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CHAPTER ONE
INTRODUCTION

Accidents, dangers and threats are universal problem. No one can avoid these problems from
his/her life. People often face some critical situation which can never be denied. Keeping in view
these realities, man is always concerned about his safety, security and protection. Sometimes
emergency arises in .sudden conditions: There may be danger to anybody’s life at home and may
require rescue efforts without loss of time. Some might be injured at road through accident. In
these situations people need fast rescue services to be provided to handle such difficulties.

1.1: Emergency and Disaster

According to World Health Organisation (2011a) an emergency is a critical situation, which arises
instantly and extra-ordinary measures are needed instead of normal ways to control the situation
and its negative effects on the victim. Emergencies happen mostly than disasters, instant and
proper actions are needed to control and handle these emergencies. Failure to control these
emergencies may result in a major disaster.

World Health Organisation defines ‘disaster’ as a condition when normal way of living is
disturbed and level of negative effects of the happened condition are beyond the capacity of
individual or community to control them. Disaster can be categorised as man-made and natural.
Natural disasters are fire in forests, floods, earthquake and hurricanes. Man-made disasters include,
war, nuclear accidents, mining accidents, release of chemical accidents and major road and air
crashes. In such type of emergency, many lives are affected at once. Disaster shakes many people
at once. It is a life threatening condition. It destroys the community at large scale. Post impacts of
disasters are also difficult for the societies to bear. Its affe::ts both the psychological and physical

condition of the persons (Norris et al., 2002).
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1.2: Types of Emergencies

1.2.1: Natural Disasters

In 2004 the United Nations Development Programme (UNDP) published a report which stated that
from 1980 to 2000 75% of the total population of the world is living in an area which is affected
by a natural disaster such as flood, earthquake, drought or cyclone at once. From the beginning of
19" century, the number of natural disasters are increasing. A massive increase has been happened
in 1960. According to United Nations International Strategy for Disaster Reduction (2009) that
there were 588 natural disasters occurred in the world in 1960. From 1970 to 2005, there were
5500 disasters happened in the world. In the future, natural disasters shall happen increasingly
both in numbers and severity (UNISDR, 2008). The number of affected people will also increase
because of increasing world population and urbanisation (Schulte & Chun, 2009). There were
91,963 people died in 2005 in natural disasters worldwide and 34% in Asia (UNISDR, 2009).
1.2.2: Man-made Disasters

The disasters that are caused by as a result of any human error is called man-made disasters.
Following are the man-made disasters.

1.2.2.1 Industrial and Fire Accidents

According to Centre for Disease Control and Prevention (2009), most of industrial accidents are
caused by igneous and fiery materials or building collapsed. In nuclear or chemical plants,
accidents are caused by the discharge of poisonous materials. When the discharge of these material
occur at large scale, too many workers and surrounding population will be affected by the accident.
It also affects the environment of the area where this accident happened. Any of human mistakes
and side-effects of natural disasters may cause the industrial accidents. For example blast at the

nuclear plant of Fukushima in Japan in 2011 was caused due to earthquake and tsunami in the area.
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“Most of the explosions in the coal mines are caused by the ignition of fire or poor use of systems.

Some might have caused due to movement of labour from one place to another, falling of walls or
rocks of the site area.

1.2.2.2 Road Accidents

According to a report of World Health Organization (2004) annually more than 1 million people
are died because of road accidents in the world. While 50 million get injured in road accidents
annually. According to an estimation more than 3000 persons die daily in road accidents daily in
the world. Road traffic is considered as most dangerous mean of transportation. From 2006 to
2011, the number of deaths decreased in Europe. Ninety seven percent deaths are caused by the
road accidents (Eurostat, 2008a, 2009). |

1.2.2.3 Transportation of Dangerous Materials

Fire, blast or release of poisonous substances can be caused by the transportation of hazardous
materials from one place to another. Transportation of dangerous goods by the pipelines can also
become the cause of major accidents. According to a report 4.1% of total transported goods
through road consists of dangerous material. Igneous liquid and gasses are two major forms of
goods that are transported by road (Eurostat, 2008a, 2009).

1.3: Types of Emergency Forces

1.3.1: Fire Service

The task including in the working domain of fire fighters are protecting and handling fire. They
work in major road traffic incidents, incidents of terrorism, natural and industrial disasters, where
specific technical assistance is needed to control the situation. Fire-Fighters mostly have training

of medical help in case of emergency (Deutscher, 2009). -
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1.3.2: Police Service

According to International Labour Organization (2009) that maintaining internal security of the
country and protection of public against criminal activities are the main tasks of police service. It
ensures the enforcement of law and civil order in the country.

1.3.3: Emergency Medical Service

The emergency health system consists of many types. Oné of the important among these is
Emergency Medical Service. It is a vital block in the building of emergency health system. Without
its inclusion, the system is paralysed. The main role of emergency health system is to deal with
various kinds of emergencies. It works in disasters, industrial incidents, road traffic accidents,
spread of infectious diseases, act of terrorisrri and other health related issues that required urgent
response for their solutions. It responds quickly to serve the community in case of emergencies
(Pan American Health Organization, 2003).

1.4: Prehospital Emergency Service

According to National Board of Health (2004) Prehospital Emergency Service (PES) consists of
trained emergency medical technicians and the medical treatment which they provide to the
patients at the place of emergency, during their transfer from place of emergency to the emergency
department of the hospital in case of emergency diseases or accidents. The aim of this is to provide
patients with best medical services instantly after the happening of the emergency. Its goal is to
make the patients’ condition as stable as possible. So that the patients can be shifted to the next
phase of health system in a better condition (Jonasson & Wallman 1999; Bang, 2002). It involves
the treatment of the patients, provision of medical care, shifting of seriously ill or victims of road
accidents from place of emergency to hospital. The initial component of this system is an

emergency call to the emergency dispatch centres of the ambulance (NBH, 2002).
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Assistants (AEA). They are trained for providing intravenous glucose and give nebulization in
case of asthma.

Rescue workers at third level are called Critical Care Assistants (CCA), their training
period is nine month and also called as paramedics. They treat patients in case of cardiovascular
and trauma with advance clinical skills. By their certification, the CCAs can administer a selected
range of pre-hospital medications and perform advanced airway management (MacFarlane ef al,
2005). EMTs having 4™ level of training complete a three year training session at post graduate
technical college and they are well trained to handle the emergency situation of any level.
(MacFarlane et al., 2005).

1.5.2: Hong Kong

In Hong Kong ambulances are dispatched from ambulance depots. Hong Kong pre hospital
emergency system consists of 30 ambulance depots. Since Hong Kong being the part of British
colonial system, ambulance service can be approached by dialling 999, it is a permanent number
for the entire masses of the Hong Kong in case of any emergency. Ambulances are well equipped
and have all the necessary articles to deal the emergency. Rescue team cbnsists of three members,
one of them is EMT with second level of clinical training. Motor bikes are also used in Hong Kong
for the assistance of ambulance in case of emergency for the quick response. For any mass
incidents or disaster, there are four mobile causality treatment centres in the country (Graham et
al., 2009).

1.5.3: China

Rapid growth in economic condition of the country gave rise to urbanization. Urbanization at large
scale causes high demand for advanced emergency medical services. In 1980, Ministry of Health

made many policies for the development of the pre hospital emergency service in the country.
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points, vital signs, patient assessment and physical examination, infectious diseases and
precautions, basic life support, cardio pulmonary resuscitation, haemorrhage and shock, oxygen
therapy, management of soft injuries to skull spine and chest, burns and environmental
emergencies and poisoning. The application of the ambulance equipment including automated
external defibrillator have beéen installed for rescuers to teach them practical handling of all
equipment. Fire rescuers, disaster responders and drivers are also imparted with basic medical
training for effective management of medical emergencies (Five Years Performance Report,
2009).

1.12.2: Fire Training

The training courses have been designed to laydown strong foundation for professional excellence
of fire rescuers. During the training enhancement of sound professional knowledge, practical skills
and pr’ofessiqna_l ethics are ensured. Emphasis is made on understanding of fire chemistry, fire
hazardous and prevention measures, causes and spread of fire, different types of fire, hazardous
materials, fire-fighting techniques, and above all practical skills involving the proper use of related
equipment, tools and personal protective equipment. The training methodology includes lectures,
practical training and video clips of fire incidents, scenario base fire drills, group discussions, case
studies and fire rescue movies (Five Years Performance Report, 2009).

1.12.3: Rescue Training

The specialized rescue training imparted to the rescuers include training of urban search and
rescue, road traffic accidents management, high angle rescue and confined space entry and rescue.
The training programme includes study of building construction, collapsed patterns and moving
heavy objects, emergency building shoring, stabilization and breaching to gain to access to trapped

victims. Rope rescue training provides rescuers with rope “self- rescue” skills and confidence to
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escape from blocked exits, scenario and safe descent to the ground (Five Years Performance
Report, 2009).

1.12.4: Water Rescue Training

Rescuers are imparted water rescue training to manage emergencies like flood, drowning in deep
well and rivers. Training contents include handling of specialized water rescue equipment,
swimming, approaches and strategies of water rescue, methodology of gaining access,
stabilization, preparation and transportation of drowned victims and reporting of the incident (Five
Years Performance Report, 2009).

1.13: Statement of the Problem

Emergency medical services (EMS) both pre-hospital and hospital have long been neglected in
Pakistan. Traditionally, patients have been brought to the emergency departments by relatives or
bystanders, or at most in rudimentary patient transport vehicles. Even in major ihcidents, no on-
site help or support has been available, and patients are often haphazardly collected and brought
to the nearest Emergency Department. Considering the importance of patients' gratification with
the services provided by Prehospital centre and also considering the fact that at the present time
an exact and accurate attention to the gratification aspects of emergency patients and their special
caring needs is felt at this stage between the domestic and foreign studies, the present study was
conducted with the goal of evaluating the gratification level of patients with the ambulance service
provided by the Punjab Emergency Service (Rescue 1122) in tehsil Chiniot.

1.14: Objectives of the Study

i.  To examine the patients’ perception about Rescue 1122 services in study area
ii.  To study the factors affecting patient’s gratification from Rescue 1122 services

iii.  To suggest some policy measures for the improvement of rescue 1122 services
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1.15: Research Questions of the study

i, What are the socio economic characteristics of most of the respondents who received
help from Punjab Emergency Service Rescue 11227
ii.  What type of emergency is mostly faced by the respondents?
iii.  What type of behaviour the respondents experienced from the rescue workers?

1.16: Hypotheses of the Study

i.  Lesser the time taken to respond an emergency higher will be the level of gratification of
the beneficiaries
ii.  Better the outlook of ambulance higher will be the level of gratification of the beneficiaries
iii.  More the positive behaviour of the rescue team in dealing with patients more will be level
of gratification of the beneficiaries
iv.  Higher level of efficiency of the service extended by the rescue 1122 higher will be the
level of gratification of the beneficiaries
v.  Higher level of professionalism of the rescue team, higher will be the level of gratification

of the beneficiaries
1.17: Significance of the Study

Pakistan is a developing country in the world with a struggling health-care infrastructure. Like
many other third world countries, emergency medical services both pre-hospital and hospital have
long been neglected in Pakistan. Everybody is in hurry now a days and hurry makes worry by
occurring accidents. So many incidents occur daily which some time cause even death. Especially
road accidents have become so often that now every state tries to overcome these issue. Human
being should take positive steps to decrease and cover these accidents. For this purpose, in Punjab,

Punjab Emergency Service Rescue 1122 is established that is rendering its services in a better way.
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education had been recognized as the total number of years of schooling completed by the
respondents. Education of the respondents was categorized as under;

i; Illiterate

ii.  Primary

in.  Middle

iv.  Matric

V. Intermediate
vi.  Graduation

vil. Master

1.18.3: Income:

Income is the sum of all the wages, salaries, profits, interests, payments, rents and other forms of
earnings received in a given period of time (Case & Fair, 2007). Monthly income of the
respondent's family was categorized as under;

» i.  Upto10,000
i.  10,001-20,000
iii.  20,001-30,000

1.18.4: Time

Hedges, 2003 expressed that time has been divided into three categories, i.e. initial response time,
time consumed on scene and time taken in shifting the patient from scene to hospital. In this study
time was taken as an important variable. Garney (1999) found that less'time taken by the staff ;[o
response an emergency has a positive relation with the level of gratification. Time has been
categorized in minutes as under;

Initial Response time,

i 17
i. 814
i, 15-21
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CPR, ECG tests, administration of pain relieving medications and other nursing procedures are
possible interventions. At the EMD-centre the PEC intervention is the emergency call and all that
it entails; a service that is given and feceived at the same time. There is a risk that mistakes can be
made in these situations. The PEC intervention and the quality of it can be life-saving. The right
intervention in Aa timely manner requires an optimally working PEC system. Uncertainties are
obstacles that can lead to incorrect interventions that put patient safety and lives at stake

Nantulya & Muli-Musiime (2001) revealed that individual road users are only responsible
of the RTAs according to traditional point of view. This view ignored many other factors that are
responsible of road crashes. According to this, it is considered still today that the 90% of road
crashes are caused by human careless behaviour while driving. The damaged roads and poor
designed vehicles are also responsible for road crashes. It is believed that the number of road
crashes could be decreased by creating awareness among the people about careful behaviour while
driving. According to this view the campaigns should be launched for propagating awareness about
careful driving.

Mohn (2002) expressed that because of increasing urbanization, number of RTAs in urban
areas are more than in rural areas. Accidents occur in rural areas caused severe injuries as
compared to those happen in urban areas. In urban areas due to heavy traffic rush, drivers usually
drive on slow speed. But in rural areas, drivers drive on high speed due to less traffic on the roads.
Accidents of rural areas have more effects on family of the victim as compared to urban areas.
Mock et al. (2004) found that lives of many patients of trauma, pregnancy could be saved by
providing quick and efficient pre hospital emergency services. In developing countries the
Prehospital services are mostly used by trauma patients. The main reason is that the injury accounts

the 16% of the total world disease. The major effects of injury is on the poor section of the society.
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44 years, and the rates for this age group are higher in low-income and middle-inéome countries.
In 2002, the death rate for male was 73% in road crashes. It was three times more than the female
death rate. It was estimated that out of 100000, 28 male and 11 female were expired in RTAs
respectively. Road traffic death rate is greater and higher in males as compared to females all over
the world.

Mayhew & Simpson (1990) described that the leading cause of death among youth
population of the world is road traffic injuries. Young have greater risk of RTAs than older people.
Lack of driving experience is the major cause of road traffic accidents among youth. Cerrelli
(1998) studied that young males have more chances of RTAs than young females. Less
experienced male drivers are involved more in RTAs than unexperienced female drivers. McLean
(1990) conducted a study to determine the injury risk among motorcyclists. It was found that the
injury risk among young drivers was high than old drivers. This was because of lack of experience.
Most of the young drivers faced injuries during their first year of motorcycles riding.

Haegi (2002) argued mostly the major injuries are caused by the RTAs. Road traffic
accidents is a major cause of deaths. By providing quick and efficient emergency medical services,
many lives could be saved. Zlatoper (1989) explained that the people of rural areas has to cover
long distance approaching to urban areas. Due to this long travelling distance the rural people are
at higher risk of road traffic accidents than urban people. Whitlock (2003) found that there is
relationship between RTAs and poverty. Poor people had greater risks of RTAs. According to his
study, driver belonging to poor families with low level of education had a higher risk of injuries.

LaFlamme (1998) also found the relationship between road crashes injuries and low level
of income. The number of injuries among the children of labourers was higher than the children

of the people having high level of income. This difference of injury is between 20 to 30%.
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Nantulya & Reich (2002) argued that socioeconomic factors such as education and income affect
the public choice to use the different means of transportation. Twenty seven percent people who
are illiterate most likely to travel on foot in Kenya, eight percent use their own cars for travelling,
while 55% use public transport such a buses or coasters. On the other side, 19% of people having
matriculation level of education use public transport and 81% use their own vehicles for travelling.
Bernard ef al. (2003) showed that RTAs have different effects on poor and low income
societies as compared to high income societies. Poor peoplé are treated harshly. Their role in policy
and decision making is very poor. Even in developed countries, children belonging to poor families
are at higher risk than the children of the elite families. Poor people become more victims of RTAs.
Nantulya & Reich (2002) expressed that the poor countfies of Africa and Eastern Mediterranean
regions of WHO have greater rate of road traffic deaths and injuries. More males than females are
expired in road traffic crashes all over the world. Even the residents of poor areas of high income
countries are at greater risk as compared to the people living in advanced areas of the country.
| Mock C.N. (2003) conducted a study to find the effects of RTAs on the employed people.
He found that 16% of the victim did not return to their jobs after the accident. 33% victims reported
feeling of restlessness in post-accident period. As a result of disability person becomes burden on
the family and friends. It affects the family both socially and economically. Andersson ef al.
(1997) conducted a study and found that the victims of RTAs showed mental problems in post-
accident period. These problems have been found in the victims even with minor injuries. Fifty
percent reported anxiety and restlessness during traveling after two years of accident. The pain,
fear of travelling and stomach problems are common among the victims.
Mohan (2002) argued that poor people have no proper access to the public health services

after the happening of RTA. In many low income countries, due to long period of medical care,
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time for approaching the ambulance at the scene. Every PES has set an average response time to
measure and evaluate the performance of the service. People and the administration of the service
expect from the rescue team to response every emergency within that prescribed average response
time. The timely response from these services minimizes the losses caused by the different kinds
of emergencies.

Pricel (2006) proved that one of the key elements of measuring the quality of the service
is the response time. But to achieve the target of the short response time, over speed is not allowed.
The lives of the ambulance crew could not be sacrificed for meeting the target of the average
response time. Bahrami ef al. (2011) argued that lives could be saved by quick and short response
time. But other factors such as unskilled crew and deficiency of the equipment may affect the
effectiveness of response time.

MacFarlane & Benn (2003) argued that there are many scales are used to measure the
performance of the PES in the globe. The most frequently used indicators for measuring the
performance level of the services include, time consumed from centre to scene, time taken by the
rescue team in shifting the patient from scene to hospital and gratification of the patients with the
behaviour and professional skill of the crew of the ambulance. Pricel (2006) argued that instead of
focusing on short response time, the rescue team should focus on the provision of quality medical
treatment to the patients. Quality medical treatment may prove vital and lifesaving for the patient.
If the short response time disturbs the medical treatment, then it will leave negative effects on the

health condition of the patient.
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Maio et al. (1999) argued that the patients’ satisfaction is very important tool for measuring the
performance of the PES throughout the world. The satisfaction is described as the fulfilment of the
needs and demand of the patients themselves and their families. Spaite ef al. (2001) said that the
needs of the patients are urgently met by the services, then they show high level of satisfaction
from the services. If the patients are highly satisfied with a service, then the service is frequently
used by the community members. According to National Health Performance Committee (2000)
the patients and the families of them have many expectations with the services. These includes
availability of the ambulance 24/7, low cost or free of cost, quick response, well trained and
educated rescue team and well maintained and well equipped ambulances. If most of these

expectations of the clients are met by the service, then they will be highly satisfied.

O’Meara (2001) argued that in case of studying the level of satisfaction of the patients, the
expectations of the patients either met or not have very much importance. McKinley (2002) studied
to determine the level of satisfaction of the patients with the ambulance service in different cities
of Australia. The results of the study showed that the satisfaction level among the user of the
service was very high i.e. 90% as compared to the non-users of the service. The results of the study
are very positive and supportive for the rescue workers. These results can be used to build a
friendly environment between rescue services and the community. French (2006) studied that the
patients and the spouses are dependent on the PEC personnel and are in a situation where there is
arisk for errors especially when uncertainties can be involved. Meetings that are based on dignity,
respect and a caring attitude will have a better level of communication. A good meeting between
different actors will increase satisfaction. Sharifi er a/ (2012) found that majority of the

beneficiary’s i.e. 37.3% of the Prehospital service in Iran were between age group of 15-30 years,
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There are several factors which can influence the patient satisfaction; the most important of which
are: the time waiting for ambulance, respectful behaviour toward patients, patient involvement in
decision making and getting feedback from their visits, follow-up treatments, confidentiality, and
effective patient-provider relationships and so on. But sometimes because patients do not know

their rights (asymmetric information), patients’ problems are ignored and medical standards are

~

not met (Qidwai ef al., 2003).

In 2005, Qidwai er al. (2005) surveyed 100 patients who were mostly young, married and
highly educated. The results showed that they were mostly dissatisfied with the long waiting time
and the inadequate skill of emergency room staff. Besides, patients had more expectations from
the clinical staff to be treated with dignity and respect. Accordingly, it is important to survey
patients’ expectations from emergency medical services. The results of the study about measuring
impressive factors on patient satisfaction from patients’ view point demonstrated that equipment
and facilities 68%, human resources 68%, physical environment of hospitals 66%, and managerial

factors %47 are the most influential key factors of their satisfaction.

The findings of Billings & Kolton (1999) revealed that 37% of patients criticized the way
medical services were delivered to them and 30% of other patients were dissatisfied because
medical St;lff did not show respectful manner toward them. However, 34% of the patients
complained about contacting issues and 6% were not satisfied with the follow-up program. In a
study done by (Bernard ef al., 2007) on patient satisfaction from EMS system, the patients who

were surveyed via telephone, were 99.5% satisfied with emergency medical services system in

USA (847 patients out of 851), while 3 patients believed EMS system.
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CHAPTER THREE

RESEARCH METHODOLOGY

Methodology defined as procedures, materials and methods used by the researcher to complete the
process of data collection, analysis and interpretation (Nachmias & Nachmias, 1992). The
scientific method is a logic process (Merton, 1957). The major objective of this chapter is to
explain various tools and techniques employed for collection, analysis and interpretation of the
data, relating to present problem under investigation.

3.1 Research Design

The research design is a logical sequence that links the empirical data to answer research questions
It is an action plan or blueprint for an empirical research study and includes the main ideas of the
study like research method, sample, tools and procedures adopted for collecting and analysing
information or data (Churchill, 1995; Nachmias & Nachmias, 1996, Gay, 1996).

A research design is a framework or blue print for conducting the research projects. It
depicts the measures necessary for obtaining the information needed to construct and solve
research problems (Malhotra, 2004). The quantitative research design was used to conduct this
study. In a quantitative research design a set of a small number of structured questions are
administered to a large number of respondents (Cresswell, 2003) and the data thus collected be
statistically compared and contrasted. Moreover the findings are clear and exact which have broad
generalizability (Aaker ef al., 19995).

3.2 Universe of the Study
The universe is commonly defined as the totality of everything that exists (WBI, 2010). The

universe of the present study was Tehsil Chiniot of District Chiniot, Punjab.
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The estimated sample size for this study was 340

By applying systematic sampling technique, the interval had been taken.

. N
!
Interval (I) =
n
2300
Interval (1) =
340

First respondent was selected by applying simple random technique among first 7 respondents.

Remaining respondents were selected by adding sampling interval of 7 until the completion of the

sample size.

|
'i}" 3.5 Tool for Data Collection

The most important-art of statistical work is data collection. The data were collected by the
researcher himself in a face to face situation. All the respondents were interviewed personally.
3.6 Interview Schedule

The interview schedule is considered as an appropriate tool for collecting requisite information. It
was constructed in English language for academic purpose. But the questions were asked in Urdu
and Punjabi according to the situation in order to get maximum information. However the
translation was done very carefully so that the actual meaning of the question might not get lost.
The interview schedule was consisted of both open and close ended questions.

3.7 Pre-testing

To determine the effectiveness of interview schedule, it is necessary to pre-test it before actually

using it. Pretesting can help to determine the strengths and weaknesses of survey concerning
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Conceptual Framework

¢

Background variables

l
2 {

Area of residence
Age

Gender
Education

Occupation

income

Axa

(1

T

Independent variables

o Vehicle
External
Appearance
Internal
Cleanliness
Equipment
available
Comfort of ride
Feeling of Safety
Professionalism
Trained to handle
the patient
Medical
treatment
Explanation of
actions
Driving
Behaviour of
staff
Politeness
Friendliness
Helpfulness
Attentiveness
Efficiency of
Service
Availability at all
Time
Response on
Initial Call
Response Time to
an Emergency

Time taken to
transfer victim to
Hospital

:

Dependent variable

§

Patients’

gratification
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CHAPTER FOUR

RESULTS AND DISCUSSION

4.1: Univariate Analysis
It is a method for analysing data on single variable. In Univariate analysis, each variable in any
data set'is explored separately

Table 4.1.1: Distribution of the respondents according to their gender and area of
residence

Gender of the respondents

S. No “Characteristics ‘ Fréquency Percentage
i Male 238 70.0
il Female 102 30.0
Total 340 100.0

Area of residence of the respondelits

i Urban 110 - 324
]

ii Rural 230 67.6

Total 340 100.0

Table 4.1.1 shows the gender and area of residence of the respondents. It shows that both male and
female were included in the study. Majority of the respondents (70%) were male, and almost one
third of the respondents (30%) were female. It clearly shows that male are more beneficiaries of
the Punjab Emergency Service Rescue 1122 as compared to females. The table also shows the area
of residence of the respondents. The present study was conducted in Tehsil Chiniot. Tehsil Chiniot

consists of both urban and rural areas. Major portion of the population of Tehsil Chiniot lives in
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the rural areas. The table depicts that majority of the respondents (67.6%) belonged to rural area.
Whereas slightly less than one third of the total respondents (32.4%) belonged to urban area. The
table shows that the rural people were using this service more as compared to urban people.
Because rural areas are deprived of basic health facilities. So people use this service to approach
the health facilities available in urban areas. |

Table 4.1.2: Distribution of the respondents according to their age and marital status

Age of the respondents

S. No Characteristics Frequency T Percentage
i 16-30 | 193 56.8
ii 31-45 95 279
i 46-60 52 153
Total 340 T 100.0
Mean 32.91 Std. Deviation 0.742

Marital status of the respondents

i Single 116 T 34.1

i Married 212 62.4

i widowed 12 3.5
Total 340 1000

Table 4.1.2 presents the age and marital status of the respondents, The age is an important indicator
of the present study. It determines the age at which people become more victims of the diseases
and road traffic accidents. The table presents the age of the people in completed years at the time

of the interview. It shows that majority of the respondents (56.8%) who were using the service
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belonged to the age group 16-30 years, 27.9 % belonged to the age group 31-45 years and, only
15.3% belonged to the age group of 46-60 years. The mean age of the respondents was 32.91 and
Std. Deviation was 0.742. The minimum age of the respondents was 16 years and maximum was
60 years. The table depicts that the youth uses Punjab Emergency Service Rescue 1122 more
frequently as compared to the older people. The reason is that the youth has more awareness about
the benefits of the service because the Community Wing of the Punjab Emergency Service Rescue
1122 visits educational institutions to create awareness and give information about the service.
The table also presents the distribution of the respondents according to their marital status. It shows
that more than half of the respondents (62.4%) were married, which are slightly more than one
third of the total respondents (34.1%) were single and only 3.5% were widowed.

Table 4.1.3: Distribution of the respondents according to their family type

Family type of the respondents
S. No Characteristics Frequency Percentage
i Nuclear 172 50.6
i Joint 70 T 206
i Extended 98 ] 288
Total 340 100.0

Table 4.1.3 shows different patterns of the family. Due to industrialization people are moving to
nuclear family system. The present study also confirmed this changing trend of the family system.
The table shows that the half of the respondents (50.6) belonged to nuclear family system, 20.6%
were living in joint family system and slightly more than one fourth (28.8%) of the total

respondents were living in extended family system.
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Table 4.1.6: Distribution of the respondents according to their monthly income

Income of the respondents in Rupees
S. No Characteristics Frequency ‘ Percentége
i Up to 10000 | 74 33.9
i 10001-20000 | 134 615
ifi 20001-30000 10 46
Total ) 218 100.0
Mean 13637.61 Std. Deviation 0.548

Table 4.1.6 reveals that majority of the respondents (61.5%) had monthly income between 10001-
20000. Slightly more than one third of the total respondents (33.9%) had income up to 10000. And
remaining 4.6% had income between 20001- 30000. According to previous table 4.1.5 respondents
were mostly belonged to the labour class, which is the reason of the low level of income of the
respondents. The mean income of the respondents was 13637.65 which is less than the monthly
income of a labourer 15000 fixed by the government of the Pakistan. The Std. Deviation was 0.548.

Minimum and maximum income of the respondents was 9000 and 30000 respectively.
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Table 4.1.7: Distribution of the respondents regarding, what were they doing at the time
of emergency and the type of emergency

S. No Characteristics Frequency Percentage
i Working at _ work 29 8.5
place
ii Working athome 22 N 6.5
W Travelling 255 75
iv Rest 34 10
Total 340 ~100.0

Type of emergency

i Medical 71 209
ii " | Road traffic accident 255 75
iii Cylinder explosion 9 2.6
iv Fall from height 5 1.5
Total 340 ) 100.0

Table 4.1.7 shows that 8.5 % of the respondents were working at work place at the time of
emergency, 6.5% were working at home when they faced the emergency, while majority of the
respondents (75%) were travelling when an emergency happened to them. Ten percent were taking
rest at the time of the emergency. Bolen et al., (1997) explained that out of all the things and-
systems to which people have to interact on daily basis, means of transportation are more
complicated and threatening. The table depicts that almost one fifth of the total respondents
(20.9%) faced medical emergency. Majority (75%) of the respondents faced road traffic accidents.

The table shows that 75% of the respondents faced the emergency while they were travelling.
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Table 4.1.10: Distribution of the respondents who faced road traffic accidents according

to their gender, area of residence and age

Gender of the respondents

S. No Characteristics Frequencif Percentage
i Male 194 76.07
i Female 61 23.93
Total 255 100.00
Area of residence of the reSpondents
1 Urban 67 26.27
ii Rural 188 73.73
Total 255 100.00
Age of the respondents
i 16-30 153 60
ii 31-45 75 29.41
i 46-60 27 10.59
Total 255 100.00

Table 4.1.10 shows that majority (76.07%) of the respondents who became the victims of the road

traffic accidents were males, and slightly less than one third (23.93%) of the respondents were

females. Cerrelli (1998) found that males have more chances of road traffic accidents than females.

The table also depicts that slightly more than one third (26.27%) of the victims of RTAs belonged

to urban areas, while majority (73.73%) belonged to rural areas. Zlatoper (1989) explained that the

people of rural areas has to cover long distance approaching to urban areas. Due to this long

travelling distance the rural people are at higher risk of road traffic accidents than urban people.
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The table presents the distribution of victims of road traffic accidents according to their age. It

shows that most of the respondents (60%) were belonged to age group of 16-30 years, 29.41% of

the respondents were between age of 31-45 years and only 10.59% of the respondents were 46-60

years old. McLean et al. 1990 conducted a study to determine the RTAs risks among people. It

was found that the RTAs risk among young drivers was high than old drivers.

Table 4.1.11: Distribution of the road traffic accidents according to time of happening

S. No Characteristics | Frequency Percentage
i 08:00-11:59 AM 81 31.8
i 12:00-03:59 PM 103 404
i 04:00-07:59 PM 56 22.0
iv 08:00-11:59 PM 15 5.8
Total 255 100.0

Table 4.1.11 reveals that 31.8% of the Road Traffic Accidents happened at the time between 08:00-

11:59 AM. Most (40.4%) of the RTAs happened between 12:00-03:59 PM, while 22% of RTAs

happened between 04:00-07:59 PM. Only 5.9 were occurred between 08:00-11:59 PM. The table

clearly depicts that most (72.2%) of road traffic accidents happened in the rush hours of the day.
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Table 4.1.12: Distribution of the respondents according to type of vehicle of the victim,
and vehicle that hit the victim in road traffic accident

Vehicle of the victim

S. No Characteristics Frequency Percentage
i Bicycle 3 1.2
i Motorcyclé 230 ' 90.2
fii Rickshaw 15 59
v Car 7 2.7
Total 255 100.0

Type of vehicle hit the victim

i Bicycle | 2 8

ii Motorcycle 82 32.2
il Rickshaw 94 36.9
v Car - I5) 16.5
\% Truck ‘ g 3.1
vi Bus 14 5.5
vii Tractor 13 5.3

Total 255 100.00

Table 4.1.12 reveals the type of vehicle of the victim and the vehicle that hit the victim. High
majority (90.2%) of the respondents replied that they were riding on the motorcycles, at the time
of the road traffic accident. In 1.2%, 5.95 and 2.7% road traffic accidents, the vehicle of the victims
were bicycles, motorcycles and rickshaw respectively. The table also depicts about the types of

vehicles that hit the victim. Most (36.9%) of the vehicles that hit the victim was motorcycle.
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Slightly less than one third (32.2%) were rickshaw, 16.5% were cars, while Bicycles, truck, bus

and tractor were .8%, 3.1%, 5.5% and 5.3% involved in RTAs respectively.

Table 4.1.13: Distribution of the respondents regarding type of injury

S. No Characteristics Frequency Percentage

i Head 41 15.2

ii Spinal 4 1.5

il Fracture 112 41.6

v Abdominal 2 0.7

v Burn 10 3.7

vi Cut 100 37.2
Total 269 100.0

Table 4.1.13 shows that 15.2% and 1.5% of the respondents received head and spinal injury
respectively. Most (41.6%) of the respondents had fracture, while 0.7% and 3.7% of the

respondents had abdominal and burn injuries respectively, and 37.2% of the respondents had.cut.
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Table 4.1.14: Distribution of the respondents regarding place of emergency and who
made call to rescue service

Place of emergency
S. No Characteristics Frequency Percentage
i At home 56 16.5
ii At public place 255 75
i At work place 29 | 85
“Total | 255 100.0
Caller
i Yourself 3 0.9
i By passer 136 400
iii By stander 201 59.1
Total | 255 100.00

Table 4.1.14 shows 16.5% of the respondents were at home, when they faced the emergency. Most
(55%) of the respondents were at public place at the time of emergency, while 8.5% were at work
place during working hours when they faced emergency. The table also shows that 0.9% of the
respondents called by themselves to the Punjab Emergency Service Rescue 1122 at the time of
emergency and told about the situation. Forty percent of the respondents replied that someone who
was there at the time of emergency made call for them. Most (59.1%) of the respondents said
someone who was standing nearby them at the time of emergency called to the service about their

emergency condition.
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Time is considered as an important indicator of patients’ gratification from the Prehospital
emergency services. Minimum response time enhances the patients’ satisfaction from the service.
Table 4.1.16 depicts majority (86.8%) of the respondents replied that the ambulance had reached
at the scene within seven minutes. The average response time of the Punjab Emergency Service is
seven minutes. The results of the study also confirms that service is successful in maintaining its
average response time. Ten percent respondents who received an ambulance between 8-14
minutes, and 3.2% responded that ambulance reached at the spot between 15-21 minutes. The
mean response time was 4.52 minutes and Std. Deviation was 3.362. The minimum response time
was 2 minutes and maximum was 21 minutes.

Table 4.1.17: Distribution of the respondents regarding information to their relative
about emergency from Rescue workers

Inférmation to relatives
S. No Ch’aracieriétics VA Frequency Percentage
i Brother . 84 24.7
i Cousin 9 " 26
i Friend 55 16.2
iv None 192 56.5
Total : 340 | 100

Table 4.1.17 reveals results regarding to the relatives of the victims about emergency situation.
The table shows almost one fourth (24.7%) of the respondents said that the resclie team informed
their brother about the emergency condition, 2.6% emergencies were informed to the cousins of
the patient, while 16.2% of the respondents told that the rescue team informed their friends about

their emergency condition. Most (56.5%) replied that none was informed about their condition by
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Table 4.1.20: Distribution of the respondents according to attention provided by
rescue team

Attention to needs of patients

i To great extent 338 99.4
i To some extent 2 0.6
“Total 340 100.0

Table 4.1.20 shows that in almost all (99.4%) cases the patients received attention of the rescue
team to great extent and in 0.6 cases the patients said that rescue paid attention to their needs to
some extent.

Table 4.1.21: Distribution of the respondents according to comfort of journey

S. No Characteristics Frequency ' Percentage
i | | To great extent . 310 91‘.2
i To some extent 30 8.8
Total 340 100.0

Table 4.1.21 shows that majority (91.2%) of the respondents reported their journey to hospital as

comfortable to great extent, 8.8% told that their journey to hospital as comfortable to some extent.
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Table 4.1.22: Distribution of the respondents according to time from scene to hospital and
waiting time for doctor in hospital

S. No Characteristics Frequency Percehtage
Time consumed from s;ene fo hospital in minutes
i 1-7 296 87.1
i 8-14 29 85
iii 15-21 15 4.4
Total 340 100
Mean 4.732 Std. Deviation 0.482
Waiting time for doctor in hospitz;l in minutes
i 13 285 838
i 4-6 55 16.2
Total 3 100.0
Mean 1.955 Std. Deviation 0.368

Table 4.1.22 depicts the information about time consumed by the rescue team approaching to
hospital from the scene of incident. It shows that majority (87.1%) of the respondents shifted from
scene to hospital by the rescue team between 1-7 minutes, 8.5% of the respondents were transferred
between 8-14 minutes to hospital, and while 4.4% respondents told that time consumed by rescue
team from scene to hospital was between 15-21 minutes. The mean time of shifting the patient to
the hospital was 4.732 and Std. Deviation was 0.482. The minimum and maximum time of shifting
was 1 and 20 minutes respectively. The table also shows waiting time for the doctor. It shows that

majority (83.8%) of the patients had to wait for a doctor in the emergency department of the
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hospital for 1-3 minutes, while 16.2% cases patients waited for a doctor for 4-6 minutes. The mean

time was 1.955 and Std. Deviation was 0.368.

Table 4.1.23: Distribution of the respondents according to treatment in the hospital

S. No VCl’iaracteristics 7 Frequency Percentage
i To gfc;ét extent 303 89.1
ii To some extent 37 10.9
Total 340 100.0

Table 4.1.23 shows that majority (89.1%) of the respondents told that their treatment in the hospital

by the doctor was satisfactory to great extent. The treatment of only 10.9% of the respondents was

satisfactory to some extent.

Table 4.1.24: Distribution of the respondents according to their hospitalization time and

vehicle of shifting from hospital to home

Time of hospitalization in hours

S. No Characteristics Frequency ‘P_ercentage

i 1-3 298 87.6

i 4-6 D) 124
Total 340 100.0

Mean 1.95 Std. Deviation 0.329
Vehicle used for shiftingﬂ from hospital to home

i Taxi 58 17.1

i ["Own vehicle 282 7829
Total 340 100.0
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Table 4.1.24 shows that majority (87.6%) of the respondents remained for 1-3 hours in the hospital.

And only 12.4% admitted for the time of 4-6 hours in the hospital. The mean time of hospitalization

was 1.95 hours and Std. Deviation was 0.329. The minimum and maximum time of the

hospitalization was 1 and 6 hours respectively. The table also shows that 17.1% of the respondents

used taxi to go to their homes after discharge from the hospital, while majority (82.9%) had their

own vehicles for going home from hospital.

Table 4.1.25: Distribution of the respondents according to their views about the

ambulance
S. | Characteristics Good Very good Total Mean Std.
No Deviation
i | External 12.4%(&2) | 87.6%(289) | 100%(340) | 4.876 0329
appearance
ii | Hygienic 12.9%(44) | 87.1%(296) | 100%(340) | 4.870 0336
condition
iii | Stretcher 12.9%(44) | 87.1%(296) | 100%(340) | 4.870 0336
iv | Comfort of ride | 14.1%(48) | 85.9%(292) | 100%(340) | 4.858 0.348
v | Equipment 12.9%(44) | 87.1%(296) | 100%(340) | 4.870 0336
Vi | Feeling of safety | 11.8%(40) | 88.2%(300) | 100%(340) | 4.882 0.322

Table 4.1.25 shows that 12.4% of the respondents rated the external appearance of the ambulance

good, majority (87.6%) of the respondents replied that the external appearance of the ambulance

as very good, only 12.9% of the respondents said that the hygienic condition of the ambulance was

good, while 87.1% rated the internal hygienic condition of the ambulance as very good. According

to 12.9% of the respondents the condition of the stretcher in the ambulance was good, while
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Table 4.1.30: Distribution of the respondents according to their level of gratification from
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ambulance, professionalism and behaviour of the rescue team

S. | Characteristics High Very high Total Mean Std.
3 No Deviation
i | Ambulance 11.5%(39) | 88.5%(301) | 100%(340) 4.885 0.319
ii | Professionalism 11.5%(39) | 88.5%(301) | 100%(340) 4.885 0.319
iii | Behavior 15.3%(52) | 84.7%(288) | 100%(340) 4.847 0.360
Table 4.1.30 shows that only 11.5% of the respondents showed high level of gratification from the

ambulance. Majority (88.5%) of the respondents revealed very high level of gratification to the
ambulance. There were 11.5% of the respondents who had high level of gratification from the

professionalism of the rescue team and majority (88.5%) of the respondents showed very high

Vi -

level of satisfaction from thé professionalism of the rescue team. There were 15.3% of the
respondents who expressed their high level of the satisfaction with behaviour of the rescue team
and majority (84.7%) had very high level of satisfaction from the behaviour of the rescue team,

during the time of the émergency faced by the respondents.
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Hypothesis 4: Relationship between behaviour of the rescue team and gratification of the
patients

Null hypothesis: There is no relationship between behaviour of the rescue team and gratification

of the patients
Alternative hypothesis:. There is a relationship between behaviour of the rescue team and
patients’ gratification

Tabled.3.4: Relationship between behaviour of the rescue team and gratification of the
patients

Variables C_ofrelation | P-Value

Behavior of the rescue team & 'patients’ gratiﬁcéfion 0.81** 0.000

Note:r;"*P<0.017

Table 4.3.4 reveals that there is a strong positivg (r = 0.81**) relationship between behaviour of

the rescue team and the gratification of the patients. The result of correlational analysis shows that

the null hypothesis is rejected and alternative hypothesis is accepted.

Hypothesis 5: Relationship between professionalism of the rescue team and gratification of
the patients

Null hypothesis: There is no relationship between professionalism of the rescue team and

gratification of the patients

Alternative hypothesis: There is a relationship between professionalism of the rescue team and

patients’ gratification

Table 4.3.5: Relationship between professionalism of the rescue team and gratification of
the patients

Variables Correlation P-Value

professionalism of the rescue team and pétients’ gratification 0.90% 0.000

™

Note: **P<0.01
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Table 4.3.5 shows that there is a strong positive (r = 0.90**) relationship between professionalism
of the rescue team and the patients’ gratification. The result of correlational analysis shows that

the null hypothesis is rejected and alternative hypothesis is accepted.
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CHAPTER FIVE

FINDINGS, CONCLUSION AND RECOMMENDATIONS

After applying the statistics, and interpreting the results of analysis, the major findings of the

study are following:

5.1 FINDINGS

Majority (70%) of the respondents included in the study were male.

Most (67.6%) of the respondents belonggd to rural area.

More than half 56.8% of the respondents belonged to age group 16-30 years.

A great number of the respondents (62.4%) were married.

Almost (50.6%) of the respondents were living in nuclear family system

Less than half (45.3%) of the respondents were illiterate.

Almost one fourth (24.4%) of the respondents were unskilled labourers.

Majority (61.5%) of the respondents had income between 10001-20000 rupees.
Majority (75%) of the respondents faced the emergency, while they were travelling.

Two third (75%) of the respondents became the victims of the road traffic accidents.

Almost one fifth (20.9%) of the respondents faced medical emergency.

There were 35.2% of the respondents had severe pain in the body.

More than half (54.92%) of the respondents who faced medical emergency were females.
Most (56.33%) of the respondents who faced medical emergency belonged to urban area.
Majority (76.07%) of the respondents who became the victims of the road traffic
accidents were males.

A great number (73.73%) of the respondents who faced road traffic accidents were from

rural area.
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Sixty percent of the respondents belonged to age group 16-30 years in RTAs.

Most (40.4%) of the road traffic accidents happened between 12:00-03:59 PM.
Majority (90.2%) of the victims of the TRAs were riding on motorcycles.

More than one third (36.9%) of tfle respondents who faced RTAs hit with rickshaw (a
three wheelers vehicle).

Most (41.6%) of the victims of RTAs had fracture.

Two third (75%) of the respondents were at public place, when they faced the emergency.
In 40% cases by passers called to the Punjab Emergency Service Rescue 1122.

In majority (86.8%) of the emergencies ambulance reached on scene between 1-7
minutes.

In more than half ,,(5 6.5%) cases the rescue team did not inform to any of the familiar
person of the patient.

Slightly less than half (47.9%) of the respondents received medical treatment on scene
within 6-10 minutes. |

All 100% respondents received medical treatment on scene.

Majority (85.3%) of the respondents said the way they were transferred into ambulance
by the rescue team was appropriate to great extent.

A great number (90%) of the respondents said that to great extent they explained by the
rescue team about their transfer to hospital.

All 100% respondents received medical treatment during their journey in the ambulance.
All 100% of the respbndents sai(i that the rescue team treated them with care.

Almost all (99.4%) of the respondents received attention by the rescue team to great

extent.
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Majority (91.2%) of the respondents felt comfort in ambulance during their journey to
hospital to great extent.

Majority (87.1%) of the respondents were shifted from scene to hospital between 1-7
minutes.

Most (83.8%) of the respondents had to wait for doctor in the hospital for 1-3 minutes.
Majority (89.1) of the respondents said that the treatment in the hospital was effective to
great extent.

A great number (87.6%) of the patients remained in the hospital for 1-3 hours.

Majority (82.9%) of the respondents used their own vehicle to go back to home from
hospital. |

5.2: Conclusion

It is concluded from the study that male and people of the rural areas are main beneficiaries
of the Punjab Emergency Service Rescue 1122 in Tehsil Chiniot. People belonging to age
group of 16-30 mostly use the service mostly in the cases of emergencies. The study
investigated that most of the users of the service were the victims of the Road Traffic
Accidents as compared to the medical patients. The study showed that the victims of RTAs
were mostly male and young. It is revealed by the study that the in case of emergency
someone else called for the victims instead of victims themselves. The main aim of the
Prehospital medical service is quick response to the emergency. Present study showed that
in most of the emergency cases the ambulance approached at the scene within seven
minutes. But in very few cases of emergency in the rural areas the ambulance spent more
than 10 minutes due to long distance. The rescue team treated the victims both at scene and

during their journey from scene to the hospital to stabilize their condition.
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The rescue team treated the patients with care and paid attention to the needs of the patients
very well. The study showed that treatment of the patients in the hospital was very good
and patients remained in the hospital for a short time. The results of the study showed that
the patients’ gratification was strongly attached with quality of ambulance, behaviour and
professionalism of the rescue team and the efficiency of the service. It is concluaed from
the present study that majority of the patients showed a very high level of gratification with
quality of ambulance, behaviour and professionalism of the rescue team and efficiency of
the service. The response time is a key element for gratification of the patients. It is
investigated by the study that patients’ showed very high level of gratification with
response time, because in majority of the cases the rescue team reached at the scene of
emergency within seven minutes.

5.3: Recommendations

In the light of the findings and conclusion of the current study, following suggestion are
recommended

The establishment of the substation near the rural areas may decrease the response time for
emergencies happening in rural areas.

By launching a campaign for creating awareness among people about following the traffic
rules may decrease road traffic accidents.

By informing people about the availability of the ambulance in case of medical

emergencies may increase its use for medical patients,
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APPENDIX
INTERVIEW SCHEDULE
“USE OF PUNJAB EMERGENCY SERVICE (RESCUE 1122) FOR THE PATIENTS:
STUDY OF GRATIFICATION”

PERSONAL
1. Gender of the respondent? (i) Male (i) Female
What is your area of residence? (i) Urban (ii) Rural

What is your age? (In complete years)

What is your marital status? (i) Single (ii) Married (iii) Widowed (iv) Divorced
What type of family you are living in? (i) Nuclear  (ii) Joint  (iii) Extended

AN i

What is your level of educational qualification?

0 11 2 |3 |4 [5 6 [7 [8 [9 [10][11 1213 14|15 ]16 |16+

7. What is your occupafibn?
(i) Government service (ii) Private service (iii) Self-employed (iv) Farmer (v) Skilled
labourer (vi) Unskilled labourer (vii) Driver (viii) Student (ix) Housewife (x) Any
other (please specify):

8. What is your monthly income? (In Rupees)

EMERGENCY =

9. What were you doing when you faced the emergency?

(i) Working at work place (ii) Working at home (iii) Travelling (iv) Rest
(v) Any other (Please specify)
10. What type of emergency did you face?

(i) Medical (ii) Road traffic accident (iii) Fire at work place (iv) Fire at home
(v) Building collapsed (vi) Criminal incident (vii) Drowning (viii) Bomb blast

(ix) Cylinder explosion (x) Fall from height (xi) Any other (please specify)

11. What type of medical emergency did you face? (Please specify)
12. What was the time, when the road traffic accident happened?
(i) 12:00-3:59AM (ii)04:00-7:59AM (iii) 08:00-11:59AM (iv) 12:00-03:59PM
(v) 04:00-07:59PM (vi) 08:59- 11:59PM

13. Which was the vehicle of the victim? (i) Bicycle (ii) Motorcycle (iii) Rickshaw (iv) Car
(v) Bus (vi) Truck (vii) Tractor (viii) Any other (please specify)
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31. Did driver of ambulance use siren while driving? (i) Yes (ii) No
32. Was your journey from scene to hospital comfortable?
(1) To great extent (i1) To some extent (iii) Not at all

33. How much time was consumed from scene to hospital? (In minutes)

HOSPITALIZATION

34. How long did you wait to be seen by a doctor in the hospital? (In minutes)

35. How effectively did doctor treat you in the hospital?
(i) To great extent (i) To some extent (ii1) Not at all

36. How much time did you remain in the hospital?

37. How did you get home from the hospital? (i) Ambulance (ii) Taxi (iii) Own Vehicle.
(iv) Any other (please specify)

38. Ambulance

How would you rate the following statements about the quality of ambulance?

(Very poor 1, Poor 2, Average 3, Good 4, Very good 5)

Statement Very . Poor | Average | Good | Very
, - poor , good
i External appearance of the ambulance 1 2 3 4 5
1| Internal hygienic condition of the ambulance 1 2 3 4 5
iiif Condition of stretcher in the ambulance 1 2 3 45— 5
iv| Comfort of ride in the ambulance 1 2 3 4 5
v| Adequacy of the equipment in the ambulance 1 2 3 4 5
vil Your feelings of safety in the ambulance 1 2 3 4 5
39. Efficiency of the service: Please explain how the efficiency of service was?
Statement Very Poor | Average | Good | Very
poor good
i| To what extent ambulance arrived in timely 1 2 3 4 5
_| manner
iif Speed of admittance from scene to 1 -2 3 4 5
hospital by rescue team , _ ,
iii| Degree to which availability of ambulance all the 1 2 3 4 5
time
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