse 

educators’ and clinicians’ feedback on nurse interactions with simulated patients. Journal of 

Advanced Nursing, 70(6), 1344–1355. 

Offiong, D. A. (1999). Traditional healers in the Nigerian health care delivery system and the 

debate over integrating traditional and scientific medicine. Anthropological Quarterly, 72, 

118–130. 

Oladapo, O. T., & Osiberu, M. O. (2008). Do Socio-demographic characteristics of pregnant 

women determine their perception of antenatal care? Maternal Child Health, 10(2), 200–

2004. 

Omotayo, F. O. (2015). Knowledge Management As an Important Tool in Organisational 

Management : A Review of Literature. Library Philosophy and Practice. Retrieved from 

http://digitalcommons.unl.edu/libphilprachttp://digitalcommons.unl.edu/libphilprac/1238 

Or, C. K. L., Karsh, B.-T., Severtson, D. J., Burke, L. J., Brown, R. L., & Brennan, P. F. (2011). 

Factors affecting home care patients acceptance of a web-based interactive self-

management technology. Journal of the American Medical Informatics Association, 18(1), 

51–59. https://doi.org/10.1136/jamia.2010.007336 

Orji, R., Vassileva, J., & Mandryk, R. (2012). Towards an Effective Health Interventions Design: 

An Extension of the Health Belief Model. Online Journal of Public Health Informatics, 

4(3), 1–31. https://doi.org/10.5210/ojphi.v4i3.4321 

Ostlund, L. . E. (1974). Perceived innovation attributes as predictors of innovativeness. Journal 

of Consumer Research, 1(2), 23–29. 

University of Ghana http://ugspace.ug.edu.gh



153 

 

Osuntokun, B. O. (1975). The traditional basis of neuropsychiatric practice among the Yorubas 

of Nigeria. Tropical and Geographical Medicine, 27(4), 422–430. 

Owolabi Yusuf, M., & Mat Derus, A. (2013). Measurement model of corporate zakat collection 

in Malaysia. Humanomics, 29(1), 61–74. 

Owusu-Frimpong, N., Nwankwo, S., & Dason, B. (2010). Measuring service quality and patient 

satisfaction with access to public and private healthcare delivery. International Journal of 

Public Sector Management, 23(3), 203–220. https://doi.org/10.1108/09513551011032455 

Pandey, S. (2012). Challenges in Neurological Practice in Developing Countries. Indian Journal 

of Public Health, 56(3), 3–6. https://doi.org/10.4103/0019-557X.104253 

Pankratz, M., Hallfors, D., & Cho, H. (2002). Measuring perceptions of innovation adoption: the 

diffusion of a federal drug prevention policy. Health Education Research Theory & 

Practice, 17(3), 315–326. https://doi.org/10.1002/pssc.200303925 

Patterson, F., & Zibarras, L. D. (2017). Selecting for creativity and innovation potential: 

implications for practice in healthcare education. Advances in Health Sciences Education, 

22(2), 417–428. https://doi.org/10.1007/s10459-016-9731-4 

Pehr, J. L. (2010). Health care and infrastructure in Accra, Ghana. Adv Issues in Urban Plan, 

(03), 1–22. 

Percac-Lima, S., Aldrich, L. S., Gamba, G. B., Bearse, A. M., & Atlas, S. J. (n.d.). Barriers to 

follow-up of an abnormal Pap smear in Latina women referred for colposcopy. Journal of 

General Internal Medicine, 25(11), 1198–1204. 

Pereira, C., Murphy, K., & Herndon, D. (2004). Outcome measures in burn care: Is mortality 

dead? Burns, 30(8), 761–771. https://doi.org/10.1016/j.burns.2004.05.012 

Peterson, K., McCleery, E., Anderson, J., Waldrip, K., & Helfand, M. (2015). Evidence brief: 

University of Ghana http://ugspace.ug.edu.gh



154 

 

comparative effectiveness of appointment recall reminder procedures for follow-up 

appointments. 

Phillips, J. D. (2008). Evaluating Patient Compliance : Effect of Appointment Reminder Systems 

on Attendance. Master of Public Health Program. Wright State University, Dayton, Ohio. 

Piña, I. L., Cohen, P. D., Larson, D. B., Marion, L. N., Sills, M. R., Solberg, L. I., & Zerzan, J. 

(2015). A framework for describing health care delivery organizations and systems. 

American Journal of Public Health, 105(4), 670–679. 

Platt, F. W., & Keating, K. N. (2007). Differences in physician and patient perceptions of 

uncomplicated UTI symptom severity: Understanding the communication gap. 

International Journal of Clinical Practice, 61(2), 303–308. 

Poon, E. G., Blumenthal, D., Jaggi, T., Honour, M. M., Bates, D. W., & Kaushal, R. (2004). 

Overcoming barriers to adopting and implementing computerized physician order entry 

systems in U.S. hospitals. Health Affairs, 23(4), 184–190. 

https://doi.org/10.1377/hlthaff.23.4.184 

Prakash, B. (2010). Patient Satisfaction. Journal of Cutaneous and Aesthetic Surgery, 3(3), 151–

155. Retrieved from www.ncbi.nlm.nih.gov/pmc/articles/PMC3047732/ 

Pramanik, A. (2016). Patients Perception of Service Quality of Health Care Services in Indiaa: A 

Comparative Study on Urban and Rural Hospitals. Journal of Health Management, 18(2), 

205–217. https://doi.org/10.1177/0972063416637695 

Rau, J. (2011). From California To The New York Island, A New Understanding Of Higher 

Medicare Spending. Kaiser Health News. 

Razmak, J., & Bélanger, C. (2018). Using the technology acceptance model to predict patient 

attitude toward personal health records in regional communities. Information Technology 

University of Ghana http://ugspace.ug.edu.gh



155 

 

and People, 31(2), 306–326. https://doi.org/10.1108/ITP-07-2016-0160 

Read, U. M., & Doku, V. K. V. (2012). Mental health research in ghana: a literature review. 

GHANA MEDICAL JOURNAL, 46(2), 29–38. 

Rhee, K. J., & Dermyer, A. L. (1995). Patient Satisfaction With a Nurse Practitioner in a 

University Emergency Service. Annals of Emergency Medicine, 26(2), 130–132. 

https://doi.org/10.1016/S0196-0644(95)70141-9 

Richards, D. A., Meakins, J., Tawfik, J., Godfrey, L., Dutton, E., Richardson, G., & Daphne 

Russell. (2002). Nurse telephone triage for same day appointments in general practice: 

Multiple interrupted time series trial of effect on workload and costs. Bmj, 325(7374), 

1214–1214. 

RiiskjÆr, E., Ammentorp, J., & Kofoed, P.-E. (2012). The value of open-ended questions in 

surveys on patient experience: number of comments and perceived usefulness from a 

hospital perspective. International Journal for Quality in Health Care, 24(5), 509–516. 

Ringel, S. P., & Vickrey, B. G. (1997). Measuring quality of care in neurology. Archives of 

Neurology, 54(11), 1329–1332. 

Robbins, J. A., Bertakis, K. D., Helms, L. J., Azari, R., Callahan, E. J., & Creten, D. A. (1993). 

The influence of physician practice behaviors on patient satisfaction. Family Medicine-

Kansas City, 25, 17–17. 

Robyn, P. J., Sauerborn, R., & Bärnighausen, T. (2012). Provider payment in community-based 

health insurance schemes in developing countries: A systematic review. Health Policy and 

Planning, 28(2), 111–122. https://doi.org/10.1093/heapol/czs034 

Rogers, E. M. (2003). Diffusion of innovations (5th ed.). 

Rogers, E.M. (1995). Diffuison of Innovations. Elements of Diffusion. https://doi.org/citeulike-

University of Ghana http://ugspace.ug.edu.gh



156 

 

article-id:126680 

Rogers, Everett M. (1995). Diffusion of Innovations. Fourth Edition. Diffusion of Innovations, 

the Free Press. https://doi.org/citeulike-article-id:126680 

Sabherwal, N., Mittal, A., Pandey, N., Kaushal, G., & Kaustav, P. (2015). A Study of Patient-

Physician Communication and Barriers in Communication. International Journal of 

Research Foundation of Hospital & Healthcare Administration, 3(2), 71–78. 

Sahin, I. (2006). Detailed Review of Rogers’ Diffusion of Innovations Theory and Educational 

Technology-Related Studies based on Rogers ’ theory. The Turkish Online Journal of 

Educational Technology- TOJET, 5(2), 14–23. 

Saine, P. J., & Baker, S. M. (2003). What is the best way to schedule patient follow-up 

appointments? The Joint Commission Journal on Quality and Safety, 29(6), 309–315. 

Sanson-Fisher, R. W. (2004). Diffusion of innovation theory for clinical change. Medical 

Journal of Australia, 180, S55–S56. 

Santibanez, R. G., Liang, J., Shwe, Y., Wesley, S., Mazuera, S., Matos-Diaz, I., & Lai, G. 

(2015). Quality Improvement Project: Improving the Follow-Up of Patients at the 

Neurology Resident’s Clinic after Hospital Discharge. Neurology, 84(14). 

Saraceno, B., van Ommeren, M., Batniji, R., Cohen, A., Gureje, O., Mahoney, J., … Underhill, 

C. (2007). Barriers to improvement of mental health services in low-income and middle-

income countries. Lancet, 370(9593), 1164–1174. https://doi.org/10.1016/S0140-

6736(07)61263-X 

Sarfo, F. S., Akassi, J., Badu, E., Okorozo, A., Ovbiagele, B., & Akpalu, A. (2016). Profile of 

neurological disorders in an adult neurology clinic in Kumasi, Ghana. ENeurologicalSci, 3, 

69–74. https://doi.org/10.1016/j.ensci.2016.03.003 

University of Ghana http://ugspace.ug.edu.gh



157 

 

Sarver, A. J., & Baker, D. W. (2000). Effect of language barriers on follow-up appointments 

after an emergency department visit. Journal of General Internal Medicine, 15(4), 256–264. 

Satiani, B., Miller, S., & Patel, D. (2009). No-show rates in the vascular laboratory: analysis and 

possible solutions. Journal of Vascular and Interventional Radiology, 20(1), 87–91. 

Schectman, J. M., Schorling, J. B., & Voss, J. D. (2008). Appointment adherence and disparities 

in outcomes among patients with diabetes. Journal of General Internal Medicine, 23(10), 

1685. 

Seemann, K. (2003). Basic principles in holistic technology education. Journal of Technology 

Education, 14(2), 28–39. https://doi.org/10.21061/jte.v14i2.a.3 

Sekaran, U. (2003). Research methods for business: A skill building approach (4th ed.). 

Hoboken, NJ: John Wiley and Sons. 

Senge, P. . (1990). The art and practice of the learning organization. 

Shaw, C. (2003). How can hospital performance be measured and monitored?. Copenhagen, 

WHO Regional Office for Europe. Health Evidence Network Report. Retrieved from 

http://www.euro.who.int/ 

Sherry, L. (1997). The boulder valley internet project: Lessons learned. The Journal, 25(2), 68–

72. 

Shih, A., Davis, K., Schoenbaum, S. C., Gauthier, A., Nuzum, R., & McCarthy, D. (2008). 

Organizing the U . S . Health care Delivery System for High Performance. Elsevier. 

Silberberg, D., & Katabira, E. (2006). Neurological disorders (Disease an). Retrieved from 

www.ncbi.nlm.nih.gov/books/NBK2295/ 

Simkin-Silverman, L. R., Gleason, K. A., King, W. C., Weissfeld, L. A., Buhari, A., Boraz, M. 

A., & Wing, R. R. (2005). Predictors of weight control advice in primary care practices: 

University of Ghana http://ugspace.ug.edu.gh



158 

 

patient health and psychosocial characteristics. Preventive Medicine, 40(1), 71–82. 

Sipsma, H., Ofori-atta, A., Canavan, M., Osei-akoto, I., Udry, C., & Bradley, E. H. (2013). Poor 

mental health in Ghana : who is at risk ? BMC Public Health, 1471–2458(13:288). 

Smith, K. B., Van Der Spuy, Z. M., Cheng, L., Elton, R., & Glasier, A. F. (2002). Is postpartum 

contraceptive advice given antenatally of value? Contraception, 65(3), 237–243. 

Smith, P. (2009). Performance measurement for health system improvement: experiences, 

challenges and prospects. Cambridge: Cambridge University Press. 

Soleimanpour, H., Gholipouri, C., Salarilak, S., Raoufi, P., Vahidi, G. R., Rouhi, A. J., … 

Soleimanpour, M. (2011). Emergency department patient satisfaction survey in Imam Reza 

Hospital, Tabriz, Iran. International Journal of Emergency Medicine, 4(1), 2. 

Spallek, H., Song, M., Polk, D. E., Bekhuis, T., Frantsve-hawley, J., & Aravamudhan, K. (2010). 

Barriers to Implementing Evidence-Based Clinical Guidelines : A Survey of Early 

Adopters. The Journal of Evidence-Based Dental Practice, 10(4), 195–206. 

Stanley, D. E. (2003). The mammography dilemma. Annals of Internal Medicine, 138(9), 771. 

Stewart, M. A. (1995). Effective Physician-Patient Communication And Health Outcomes: A 

Review. Canadian Medical Association Journal, 152(9), 1423–1433. Retrieved from 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1337906/pdf/cmaj00069-0061.pdf 

Stewart, M., Brown, J. B., Donner, A., McWhinney, I. R., Oates, J., Weston, W. W., & Jordan, J. 

(2000). The impact of patient-centered care on outcomes. The Journal of Family Practice, 

49(9), 796–804. https://doi.org/see also this commentary by Ronal Epstein; 

http://www.jfponline.com/Pages.asp?AID=2593&UID= 

Stiggelbout, A. M., Van der Weijden, T., De Wit, M. P., Frosch, D., Légaré, F., Montori, V. M., 

& Trevena, L. Elwyn, G. (2012). Shared decision making: really putting patients at the 

University of Ghana http://ugspace.ug.edu.gh



159 

 

centre of healthcare. Bmj, 344, e256. 

Suarez-Almazor, M. E. (2004). Patient-physician communication. Current Opinion in 

Rheumatology, 16(2), 91–95. 

Sukums, F., Mensah, N., Mpembeni, R., Kaltschmidt, J., Haefeli, W. E., & Blank, A. (2014). 

Health facilities computer applications in rural African health facilities. Global Health 

Action, 7(1), 24534. https://doi.org/10.3402/gha.v7.24534 

Sundquist, J., & Johansson, S. E. (2000). High demand, low control, and impaired general 

health: Working conditions in a sample of Swedish general practitioners. Scandinavian 

Journal of Public Health, 28(2), 123–131. https://doi.org/10.1177/140349480002800208 

Tan, M., & Teo, T. S. (2000). Factors influencing the adoption of Internet banking. Journal of 

the Association for Information Systems, 1(1), 5. 

Tapaninen, A., Seppanen, M., & Saku, M. (2009). Characteristics of innovation: A customer-

centric view of barriers to the adoption of a renewable energy system. International Journal 

of Agile Systems and Management, 4(1), 98–113. 

Tegueu, K. C., Nguefack, S., Doumbe, J., Fogang, Y. F., Mbonda, P. C., & Mbonda, E. (2013). 

The spectrum of neurological disorders presenting at a neurology clinic in Yaoundé, 

Cameroon. The PanAfrican Medical Journal, 14(148). 

Tejeda, S., Darnell, J. S., Cho, Y. I., Stolley, M. R., Markossian, T. W., & Calhoun, E. A. (2013). 

Patient Barriers to Follow-Up Care for Breast and Cervical Cancer Abnormalities. Journal 

of Women’s Health, 22(6), 507–517. https://doi.org/10.1089/jwh.2012.3590 

Teo, T. S., & Pok, S. H. (2003). Adoption of WAP-enabled mobile phones among Internet users. 

Omega, 31(6), 483–498. 

Thomas, J. A., Snigdhai, K. S., Karanath, P. M., & Swaroop, A. M. (2018). Impact Of Patient 

University of Ghana http://ugspace.ug.edu.gh



160 

 

Counselling on Knowledge, Attitude , and Practice of Hypertensive Patients in a Tertiary 

Care Hospital Hypertensive Patients in a Tertiary Care Hospital. International Journal of 

Pharmacy and Pharmaceutical Sciences, 9(9), 122–125. 

Thompson, A. C., Thompson, M. O., Young, D. L., Lin, R. C., Sanislo, S. R., Moshfeghi, D. M., 

& Singh, K. (2015). Barriers to follow-up and strategies to improve adherence to 

appointments for care of chronic eye diseases. Investigative Ophthalmology and Visual 

Science, 56(8), 4324–4331. https://doi.org/10.1167/iovs.15-16444 

Thompson, D. A., Yarnold, P. R., Williams, D. R., & Adams, S. L. (1996). Effects of actual 

waiting time, perceived waiting time, information delivery, and expressive quality on 

patient satisfaction in the emergency department. Annals of Emergency Medicine, 28(6), 

657–665. 

Tipke, M., Diallo, S., Coulibaly, B., Störzinger, D., Hoppe-Tichy, T., Sie, A., & Müller, O. 

(2008). Substandard anti-malarial drugs in Burkina Faso. Malaria Journal, 7(1), 95. 

Tomasone, J. R., Brouwers, M. C., Vukmirovic, M., Grunfeld, E., O’Brien, M. A., Urquhart, R., 

… Fitch, M. (2016). Interventions to improve care coordination between primary healthcare 

and oncology care providers: a systematic review. ESMO Open, 1(5), e000077. 

Tongue, J. R., Epps, Howard, R., & Forese, L. L. (2005). Communication Skills for Patient-

Centered Care. Research-Based, Easily Learned Techniques for Medical Interviews That 

Benefit Orthopaedic Surgeons and Their Patients. JBJS, 87(3), 652–658. 

Tornatzky, L. G., & Klein, K. J. (1982). Innovation Characteristics and Innovation Adoption- 

Implementation : A Meta-Analysis of Findings. IEEE Transactions on Engineering 

Management, 29(1), 28–45. https://doi.org/10.1109/TEM.1982.6447463 

Tseng, K. C., Hemenway, D., Kawachi, I., Subramanian, S. V., & Chen, W. J. (2008). Travel 

University of Ghana http://ugspace.ug.edu.gh



161 

 

distance and the use of inpatient care among patients with schizophrenia. Administration 

and Policy in Mental Health and Mental Health Services Research, 35(5), 346–356. 

Tucker, M. T. (2009). Application of the diffusion of innovations theory and the health belief 

model to describe EMR use among Alabama family medicine physicians. A rural and urban 

analysis (Doctoral dissertation, University of Alabama Libraries). University of Alabama. 

Van Gemert-Pijnen, L. J., Kelders, S. M., Beerlage-de Jong, N., & Oinas-Kukkonen, H. (2018). 

Persuasive health technology. In EHealth Research, Theory and Development, 228–246. 

Van Slyke, C, Lou, H., & Day, J. (2002). The impact of perceived innovation characteristics on 

intention to use groupware. Information Resources Management Journal (IRMJ), 15(1), 1–

12. 

Van Slyke, Craig, Belanger, F., & Comunale, C. L. C. L. (2004). Factors influencing the 

adoption of web-based shopping: The impact of trust. ACM SIGMIS Database: The 

DATABASE for Advances in Information Systems, 35(2), 32–49. 

Venkatesh, V., & Bala, H. (2008). Technology acceptance model 3 and a research agenda on 

interventions. Decision Sciences, 39(2), 273–315. https://doi.org/10.1111/j.1540-

5915.2008.00192.x 

Verba, S., Burns, N., & Schlozman, K. L. (1997). Knowing and caring about politics: Gender 

and political engagement. The Journal of Politics, 59(4), 1051–1072. 

Vermeir, P., Vandijck, D., Degroote, S., Peleman, R., Verhaeghe, R., Mortier, E., … Vogelaers, 

D. (2015). Communication in healthcare: a narrative review of the literature and practical 

recommendations. International Journal of Clinical Practice, 69(11), 1257–1267. 

Vuononvirta, T., Timonen, M., Keina, S., Timonen, O., Ylitalo, K., Kanste, O., & Taanila, A. 

(2011). The compatibility of telehealth with health-care delivery. Journal of Telemedicine 

University of Ghana http://ugspace.ug.edu.gh



162 

 

and Telecare, 17, 190–194. https://doi.org/DOI: 10.1258/jtt.2010.100502 

Wang, W. Y., & Gupta, D. (2011). Adaptive appointment systems with patient preferences. 

Manufacturing & Service Operations Management, 13(3), 373–389. 

Wanzer, M. B., Booth-Butterfield, M., & Gruber, K. (2004). Perceptions of health care providers 

communication: relationships between patient-centered communication and satisfaction. 

Health Communication, 16(3), 363–384. 

Wei, L., & Zhang, M. (2008). The impact of Internet knowledge on college students’ intention to 

continue to use the Internet. Information Research: An International Electronic Journal, 

13(3). 

Weigel, F. K., Rainer, R. K., Hazen, B. T., Cegielski, C. G., & Ford, F. N. (2012). Use of 

diffusion of innovations theory in medical informatics research. International Journal of 

Healthcare Information Systems and Informatics (Ijhisi, 7(3), 44–56. 

Weng, H. C., Hung, C. M., Liu, Y. T., Cheng, Y. J., Yen, C. Y., Chang, C. C., & Huang, C. K. 

(2011). Associations between emotional intelligence and doctor burnout, job satisfaction 

and patient satisfaction. Medical Education, 45(8), 835–842. 

White, D. L., Froehle, C. M., & Klassen, K. J. (2011). The effect of integrated scheduling and 

capacity policies on clinical efficiency. Production and Operations Management, 20(3), 

442–455. https://doi.org/10.1111/j.1937-5956.2011.01220.x 

WHO. (2000). WHO Neurological Disorders: Public Health Challenges. Retrieved from 

www.disabled-world.com/health/neurology/disorders-list.php 

WHO. (2006). Neurological Disorders: Public Health Challenges. World Health Organisation. 

Retrieved from https://www.who.int/mental_health/neurology/neurodiso/en/ 

WHO. (2010). Working to overcome the global impact of neglected tropical diseases: first WHO 

University of Ghana http://ugspace.ug.edu.gh



163 

 

report on neglected tropical diseases. Retrieved from 

www.who.int/iris/handle/10665/44440 

WHO. (2013). Exploring patient participation in reducing health-care-related safety risks. WHO 

Regional Office for Europe. 

WHO. (2015). Neurological disorders: public health challenges. World HeaWlth 

OrganisationOrganisation Report, 40–110. Retrieved from 

https://www.who.int/mental_health/neurology/neurodiso/en/ 

WHO. (2016). WHO statement on the first meeting of the International Health Regulations 

(2005)(IHR 2005) Emergency Committee on Zika virus and observed increase in 

neurological disorders and neonatal malformations. Saudi Medical Journal, 37(3), 332–333. 

WHO. (2018). Delivering quality health services: a global imperative for universal health 

coverage. World Health Organization. 

WHO. (2019). Health System. Retrieved from www.who.int/topics/health_systems/en 

Williams, E. S., & Skinner, A. C. (2003). Outcomes of physician job satisfaction: A narrative 

review, implications, and directions for future research. Health Care Management Review, 

28(2), 119–139. 

Wilson, E. V., & Lankton, N. K. (2004). Interdisciplinary research and publication opportunites 

in information systems and health care. Communications of the Association for Information 

Systems, 14(1), 51. https://doi.org/10.17705/1cais.01417 

Wimble, K., & Yeong, K. (2012). Improving patient follow-up after inpatient stay. BMJ Quality 

Improvement Reports, 1(1), u474-w148. https://doi.org/10.1136/bmjquality.u474.w148 

Wisdom, J., & Creswell, J. . W. (2013). Mixed Methods : Integrating Quantitative and 

Qualitative Data Collection and Analysis While Studying Patient-Centered Medical Home 

University of Ghana http://ugspace.ug.edu.gh



164 

 

Models. Agency for Healthcare Research and Quality, AHRQ Publication, 13. 

Witter, S., Kusi, A., & Aikins, M. (2007). Working practices and incomes of health workers: 

evidence from an evaluation of a delivery fee exemption scheme in Ghana. Human 

Resources for Health, 5(1), 2. 

Wixom, B. H., & Todd, P. A. (2005). A Theoretical Integration of User Satisfaction Technology 

Acceptance. Information Systems Research, 16(1), 85–102. 

Wolf, J. (2017). The State of Patient Experience 2017 : A Return To Purpose. 

Xakellis, G., & Bennett, A. (2001). Improving clinic efficiency of a family medicine teaching 

clinic. Family Medicine-Kansas City, 33(7), 533–538. 

Xia, W., & Lee, G. (2000). The Influence of Persuasion , Training , and Experience on User 

Perceptions. In In Proceedings of the twenty first international conference on Information 

systems (pp. 371–384). 

Yu, W., Yu, X., Hu, H., Duan, G., Liu, Z., & Wang, Y. (2013). Use of Hospital Appointment 

Registration Systems in China : A Survey Study. Global Journal of Health Science, 5(5), 

193–201. https://doi.org/10.5539/gjhs.v5n5p193 

Yusof, M. M., Kuljis, J., Papazafeiropoulou, A., & Stergioulas, L. K. (2008). An evaluation 

framework for Health Information Systems: Human, organization and technology-fit factors 

(HOT-fit). International Journal of Medical Informatics, 77(6), 386–398. 

Yusuf, M. O., & Derus, A. M. (2013). Measurement model of corporate zakat collection in 

Malaysia: A test of diffusion of innovation theory. Humanomics, 29(1), 61–74. Retrieved 

from https://doi.org/10.1108/08288661311299321 

Zhang, X., Yu, P., Yan, J., & Spil, I. T. A. M. (2015). Using diffusion of innovation theory to 

understand the factors impacting patient acceptance and use of consumer e-health 

University of Ghana http://ugspace.ug.edu.gh



165 

 

innovations : A case study in a primary care clinic. BMC Health Services Research, 15(1), 

71. https://doi.org/10.1186/s12913-015-0726-2 

Zhu, Z., Wang, H., & Li, A. (2019). On the factors influencing public knowledge and acceptance 

of reclaimed water from a survey of three cities in northern China. Journal of Water Reuse 

and Desalination, 9(2), 193–202. 

  

University of Ghana http://ugspace.ug.edu.gh



166 

 

APPENDICES 

APPENDIX I: QUESTIONNAIRE FOR CLIENTS 

 

TOPIC: ASSESSMENT OF FOLLOW-UP APPOINTMENTS AND VISITS AT THE 

NEUROLOGY CLINIC OF KORLE-BU TEACHING HOSPITAL (KBTH): CLIENTS 

AND PROVIDERS PERSPECTIVES. 

 

Introduction: Follow-up appointment and visits are very important in the provision of the best 

health outcome for patients with specialized conditions such as neurological disorders. Meanwhile, 

keeping up with appointment are not always easy due to; time constraints, scheduling snags and 

transportation, clinic overcrowding, waiting time, availability of professional service providers, 

financial difficulty and family care issues or support and these can cause missed appointment 

during visits. Stakeholders in healthcare have therefore advocated for different innovative ways of 

increasing appointment attendance and mitigating the impact of missed appointments.  

 

Objective:  This study seeks to assess follow-up appointments and visits at the neurology clinic 

of KBTH, from patients and health provider’s perspective. 

 

Risks and benefits: There are minimum or no risks if you take part in this study. There are also 

no incentives but the information you provide will help improve follow-up appointment system 

in the hospital.  

 

Right to refuse and withdrawal: Your consent to participate in this study is voluntary and you 

can withdraw from this study at any time. This questionnaire is meant to data for the research 

which is purely for academic purpose The researcher undertakes to respect the privacy and 

anonymity of respondents and use the information obtained purely for the academic purpose 

intended and that no part of such information shall be divulged or made available to any other 

persons or purpose other than for academic purpose.  

 

Date: ……………………                 Questionnaire  Number:    …………………………………..  

PART 1 - DEMOGRAPHIC AND OTHER CHARACTERISTICS 

1. How old are you ………………………..  

2. Gender    [ ] Male   [ ] Female  

3. Area of residence …………………………………. 

4.  Attained Educational level   [ ] None  [ ] Primary [ ] Secondary / Technical [ ] Tertiary 
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5. Employment status   [ ] Employed  [ ] Unemployed  [ ] Retired 

6. Marital Status  [ ]  Single [ ] Married  [ ] Widowed  [ ] Divorced  [ ] Separated   

7. Religion   [ ] Christian     [ ] Muslim   [  ] Other (Specify) ………………………………… 

 

Clinical condition 

8. What condition brought you here? …………………………………………………… 

9. How many times have you visited this facility?  …………………. 

10. Has your condition improved since you started coming here?  [ ] Yes    [ ] No 

11. If YES, within what frame of time did you begin seeing improvement since coming here?  

[ ] Within 1 week   [  ] Within 1 month   [ ] more than 1 month  

PART 2 – ELEMENTS OF DIFFUSION OF INOVATION  

For the following questions, please thick the column that best describes your opinion, on a scale 

of 1 to 5, Please tick [√] the one that best suits your response to each question. They are rated 

from strongly disagree to strongly agree. 1 = Strongly Disagree (SD), 2 = Disagree (D), 3 = 

Neutral (N), 4 = Agree (A) and 5 = Strongly Agree (SA) 

  SD  D  N  A  SA  

ATTRIBUTES OF THE FOLLOW- UP APPOINTMENT & VISIT SYSTEM  

  Relative Advantage  

12 The system makes me spend less money when assessing care      

13 The system is very effective compared to the system where 

visits are not scheduled  

     

14 The system encourages me to access care      

15 The system reminds me on what to do to become healthy      

 

 

 

Compatibility  

16 The system allows for elderly ones to be attended first      

17 The appointments system meets my expectations      

18 The appointments system allow me to easily see the doctor of 

my choice  

     

19 The appointments system enable respect for patients        

20 I am able to receive notification (Reminder) about my 

appointment 

     

 Complexity      

21 The appointments system is easy to use      

22 The appointments system is easy to learn about      
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23 The appointments system is clear and easy to understand      

24 The appointments system is not difficult for first time users      

25 The appointments system does not put undue stress on patients      

26 The system is flexible       

 

Trialability: 

27 I have experienced a system similar to this at another hospital      

28 I believe this system can be applied at other hospitals        

29 This system has been in operation for more than a year now        

30 I have experienced this same system during my previous visits      

31 I feel the system needs to be revised for improvement  

32 The system is dependable  

 

Communicativeness 

33 There is ease of communication in the system       

34 The system facilitates provider-patient interaction      

35 The system has numerous channels for communication       

36 The system maintains confidentiality during consultation      

 

INNOVATION-DECISION PROCESS OF THE APPOINTMENT & VISIT SYSTEM 

 Knowledge      

37 I have received education about how the system work      

38  I have good knowledge of how the system works      

39  I think others patients have good knowledge of how the system 

works 
     

40 Overall I can say that I know so much about the system        

Persuasion 

41 Providers are able to convince me to use the system      

42 Other patients are able to convince me to use the system      

43 The system itself is convincing       

44 I am more convinced about the system        

Acceptance (Confirmation) 

45 I accept the system as an effective one      

46 I do not have a preference between current and innovative 

appointment system 

     

47 I am very satisfied with the system      

48 I will adhere to and use the system       

49 I will recommend my friends and family to use clinic 

appointment system 

     

 

 

University of Ghana http://ugspace.ug.edu.gh



169 

 

PART 3 A: INFORMATION AND COMMUNICATION 

50. Is it easy to get information when needed?   [ ] Yes     [ ] No 

51. Does the facility remind you of appointments?  [ ] Yes     [ ] No 

52. If yes, what form does it take?  [ ] Call  [ ] Text message [ ] E mail  [ ] Other 

53. How satisfied are you with the process of reminding patients at the facility?   

       [ ] Very satisfied     [ ] Satisfied     [ ] somewhat satisfied      [ ] Not satisfied 

54. Have you ever cancelled an appointment? [ ] Yes [ ] No 

55. If yes to Question 54, Explain............................................................................................... 

56. Did you give the facility a prior notice of your cancellation?  [ ] Yes [ ] No 

57. If yes to Question 56, how? Call [ ] Text message [ ] E mail [ ] Other 

58. Does the doctor listen to your concerns on the appointment system?  [ ] Yes   [ ] No 

59. Do you feel rushed during scheduling and care delivery by health professionals  

       [ ] Yes   [ ] No 

60. Overall, my experience in using the current appointment system was satisfactory 

        [ ] Yes   [ ] No 

 

PART 3 B: TIMING 

61. Do you come for your appointment on time? [ ] Yes [ ] No  

62. If NO what caused the delay?  …………………………………………………….... 

63. How long in terms of minutes or hours do you usually wait before seeing the doctor? ……..   

64. Are you happy with the time spent before seeing the doctor   [ ] Yes   [ ] No 

65.  How many minutes or hours will you prefer to wait before seeing the doctor? …………        

66. How satisfied are you with the waiting time?  

[ ] Very satisfied     [ ] Satisfied     [ ] Somewhat satisfied      [ ] Not satisfied 

67. How much time do you usually spend with the doctor ……………………… 

68. How satisfied are you with the contact time?  

[ ] Very satisfied     [ ] Satisfied     [ ] Somewhat satisfied      [ ] Not satisfied   

69. Within the past 3years, how many times have you visited the hospital? ………….. 
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APPENDIX II: INTERVIEW GUIDE FOR PROVIDERS 

 

TOPIC: ASSESSMENT OF FOLLOW-UP APPOINTMENTS AND VISITS SYSTEM AT 

THE NEUROLOGY CLINIC OF KORLE-BU TEACHING HOSPITAL (KBTH): 

CLIENTS AND PROVIDERS PERSPECTIVES. 

 

Introduction: Follow-up appointment and visits are very important in the provision of the best 

health outcome for patients with specialized conditions such as neurological disorders. Meanwhile, 

keeping up with appointment are not always easy due to; time constraints, scheduling snags and 

transportation, clinic overcrowding, waiting time, availability of professional service providers, 

financial difficulty and family care issues or support and these can cause missed appointment 

during visits. Stakeholders in healthcare have therefore advocated for different innovative ways of 

increasing appointment attendance and mitigating the impact of missed appointments.  

 

Objective:  This study seeks to assess follow-up appointments and visits system at the neurology 

clinic of KBTH, from patients and health provider’s perspective. 

 

Risks and benefits: There are minimum or no risks if you take part in this study. There are also 

no incentives but the information you provide will help improve follow-up appointment system in 

the hospital.  

 

Right to refuse and withdrawal: Your consent to participate in this study is voluntary and you 

can withdraw from this study at any time. This interview is meant to data for the research which 

is purely for academic purpose The researcher undertakes to respect the privacy and anonymity of 

respondents and use the information obtained purely for the academic purpose intended and that 

no part of such information shall be divulged or made available to any other persons or purpose 

other than for academic purpose.  

 

DEMOGRAPHIC AND OTHER CHARACTERISTICS 

Date: ……………………                 Interviewee Number:    …………………………………..  
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1. How old are you?  

2. What is your Educational level? 

3. What is your position in this hospital? 

4. Are you a full time or part-time employee? 

5. How long have you been working here? 

6. What condition usually brings patients here? 

 

ATTRIBUTES OF THE FOLLOW- UP APPOINTMENT & VISIT SYSTEM 

Relative Advantage 

7. What advantages has the follow-up appointment system you use here has in terms of  

a. Financing      

b. Effectiveness  

c. Reminders  

 

Compatibility 

8. How does the system enhance taking care of elderly ones? 

9. What makes the system to or not to meet expectation of your patients? 

 

Complexity 

10. How flexible and easy to use is the system? 

11. Did it take you lot of time to get used to the system and in educating or guiding patients? 

Explain 

 

Trialability 

12. Would you describe the system as tried and tested? Explain 

13. Do you feel the system needs revision? Explain 

  

Communicativeness 

14. How does the system help you to maintain patient confidentiality? 

15. How does the system enhance employee patient communication? 
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VIEWS ON INNOVATION-DECISION PROCESS  

16. Do you think the patients have adequate knowledge of the system? Explain 

17. Do you think the patients have accepted the system? 

18. What are the patient’s attitude towards honoring their appointments? 

19. Does the current system enable you to make enough time with the patient? 

20. What are the reason for long waiting hours for patients and how has the system helped in 

reducing patient waiting time? 

 

ENABLERS AND BARRIERS 

21. What are some barriers of appointment scheduling, especially relating to patients adherence, 

patients and doctors time, availability of doctors among others? 

22 What are some in- house policies put in place that enables you to honor patient’s appointment? 

23. What guidelines are put in place for patient on appointment especially during first timers and 

follow-up appointment cases (Review)?  

24. Do patient honor they appointment and how does patient cancel or reschedule an appointment? 

25. Would you say the process of care and treatment, in terms of drugs, insurance and service 

delivery are adequate and leads to quality health outcome or improve patient health?  

26. Do you give room for patient’s choices to see a preferred doctor on his/her follow-up 

appointment? 
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APPENDIX III: INTERVIEW GUIDE FOR CLIENTS 

 

TOPIC: ASSESSMENT OF FOLLOW-UP APPOINTMENTS AND VISITS SYSTEM AT 

THE NEUROLOGY CLINIC OF KORLE-BU TEACHING HOSPITAL (KBTH): 

CLIENTS AND PROVIDERS PERSPECTIVES. 

 

Introduction: Follow-up appointment and visits are very important in the provision of the best 

health outcome for patients with specialized conditions such as neurological disorders. Meanwhile, 

keeping up with appointment are not always easy due to; time constraints, scheduling snags and 

transportation, clinic overcrowding, waiting time, availability of professional service providers, 

financial difficulty and family care issues or support and these can cause missed appointment 

during visits. Stakeholders in healthcare have therefore advocated for different innovative ways of 

increasing appointment attendance and mitigating the impact of missed appointments.  

 

Objective:  This study seeks to assess follow-up appointments and visits system at the neurology 

clinic of KBTH, from patients and health provider’s perspective. 

 

Risks and benefits: There are minimum or no risks if you take part in this study. There are also 

no incentives but the information you provide will help improve follow-up appointment system in 

the hospital.  

 

Right to refuse and withdrawal: Your consent to participate in this study is voluntary and you 

can withdraw from this study at any time. This interview is meant to data for the research which 

is purely for academic purpose The researcher undertakes to respect the privacy and anonymity of 

respondents and use the information obtained purely for the academic purpose intended and that 

no part of such information shall be divulged or made available to any other persons or purpose 

other than for academic purpose.  
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DEMOGRAPHIC AND OTHER CHARACTERISTICS 

Date: ……………………                 Interviewee Number:    …………………………………..  

1. How old are you?  

2. Area of residence? 

3. Marital Status?  

4. What condition brought you here? 

 

ATTRIBUTES OF THE FOLLOW- UP APPOINTMENT & VISIT SYSTEM 

Relative Advantage 

5. What advantages has the follow-up appointment system had on you, in terms of cost and 

reminder system? 

 

Compatibility 

6. Do you see the current system as user friendly and does it meets your expectation? 

 

Complexity 

7. How flexible and easy is the use of the system? 

 

Trialability 

8. In the process of continuous care or during your first visit, where you educated or guided on the 

procedures of appointment scheduling and cancellation? Explain 

9. Do you feel the system needs revision? Explain 

 

Communicativeness 

10. Do you think the system facilitates adequate provider-patient interaction? 

 

VIEWS ON INNOVATION-DECISION PROCESS  

11. Do you think providers provides you with adequate information of how the system works 

12. Do you think providers are able to convince you probably on the use of the system and will 

that influence you to accept the system? 
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ENABLERS AND BARRIERS 

13. What are some barriers or challenges you encounter during appointment scheduling and care 

delivery? 

14. Does health workers seek your consent on appointment scheduling? 

15. Does health workers give you the room to choice your preferred doctor during follow-up 

appointment? 

16. Does health providers seek your views regarding policies or guidelines for appointment 

scheduling, systems and the implementation process? 

17. What are your preferred means of appointment scheduling or systems during visits? 

18. What are some attributes or factors that encourages you to adhere during follow-up 

appointment (Enablers)? 

19. Would you say the process of care and treatment, in terms of drugs, insurance and service 

delivery are adequate and improves your overall health outcome? 

20. In general, what do you think should be improve or can be done to facilitate follow-up 

appointment scheduling system during visit? 
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APPENDIX IV: ETHICAL CLEARANCE  
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APPENDIX V: PHOTOGRAPHS OF HEALTCARE FACILITIES VISITED IN THIS 

STUDY 

 

 

 
Main waiting area for Surgical Department on Neurological clinic days.  

 

 
Waiting Area for Neuro- Medical Unit (Left) and The Information Desk of the Neuro-Unit, 

whiles record personnel booking clients for follow-up appointment (Right).  
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