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Abstract

Prehospital Emergency Service 1s an important part of Emergency Health System U1s playving
a key role for improving the health sysiem n the world [he key clement of measunng the
quality ol Prchospital Fmergency Senvices 1s patients’ graufication This study was conducted
10 imvestigate the patients” grauficanon from the Ambulance Service of Punjab Emergency
Senvice Rescue (1122) 1in Tehwil Chiniot, Punjab A sample of 340 patients conscious at the time
of emergency was taken by applymg systemauc sampling technique Interiew schedule was
used for the collection of data The data was analyzed by applying percentage and corrclation
tests It was found that 70% respondents were male There were 67 7% belonged to rural arca
Most of (36 8%) of the respondents belonged to age group 16-30 vears Majority (75%) of the
respondents were the victims of the road traffic accidents There were 88 390 ot the respondents
showed very hugh level of graufication from ambulance and behaviour of staff respectively
Maority (84 5%) of the respondents revealed vers high level of gratitication trom
professionalism ot the rescue leam Two third (75%) of the respondents who show ed very high
level of gratification from the efficiency of service There were 94 790 of the respondents who
showed very high level of preterence 1o reuse seryvice 1n future 1n case of emergencies The
lowest level of graufication was with efficiency of service and highest was with the behaviour
ot the rescue team 1t was found that there was strong negatine relationship between response
time and the grauficauon of the patients

Key Words: Prehospital I-mergency Service. Paticnts” gratification
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CHAPTER ONE

INTRODUCTION

Accidents. dangers and threats are unnversal problem No one can av o1d these problems from
his’her life People often face some critical situation which can never be denied Keeping in view
these reahities. man 1s always concerned about his safety. securnty and protection Sometimes
emergency arises 1 sudden conditions There may be danger to anybody's hfe at home and may
require rescue efforts without loss of ime Some mught be inyured at road through accident In
these situations people need fast rescue services Lo be provided to handle such difficultics
1.1: Emergency and Disaster
According to World Health Orgamsation (201 1a) an emergency 15 2 critical situation, which arises
instantly and extra-ordinary measures are necded 1nstead of normal ways to control the situation
and 1ts negative cffects on the vicum 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 mayor disaster

W orld Health Orgamsation defines “disaster” as a condiuon when normal way of hiving 1s
disturbed and level of negatine cffects of the happencd condiuion are bevond the capacity of
indis 1dual or community to control them Disaster can be categonsed as man-made and natural
Natural disasters are fire 1n forests, floods. earthquake and hurricancs 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 ines are affected at once Disaster shakes many people
at once [t1s a hie threaterung condiion [t destroys the community at large scale Post impacts ot
disasters are also difficult for the societies to bear Its affects both the psy chological and physical

condition of the persons (Norris ef af . 2002)



1.2: Types of Emergencics

1.2.1: Natural Disasters

In 2004 the United Nations Devclopment Programme (UNDP) published a report which stated that
trom 1980 to 2000 75%0 of the total population of the world 1s living 1n an area which 1s affected
by a natural disaster such as flood. ecarthquake. drought or cyclone at once From the beginning ot
19" century. the number of natural disasters are increasing A massis ¢ increase has been happencd
m 1960 According to Umted Nations Intemmational Strategy for Disaster Reduction (2009} that
there were 588 natural disasters occurred m the world in 1960 From 1870 10 2005, there were
5500 disasters happencd in the world In the future. natural disasters shall happen increasingly
hoth m numbers and seventy (UNISDR, 2008) The number of affected people will also increase
because of 1ncreasing world population and urbanisation (Schulte & Chun, 2009) There were
91.963 people died in 2005 1n 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 1s 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 industnal accidents are
caused by 1gneous and fiery matenais or building collapsed In nuclear or chemical plants.
accidents are caused by the discharge of poisonous materials When the discharge of these matenial
occur at large scale, 100 many workers and surrounding population will be affected by the accident
It also affects the enyironment of the area where this accident happened Any of human mistakes
and side-cffects of natural disasters may cause the industrial accidents 1or example blast at the

nuclear plant of Fukushima m Japan in 2011 was caused due to earthquake and tsunami in the arca



Most of the explosions in the coal mines are caused by the ignition of fire or poor use of systems
Some might have caused duc to movement of labour from one place to another, falling of walls or
rochs of the sit¢ area

1.2.2.2 Road Accidents

According to a report of World Health Orgamzation (2004) annually more than 1 million peopie
are died because of road accidents m the world While 50 milhon get injured 1n road accidents
annually According to an estimation more than 3000 persons die daily 1n road aceidents daily 1n
the world Road traffic 1s considered as most dangerous mean of transportation From 2006 to
701 1. the number of deaths decreased in Europe Ninety seven percent deaths are caused by the
road accidents (Curostat, 2008a. 2009)

1.2.2.3 Transportation of Dangerous Matcnals

Pire. blast or release of poisonous substances can be caused by the transportation of hazardous
matenials from one place 1o another Transportation of dangerous goods by the pipelines can also
become the cause of major accidents  According lo a report 4 19 of total transported goods
through road consists of dangerous material Igneous hquid and gasses arc 1wo 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 handhing fire They
work (n major road traffic tncidents. incidents of terrorism, natural and industrial disasters, where
specific technical assistance 1s needed 10 control the situation Fire-Fighters mostly have training

ot medical help 1n case ot emergency (Deutscher, 2009)



1.3.2: Police Service

According to Internationa) Labour Organization (2009) that maintaining internal security of the
country and protection of public against criminal activities are the main tashs of pohice service 1t
ensures the enforcement of law and civil order in the country

1.3.3: Emergency Medical Service

The emergency health sysiem consists of many types One of the important among these 18
|.mergency Mcdical Service ftisavital block 1n the building of emergency health system W ithout
1ts melusion, the system 1s paralysed The mam role of emergency health system 15 to deal with
various hinds of emergencies 1t works in disasters. industnial mneidents. road traffic accidents
wpread of infectious diseases. act of terrorism and other health related 1ssues that required urgent
response for their solutions It responds quickly to serve the community n casc of emergencics
(Pan .Amenican Health Organization. 2003)

1.4: Prehospital Emergency Service

According to National Board of 1{ealth (2004) Prehospital | mergency Service (PES) consisis ot
tramed emergency medical techmcians and the medical treatment which they provide to the
patients at the place of emergency durmg their transfer from place of emergency 10 the emergency
department of the hospital in case of emergency diseases or accidents The aim of this 1s 1o provide
patients with best medical services mstantly after the happemng of the cmergency Its goal 15 10
make the patients’ condition as stable as possible So that the patients can be shitied to the next
phase of health system 1n a better condition (Jonasson & Wallman 1999 Bang. 2002) ltinvolves
the treatment of the patients. provision of medical care shifting of serously 1ll or victims of road
accidents from place of emergency to hospital The initial component of this system s an

emergency call to the emergency dispatch centres of the ambulance (NIBH. 2002)



Prchospital emergency service 18 playing a key role n making communities safe. sccure and
healthy throughout the world 1t cmphasises on the preventive measures and community awarencss
about the health related problems The provision of the Prehospital mergency Service 1s the basic
human right of the citizens of any country Ttmakes the public health sy stem effective and efticient
Its goal 1s the provision of medical service in all hinds of emergencies To maintain an efficient
and effective response to deal disasters and emergencies at domestic and intemational level, the
principle of presention and preparedness Is an important factor (Iang & Kellen. 2007)

1.4.1: Historical Review of Prehospital Emergency Care

During the period of revolution in France first orgamsed system for the transportation of severely
imjured and serously 1l patients was introduced First person who developed this system was
Baron Jean Larrey (1766-1842) lle formulated a plan for the quick shifung of mnjured and 1ll
soldiers from combating zoncs to the medical centres duning battles by using mobile umits known
as ambulances yolantes (W iklund 1987, Skandalakis ef uf . 2006) He tormulated a system to trcat
the injured soldiers by trained medical personnel This system played a kev role 1n decreasing
deaths among injured soldiers The injured soldiers were treated according to their medical
emergency and nature of injury (Shandalakis ef al 2006)

In 1910. first auto ambulance sen ice was started 1n Stockholm (Wiklund. 1987) The first
Swedish motor-dnyen ambulance was introduced 1n Stockholm Tl 1950. civihian population ot
the country was deprived from this service Only 1 muilitary setting the progress was made n
emergency medical sersices (Ponzer e al . 2004) Fire brigade department was responsible for the
prosision of ambulance service to the 1ll and mjured patients (Wiklund. 1987) The emergency
personnel were traned 1n chrucal skills. dmving and maintenance ol the vchicles (Jonasson &

Wallman. 1999) In 1950. the mprovements n first aid were made by the mtroduction of



anaesthesiology By the provision of cardio-pulmonary treatment and intravenous. made the
trcatment out of the hospital more effective and uscful for the health of the patients (Sefring &
Weidringer, 1991) A new slogan was introduced “provision of care durning the shifting, not
shifting for the care™ (Wiklund. 1987) In 1960. the treatment of the patients during the
lransportation {rom scene to hospital was started { Suserud. [998)
1.5: An Overview of Prehospital Medical Services in the World
1.5.1: South Africa
Fire departments are responsible for the provision of pre hospitai Emergency Medical Services In
South Atrica In 1977 all the provincial gosernments were responsible for giving FMS 1o pecople
of the country In this period. there was no EMS 1n many cities specially the rural areas of the
country Traiming centres for medical staff were properly established 1n 1994 Federal government
provides funds to the provinces to run the EMS 1n the country Due to lack of funds and
mirastructure rural arcas of the country are not properly being sened by the service
Government provides free sen ice o poor (MacFarlane er o/ 2005) To avail the EMS 1n
case of emergency 10177 1s calling number or 112 for the mobile phone users Till 2005. there
was no proper training programme for the call taker and dispatchers There were specific method
used for dispatching the ambulance by using software at call centres
Lmergency Medical lechnicians with four different level of traming work in South Africa
Iirst level of CMI's have two months of training called Basic Ambulance Assistants (BAA). who
give Basic Life Support (BLS) services to the patients They are tramned for performmg Cardiac
Pulmonanry Resuscitation. basic trauma treatment on the scene or dunng the travelling in the

ambulance Second level of EMTSs are trained {or three months are called Ambulance Emergences



Assistants (AEA) They are trained for providing intrasenous glucose and give nebulization n
case of asthma

Rescue workers at third level are called Critical Care Assistants (CCA), their traimng
period is mine month and also called as paramedics They treat patients in casc of cardiovascular
and trauma with advance clinical skills By their certification. the CCAs can admimister a sclected
range of pre-hospital medications and perform advanced airway management (MacFarlane er af
2005) 1 MTs having 3% level of traiming complete a threc year traming session at post graduate
technical college and they are well trained to handle the emergency situauon of any level
(MacFarlane er af . 2005)
1.5.2: Hong Kong
In Hong Kong ambulances are dispaiched from ambulance depots Hong Kong pre hospital
cmergency system consisis of 30 ambulance depots Since Hong Kong being the part of British
colomal system, ambulance service can be approached by dialing 999. 1t1s 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 aruicles to deal the emergency Rescue team consists of three members.
one of thern 1s EMT with second level of chrucal traiming Motor bikes are also used 1n Hong Kong
for the assistance ol ambulance in case of emergency lor the quick response For any mass
incidents or disaster. there are four mobile causality treatment centres 1n the country (Graham er
af . 2009)
1.5.3: China
Rapd growth in economic condition of the country gave nse 10 urbamization Urbanization at large
scale causes high demand for advanced emergency medical services [n 1980 Mimstry of Health

made many policies for the dexvclopment of the pre hospital emergency service mn the country



With the help and coordination of local healthcare system. the central government made an
emergency medical service system lor the provision of seryices in case of emergency 1o the public
| o make the system efficient, 1t has been din 1ded into further three wings. pre-hospital emergency
sem ice. emergency departments and the intensie care units (n the hosprtals Prehospital care and
ambulance service are the major components of lhe pre-hospital emergency services Provincial
and city bureaus of Public Health are responsible for the provision of funds to run these services
Due to local funding system for the provision of pre-hospital emergency services. most of the rural
areas of the country have not capacity to provide services according to the Chinese regulatory
«tandards The local system of funding causes lack of funds for the construction of centres and
provision of equipment (Hung et ol . 2009)

Most of the patients pay charges for recerving emergency treatment and ambuldance service
One fourth of the urban citizens of the country recenve these services tree of cost due to their
medical msurance policy (Hung et al . 2009) There1s 120 emergency diathing number to approach
Pre-hospital emergency services in China. but 1in most of the rural arcas and smaller cities. this
system 1s not available Calls at 120 are attended by a regional centre. who forward request 1o a
ncarby ambulance dispatch centre 1n the area (Hung et af . 2009)

There are two types of the ambulances in metropolitan citics First type of ambulance 15
used for the panents 1n enitical condition, which has advance medical equipment and monitoring
system to give proper treatment in the ambulance Second type 1s a gencral ambulance only used
to transfer the pauent from scene 1o hospial Two ways radio system 1s used to keep

communication between ambulance and dispatch centre (Hung er al | 2009)



1.5.4: Germany

In 19" ¢century emergency medical services were started in Germany Tmually Johann Friednch
von Esmarch’s programme was siarted to educate people 1n first aid In Berlin, a pre-hospital EMS
was established by Lmst von Bergmann in late 19" centurs In first four decades of the 20" centun
the EMS was used only for the transfernng patients from scenc 10 hospital The country was
divided 1n to two parts after World War I11n to Eastand West Germany In East Germany a trauma
patient was brought 10 hospital by a” Rapid Help™ 1n 1960 After 1966 10 handle both medical and
trauma patients the "Urgent Medical Help™ was established in the couniny [t was renamed as the
“Raptd Medical Help™ system in 1976 The directors were appointed 1n the area having population
more than cighty thousand to run the system efficientls 1n the Last Germany (Roessler & Zusan
2006)

In 1957 Clinomobil was estabhshed by Karl Heinrich Bauer in West Germany It started
work as mobile operating room, but this was very expensine A similar system was created by
Vicktor Hoffmann which worked only for the patients with hife threatening injuries and needed
mstantly medical help Rules and procedures were made lor the working of EMS n 1974
Standards for traiming were created by the goyernment n 1989 East and West (ermany were
reunified 1n 1990, during this period, most of the EMS practices ot East Germany werc replaced
by those were in W est Germany (Roessler & Zuzan, 2006)

Local towns and municipaliies are responsible tor providing EMS Lach federal state has
its own laws to govern FMS Response ume of the ambulance 1s maximum 15 minutes Fmergency
dialling numberas 1127 There are 320 ambulance dispatch centre in Germany (Roessler & Zuzan.
2006) In case of an emergency. which needs a physician on the scenc there are two wavs for the

transportation of the physician These are Rendezyvous and stationany In rendezs ous the physician



uses a rchicle specified for the quick response having important supplics to approach the
ambulance on the scene In this system physician does not move with the patients trom scenc 10
hospital In the stationary sysiem., the physician moies in the ambulance from dispatch centre to
wcene and then from scene to hospital (Roessler & Zuzan. 2006)

According to level of traiming EMTs are divided 1n to three categornies These categorics
are * Rettungshelfer” “Retungssanitater * and ~Rettungsassistent” Rettungshelfer recenve 10 days
traning of the cmergency medicine and they do not work durning emergency transportation
Rettungssanitater are trained for 10 days both in hospital and ambulance In 1989 Rettungassistent.
was (ntroduced o serve in the emergency situation They have onc month training both in hospital
and ambulance Rescue team consists of one Rettungssanitater and one Retiungsassistent
Provision of mirasyenous medicine 1s done by emergency physician instead of EM1 In case of
non-atailabihity of physician the EM I's are responsible for the provision of intrasenous medicine
(Roessler & Zuzan, 2006)

1.5.5: England

In United Kingdom Fmergency Medical Services can be approached throughout the country by
dialling *112° or 999  There are 38 National Health Service ambulance stations n the country
I mergeney call 1s recenved at one of these centres and after confirmation of the patient location.
an ambulance 15 dispatched to approach the patient (Black & Davies 1999) For approaching the
cmergency place. two kinds of vehicles are used 1n the country One of these 1s ambulance There
are 1wo rescue workers in cach ambulance to handle the emergency situation The other 15 motor
bikes which are also known as rapid response vehicles Only one paramedic or ambulance

rechnician travels with this vehicle

10



I hese vehicles are mostly used 1n a situation. where roads are congested or at long distance 1n case
of rural areas To avoid the late response to an emergency these are yvcry uscful Two types of
I-MTs work 1n the UK One 1s ambulance technician and other is paramedic After completing the
one vear diploma and passing the examinauon the ambulance techmeian 1is allowed to work
independently Paramedic receise training for two months about many medical and trauma
emergencies They are also trained 1n advance cardiac care They also participate in practical work
for 6 months to receis e certificate (Black &Davies. 1999)
1.5.6: Canada
in Canada Emergency Medical Services function under the umbrella of Canada Health Act Itis
motnated by Unnersal Health Insurance Plan also known as Medicare There are many models
of EMS dehvery operates in Canada These models are supported by provincially. regionally and
municipally funding Some [.MS models work independently Many of them run cither by fire
department or hospitals These services are av anlable in the whole country and can be accessed by
dialling emergency number “911° Mostly EMS are pubhcally supported

A foew of them are controlled by public-private partnership The old models of
classification of rescue workers based on level 1. 11, and 11 are changed by the Canadian Medical
Association Now the new level of rescue workers according to their training are Jaunched such as
Primary Care Paramedic (PCD), Advance Care Paramedic (ACP) and Criucal Care Paramedic
(CCP) TI'he basic imvasive processes and blood glucose monitoring are im¢luded 1n the traiming of
PCPs They also haic knowledge about a small number of medicauon Deep study about injurics
and other diseases are included 1n the training of ACPs The CCP are well tramned level of rescue

workers They haye traiming about recording electrocardiogram (E.CGs) They are also capable of

11



interpreting laboratory test results and -ray results of various fractures such as chest, back and
spmal etc (Symons & Shuster 2004)

1.5.7: United States of America

A umon mulitary Surgeon General Jonatha |¢tterman successfully launched first system of treating
and shifing of inyured soldiers during the war Very soon after the successful implementauon of
military launched system. the civibian sector also siepped forw ard and launched 1ts own emergency
service In 1865 the first ¢invil ambulance by a pnivate hospital of Cincinat Duning the World
War [ {WW]) and (WWII) militann T MS made very positive progress  The first medical technician
traiming programme was started by the SAM bank The first aid course for medical technician was
developed by JD Farmgion There were two systems of EMS in the U'S A during the 1960 One
of them was consisted on paramedics The other was especially introduced for heart atiack patsents,
including a physician and nurses By National Academy of Science a paper discussing the
deficiencies of EMS was published In this paper 24 points are presented o improve the EMS in
1973, the U S govermnment paid special attention for the imprevement of FMS Heavy budget of
milhions of dollars was resenved for the training, equipment and research in the field of EMS Both
government and private sectors are worhing in the field of EMS (Pozner v af  2004)

Most of the times. a municipally service with a private partner runs a small pre-hospital
service In U S A police and fire-fighters work as first responder to an emergency The EMS 1n the
US A can be accessed by dialling 911 In rural arcas of the countrn the service can be
approached by vanious other numbers There are five level or steps for the education and training
of emergency medical technician These are first responder, the basic EMT, intermediate EMT,
the paramedics and the Prehospital care provider First responder provides basic first aid and

wound managemenlt treatment They are also tramed 10 handle cardicpulmonary resuscitation.
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fracture and other wyuries caused by any accident Their trainimg duration is 2-3 months
Identification of level of cmergency. provision of oxygen and transfer {rom scene to hospital are
done by basic emergency medical technician The provision of mtravenous medicine and
intubation are done by the intermediate medical technician (Pozner ef af ,2004)
1.5.8: Iran
In Iran, EMS delnery 1s free of charge The systems of Prehospital medical emergency or
emergency 115 are divided into two groups Franco-German and Americo-England [n the Franco-
German system. equipment and facihities arc taken to the scene of the accident, and a physician
attends to the patient in the ambulance In the Amernico-England system (Iran system during the
early days). trained technicians provide care for the patient at the scene of the accident and then
transfer the patient to a well-equipped medical centre

Al the present ime, the medical emergency used m Iran 1s a blend of the two above-
mentioned systems In some cases, a physician may be present at the scene of the accident and
provide care for the patient in cooperation with the medical emergency technicians but. 1n other
cases, the physician may remain at the communicalion centre while technicians at the scene of the
accident provide care for the patient based on thesr consultations with the physician Established
standards call for a response time of less than eight minutes in citics and less than 15 minulcs n
.uburban areas for 80% of the cases. and this standard has been met everywhere in the country
except lor Tehran city (Nasiri, 2008)

Dunng the last few years. many activitics have been implemenied that have resulted
improving medical emergency transfers in Iran Some of them arc using Sprinter 314 ambulances.
encouraging medical emergency techmcians to obtain a degree from the jumior college of

anaesthesia or 4 bachelor’s degree 1n nursing We can also add the usc of helicopters to transport
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seriously injured patients, providing continuous medical education programs for ambulance
technicians and physicians, creating additional emergency bases and stations. and utilizing modemn
cquipment in the ambulances to the above hist Tor transfermng injured persons and patients to
emergency medical centres 1n disasters 5% of all ambulances, including ambulances that support
medical universittes' emergency 115 operations have been equipped with Mobile Intensive Care
Units (MICUs) (Basheer University of Medical Sciences, 2009

The ambulances in Iran are cither A-tvpe ambulances, type B (mostly) or C All medical
unnversities have the advanced B type ambulances which are the ambulances equipped with Life
Support In all, there are 42 emergency 115 centres in the country, and each one 1s equipped etther
with B-type ambulances or C-type ambulances (Lquipped with Advanced hfe Support} The so
called A-type ambulances are only used lo transfer patients who are not having a medical
emergency  Private ambulance services centres can transfer ordmary patients based on medical
universities” health deputy’s agreements and rules

These centres are not allowed to proyide drugs, medical equipment, or nurses Also. there
are | 0 helicopters available for transporting emergency patients Tehran. which has the most active
helicopter services, has a helicopter which operates and pros1des ser 1ces for patients in the Tehran
suburban roads and highways wherc the helicopter can land and take off during daylight hours
The equipment of these helicopters 1s the same as the equipment in the ambulances

The majority of Iran's helicopters are mulitary helicopters utilized tor both organizational
measures and transferring medical emergency patients These are not medical helicopters, but they
have medical emergency equipment Therefore. although they are efficient and cffective, they
cannot be classified as ambulances tHowever some efforts are being made to provide medicopters

to fu!ltil needs (Ghafar. 2006)
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1.5.9: India

Dhal 108 1s a free ambulance service provided 1n public-private partnership with respecuve state
governments for medical. police. and fire emergencies Dial 1298 1s simular to 108 1n 1ts operational
aspects, the only difference 1s that 1298 1s a paid service while 108 1s free A toll-free 1081298
call 1s received by a communications officer who collects and records all facts regarding the
emergency The information 1s then transterred to the dispatch ofticer who identifies the closest
Global Posstioning Sy stem-enabled ambulance to the scene of emergency and gives nstructions
tor dispatch of the ambulance (Ramanwam & Aschhenasy, 2007)

Medical cmergencies such as fracture lever. and syncope are responded 1o by Basic Life
Support (BLS) ambulances, emergencies such as cardiac arrest. seizures. snake bite
unconsciousness. burns, and pregnancy -related emergencies are usually managed by an Adyanced
[ 1fe Support (ALS) ambulance (Ambulance Service Project 108) In some cases, the caller 1s
placed 1n a conference call with an emergency medical technician (LMT), or a physician in the
Lmergency Response Centre (ERC) who supports EM s when required  Prehospital care
records are maintained. and include detarls of drugs and disposables consumed The time or receipl
ot call time of arrival at the site. and ume of hospital arnival s captured erther manually or
automatically 1n a log register or dispatch software The medical equipment on board for a BLS
ambulance 15 an oxiygen ¢yvhinder blood pressure apparatus. and a stethoscope For ALS
ambulances 1n addiion to the abore equpment. there 1s a defibriliator-monitor.
electrocardiogram. syringe pump. pulse oximeler resuscitation kit suction machine. and nebulizer
{Malhotra er al , 2003)

Centralized Accident and Trauma Services (CATS) 1s funded by the Delhi govermnment

and was concerved in 1984 with plans of expansion throughout the country Pilot operations were
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Jtarted 1n 1991 but the services have not et become fully operational The government 1 planning
10 run CATS on a public private partnership mode! (lithe 108) Centralized Accident and Trauma
Services recenves calls from the toll free numbers ~*102'" and * 1099 ** Additionally, first
responders (on motorcycles) are expected to be part of the CATS ambulance model (Centralized
Accident and Trauma Services. 2014)

1.6: Major Ambulance Services in Pakistan

1.6.1: Edhi Ambulance Service

Edhi foundation was established m 1951 by Abdu Sattar Fdhi It 15 a one of best social welfare
providers across the world Tt 1s playing 1S role 1 diversitied fields It 1s saving the hves of
thousands of new-born babies by placing the Cradles Centres outside ol Edhi Centres, fostering
the abandoned babies and children. free nurturing to disabled and handicapped people. {ree caring
and feeding of women and elderly people free supporting of ailing people by providing free
medication and medicine through 11s mobile dispensares. hospnals and diabetic centres First and
the most 1mportant among 1ts SETVICES, IS ambulance service This service can be accessed by
dialling 115 Edhi [and Ambulance Service was imtially started by including a second hand
Hillman Pickup Truch and that was refurbished into the first ambulance. thereby coing “Poor
Patient Ambulance” Now of the siaty years, the Edln ambulance has reached to the stage of largest
fleet of ambulances m the world, thereby providing with a tantalizing number of ambulances such
as 1800 vehucles. all over our country — Pakistan Edhi Air Ambulance Service have 2 aircrafts
and 1 helicopter to provide relief and assistance during the natural disasters, with a view to provide
airlilt services to the stranded or those who are injured to immediately shift to the nearby hospital,

during any expected natural debacle (www Edht org pk)
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1.6.2: Chippa Ambulance Service

Chippa Welfare Association was started by Dr Muhammad Ramzan Chippa m 2007 |he service
can be approached by dialling 1020 Presently his welfare organization has a big fleet of Chippa
ambulances, spread over Chippa ambulance emergency centres 1n prominent places, on various
roundabouts and near Government 1 lospstals across Karachi eity for prosiding immedsate help and
assistance to the needy. sick, suffering people and emergency pauents while the responding time
1s within 05 minutes Chhipa Ambulances are always on the alert and ready to meet any emergency
situation In frequent road accidents, sudden disaster, heat stroke, bomb blast, finng stamped

heavy rain, train collision, butlding and bridge collapse, unexpected event and emergency. his
Chhipa Ambulances equipped with first-aid box. oxygen cylinder and paramedics hurnedly rush
and always reach the spots first 1o rescue the suftering people and for providing them immediate
help Normally Chiupa Ambulances day and mght 24 hours remain engaged on roads cvery day in
hitng and shiftng the seriously wounded, accidentally injured, needy. sick, burnt out and cut off
\iclims, emergency patients, partially decomposed bodics and dead bodies to hospitals & medical
centres In atlempis to save the valuable lives The Rescue Team of his Chinpa Ambulance daily

«aves a number of precious human Iives (www chippa org ph)
1.7: History of Punjab Emergency Service Rescue 1122

In 2004 the government of Punjab launched the Rescue 1122 pilot project from the proy incial
capital of the Punjab, Lahore. with the mim of providing professional pre-hospital emergency
modern and organized services for the urban citizens of the province Punjab Emergency Service
Rescue 1122 1s the first successiully implemented model of skilled Emergency Service n Pakistan
I hus department works through an emergency toll free number, | 122, which can be easily accessed

through landline and mobile phones After the success of the Rescue 1122 pilot project. the service
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has been expanded 1o all 36 districts of Pumjab and 15 now being adopted by other provinces of

Pakistan as well

1.8: Punjab Emergency Service ACT, 2006

Punjab Emergency Scrvice Act. 2006 was unanimously passed by the Punjab Assembly to
establish the Pumjab Lmergency Service for professional management of emergencics by
maintaining a state of preparedness to deal with emergencies, prot 1ding timely response, Rescue
and emergency medical treatment to the persons affected by emergencies The Punjab Emergency
Counctl and District Lmergency Boards were also consttuted for prevention. effective
management of emergencies and mitigation of hazards enduring public safety

1.9: Punjab Emergency Service Rescue 1122 in District Chiniot

District Chiniot 15 situated immediately North West of the Chenab River, The city 1s well
connected by road to the major cities Lahore (160 Km), Faisalabad (30 Km), Sargodha (58 Km}
and Jhang (86 km) It consists of three tehsils Chiniot, Bhowana and Lalian The population of
district Chuniot 1s 1156.000 with an area of 2,643 km* Chiniot1s the largest tehsil of the distnet
Its population 1s 522,000 The population of urban and rural areas of tehsil Chimot 1s 259,000 and
263.000 respecinely Punjab Emergency Service Rescue 1122 was started 1n district Chiniot on
17 October, 2012 There 1s only one centre 1n the district situated 1n Chinot city It 13 working
under District Fmergency Officer There are 155 rescue workers are providing emergency Services
m the district along with four ambulances. two fire vehicles, one rescue vehicle and onc water

bowser
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1.10: Services of Punjab Emergency Service Rescue 1122

Punjab Emergency Service Rescue 1122 provides four magor types of senices

1. Ambulance Service
ii. Rescue Service
iil. Fire Service

iv. Community Safety

1.10.1: Ambulance Service

I'his 1s the most important function of Rescue 1122 as over 97°0 cmergency calls arc related to
Fmergency Ambulance Service The Service has so far rescued millions of victims of road traftic
crashes. medical emergencies and disasters while mamntaining an aserage response ime of 7
minutes and standards 1n all Districts & Tehsils of Punjab The Punjab Emergency Service (Rescue
1122) was mitially started as an Fmergency Ambulance Service on 14th October 2004 as a pilot
project from Lahore Afler the success of this pilot project, Emergency Ambulance Service was
established 1n 12 major cities of Punjab and subsequently m all Districts of the Punjab province
with a population of over 80 muilion In spite of the fact that Rescue & Iire Services were also
established subsequently, over 97° emergency calls are still related to Emergency Ambulance
Service The main beneficianes of this Sersice have been the victims of road traffic accidents

whom carlier people were afraid to help due to medico-legat reasons

It was for the first time that emergency medical technicians were tramed for this emergency
ambulance service and emergency ambulances of international standards were manutactured 1n
Pakistan |his traimng and indigenous fabrication of ambulances made the project cost elfective

and sustanable resultng in success of Rescue 1122 As most of the beneficianes of this Service
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mclude young bread-winners of the society hence 1t has had a favourable socio-economi¢ impact

(Five Ycars Performance Report. 2009)

1.10.2: Rescue Service

The main functions of Rescue teams include urban search & rescue in collapsed structures. rescue
from depth & confined spaces or height and water rescue These rescue teams have also been
providing Animal Rescue as no other specialized animal rescuc teams arc available 1n the Districts
In short the Rescue team m order to [acilitate the public responds to all rescue calls apart from
medical emergencies or fire incidents The Rescuc teams have been proy 1ded with Rescue vehicles
equipped with essential rescue equipment In all Dhstricts for quick response (Five Years

Performance Report. 2009)

1.10.3: Fire Service

After failure of repeated attempts to tmprove and modernize the existing municipal fire brigades.
Rescue 1122 also accepted challenge of establishing first modern Fire Service in Pakistan The
estabhishment of this modem fire service would not have been possible without the support from
Strathclyde Fire & Rescue Serice of Scotland, United Kingdom which trained the [irst batch of
otficers Subsequently. as a result of the twinning agreement between L.ahore and Glasgow Cities
a Memorandum of Understanding (MoU) for collaboration was also signed between Strathclyde
Firc & Rescue Service and Punjab Emergency Service The first trained modern Fire Scrvice was
established on pilot basis from Lahore 1n June, 2007, which was subsequently replicated 1n all
Districts of Punjab In short span of ume. the Rescue 1122 Fire Services working in all Districts

of Punjab have responded to thousands of fire calls and saved lives & losses worth hithons rupees

20



by providing timcly response and professional fire-fighting on modern lines (Five Ycars

Performance Report. 2009)

1.10.4: Community Safefy

Rescue 1122 1s not just providing the emergency victums with the basic right to timely emergency
care but believes i “saving lives and changing minds™ This s vividly reflected n the mussion
statermnent of the Service which 1s “development of Safer Communines through establishment of
an effective sysiem for emergency preparedness. response and prevention In order to cstablish
safer communities. Rescue 1122 1s implemenung the Community Safety Program which includes
capacity building of community emergency response teams. school safety program. trammng of
citizens in life saving skills and collaboration with Chamber of Commerce & Industnies for fire

and work safety (Five Ycars Performance Report. 2009)

1.11: Emergency Service Academy

In order to ensure sustanable human resource dexclopment Emergency Service Academy has been
established Although academy was started with imited resources in April 2006 The sustainability
of this traiming process was great challenge and 1o meet this challenge ali faculty members ol the
academy went through a process of nternational cerufication by USAID programme for
enhancement of cmergency response This traiming was mstrumented for achieying mstructor's
certificauon for tramer of the academy to conduct Medical first responder and Collapsed Structure
Search and Rescue (CSSR) courses

Al present academy 1s mamnly conducting a four months rescue course which includes

emergency medical, rescue fire and physical fitness training followed by one month traming 1n
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emergency departments of the teaching hospitals The academy also conducts speciahzed courses
like Medical first responder, Collapsed structure scarch and rescue, training for instructors, several
hort courses and refresher courses for the career development of the rescuers and tramning for
personnel from other provinees tncluding Sindh and KPK The service has so far tramed 6112
TUSCURTS
1.12: Training Procedure of Rescuers
The reason behind the success of the senvice has been the quality of training imparted to rescuers
on modern lines for first in Pakistan The training of newly recruited staff was great challenge as
there was no emergency staff in the emergency departments of teaching hospitals or m existing
emergency scrices like fire, and rescue services New rescue stail recruited and trained to provide
swift response rescue and emergency medical treatment to the victims

Ihe theoretical traning and simulations are designed by Dr Rizwan Nascer. Project
Director Punjab Emergency service which has been internationally monitored by foreign trainers
from Asian Disaster Preparedness Centre and Instructors trom Austrahia for quahity assurance
Rescuers are also mmparted rescue and physical traiming to ensure therr physical fitness and
discipline The specialised CPR traiung 18 practised repeatedly on manikins and rescuers and
finally sent to emetgency departments of teaching hospitals for hands on cxperience (n managing
emergency pracuces and understandings the protocol for smooth shifing of the patients (Frne
Years Performance Report, 2009)
1.12.1: Medical Training
Fmergency paramedics are imparted knowledge and skills required for provision of Prehospital
L.mergency Care to the vicims of medical emergencies, road traffic accidents and disasters The

training contents include role and responsibilities of Medical first responder. anatomical reference
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points, vital signs, patient assessment and physical examtnation, 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 been installed for rescuers 1o teach them practical handling of all
equipment Fire rescuers. disaster responders and drivers are also imparted with basic medscal
training for effective management of medical emergencies (Five Years Performance Report,
2009)

1.12.2: Fire Training

The tramning courses have been designed 10 laydown strong foundation for professional excellence
of fire rescuers During the traiming enhancement of sound professional know ledge, practical skills
and professional cthics are ensured Emphasis 15 made on understanding of fire chemstry. fire
hazardous and prevention measures, causes and spread of fire, different types of fire. hazardous
matenals. fire-fighting techniques. and above all practical skills i olr ing the proper use of related
equipment, tools and personal protective equipment The traiming methodology includes lectures,
prachical traiming and video chips of fire incidents, scenano base fire drils. group discussions. case
studies and fire rescue movies (Five Years Performance Report. 2009)

1.12.3: Rescue Training

The specialized rescue traming imparted to the rescuers include traiming of urban search and
rescue. road traffic accidents management, high angle rescue and confined space entry and rescue
The traiming programme includes study of building construction. collapsed patterns and moving
heavy objects emergency building shoring. stabilization and breaching to gain to access 1o trapped

vicums 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 (Fine Years Performance
Report, 2009)

1.12.4: Water Rescue Training

Rescuers are imparted water rescue tratning to manage eémergencies lihe flood, drowning 1n deep
well and rivers Trammg contents include handling of specialized water rescue equipment,
swimming. approaches and strategies of water rescue, methodology of gaming access.
stabilization. preparation and transportation of drowned victims and reporting of the incydent (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 emcrgency departments by relaties or
by standers. or at most in rudimentary patient transport vehicles Even in major incidents, no on-
site help or support has been available. and patients arc 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 considenng the fact that at the present ime
an exact and accurate attention to the gratification aspects of emergency patients and their special
caring needs Is felt al 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 serice
provided by the Punjab Emergency Service (Rescue 1122) in tehst] Chiniot

1.14: Objectives of the Study
1 To examine the patients” perception about Rescue 1122 services in study area
1 To study the factors affecting patient’s graufication from Rescue 1122 services

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

mn

What are the soc10 economic characteristics of most of the respondents who received
help from Pumjab Emergency Service Rescue 11227
What type of emergency s mostly faced by the respondents?

What type of behaviour the respondents expericnced from the rescue w orkers”

1.16: Hypotheses of the Study

11

m

13

I esser the time taken to respond an emergency higher will be the level of gratification of
the beneficianes

Better the outlook of ambulance higher will be the level of gratification of the beneficiaries
Morec the positive behaviour of the rescue team in dealing with patients more will be level
of gratificauion of the beneficiares

Higher level of efficiency of the service extended by the rescue 1122 higher will be the
level of gratification of the beneficiaries

Higher level of professionahism of the rescue team. higher will be the level of graufication

of the beneficianes

1.17: Significance of the Study

Pakistan 1> 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 1n Pakistan Everybody 1s in hurry now a days and hurry makes worry by

occurring accidents So many incidents occur daily which some time cause even death [ specially

road accidents have become so often that now every state tries to overcome these 1ssue Human

being should take positive steps to decrease and cover these accydents Tor this purpose, 1n Punjab.

Punjab Emergency Service Rescuc 112215 established that 1s rendering 1ts services 1n a betler way
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Many lives arc saved daily due to their quick response. efficient performance and professional
skill So the rescarcher conducted the present research to mvestigate the patients’ gratificabion
regarding Rescue 1122 ambulance service and also to check the performance of Rescue 1122 n

tehsil Chiniot

1.18: Conceptualization and Operationalization

John (2011) described of a general 1dca corresponds to a description of a concept According to
John, a general 1dea 1s created by abstracting, drawing away. or remoring the uncommon
characteristic or characteristics from several particular 1deas The remammng common
characteristic 1s that which 1s sumilar to all of the different individuals For example, the abstract
gencral 1dea or concept that 1s designated by the word "red" 1s that characteristic which 1s common
to apples. cherries, and blood Conceptualization 1s much more difficult 1n soctal causc as
compared-1o other discipline, because some concepts are somelmes used with difterent meamngs
by difTerent researchers Some of the concepts used in the present study are operationalized as under
1.18.1: Age

Age 1s one of the important vanables 1n any social research It refers to the number of completed
years hived by the respondents at the time of mterview It was clearly based upon the respondent’s
reply (Naveed, 2011) Age of the respondents was categorized as under,

1 16-30 Years
1 31-45 Years
m  46-60 Years
1.18.2: Education:

According to Francis (1970) education 1s a consciously controlled process whereby changes in
behaviour are produced 1n the person and through the person within the group Education of

respondents creates a deep 1mpression on their level of gratification In the present study
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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

1 Tthterate

11 Primary

m Middle

A" Matnc

Y Imermedaate
Vi Graduation
vl Master

1.18.3: Income:

Income 15 the sum of all the wages salanes profits, mterests, payments. rents and other forms of
earnings received 1n a given period of ime (Case & Fair, 2007) Monthly mcome of the
respondent’s family was categorized as under.,

1 Upto 10,000
n 10.001-20,000
1 20.001-30.000

1.18.4: Time

Hedges 2003 expressed that time has been divided into three categories, 1€ imutial response time,
ume consumed on scene and hme takhen 1n shifting the patient from scene to hospital In this study
time was taken as an important vanable Garney (1999) found thal less time taken by the staff to
responsc an emergency has a positive relation with the level of gratificatton Time has been
calegorized 1n minutes as under,

Initial Response time,

I -7
n 814
L 15-21
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I ime spend on scene

1 1-5

1 6-10

t 11-15

v 16-20

Time consumed from scene to hospital

1 [-7
1 g-14
1 15-21

1.18.4: Patient’s gratification
Pauent s gratification 1s commonly defined as when an individual’s expectations of treatment and

carc are met { Trout ¢ &f  2000) This defimition 15 used 1n this study of patients “graufication
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CHAPTER TWO

REVIEW OF LITERATURE

In case of sexere 1llness and injuries. people want an efficient and urgent medical treatment by 4a
well-trained and highly-quahfied rescue team In this siluation. people dial an emergency calling
number to approach the Prehospital Emergency Service Emergency situation 1s a danger and
threat to the life of the vicum This 1s mentally disturbing and worrying situation for every person
present on the spot of emergency  In this situation the life of a person 1s 1n danget. so 1L becomes
the responsibility of the rescue service to response the emergency urgently to save a valuable life

The health-care system 15 built on meetings between those w ho need help and those who
can provide help, as well as meetings between the many professional groups T'he PEC phase 1s
relatively short and the patients are 1n a vulnerable and dependent position making the interaction
between pauent and PFC personnel and 1interaction among the professionals It 15 a briet
interpersonal encounter and the PEC personnel must care for the patient s necds under uncenain
circumstances (French 2006)

Prehospital Emergency Care involves the early-quahfied first aid and treatment given on
site or during transportation 1o the hospital due 10 accident or illness (NBEH 1994 Mistowitch ef
af 2004 The goal for PEC 15 to create the best possible circumstances that will prepare the patient
and put them 1n as good condition as possible for the next part of the health-care chain (Jonasson
& Wallman. 1999 Bang. 2002) It consists of medical treatment, emergency carc and ambulance
transportation of acutely 11l or injured persons as well as rescue activities at the site of a disaster
The emergency calls to the LMD-centres are a part of PLC {(NBH 2002)

Naseer (2002) argued that PES 1s very important tyre of the health care system I he large

portion ol the population 1n the world 15 deprived of PES According 1o hum there are three
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important tyres of the emergencies services These are police, fire and ambulance service These
scrvices play a hey role 10 make the soclety safe and secure And efficient and well orgamized
emergency service can play its role for saving the Iives and property of the public Razzak (2006)
found that the epidemics disease are the major concern of the health svstem of the developing
countrics For long time. both hospital and Prehospital emergency services are unloy ed 1n most of
the developing world

MacRorie (1998) argued that people want an easy and quick access to health providing
senvices, especially PES The basic health units are first source of medical services in rural areas
According to a study of rural Nepal. villagers otlen visit basic health centres n case of ecmergencics
rather than for preyenuse health facihities People visited the health centres for mimmum time for
avatling family planning services People showed a great thirst for the advance medical services
at the district level

Sodemann ef al (1997) noted that non availlabihity of transportation services 1n case of
emergency 1s a major hindrance to access the health care centres ['herce are many factors involved
in this problem lach ot ambulances. poor facilities of roads and lack of money to pay for the
transportation services Many people lost their Iives due to lack of transportation Seryvices 1n casc
ot emergency especially in rural areas of the poor countries Absence of the ambulance or any
other vehicle 1n the ime of emergency 1s like a grave for alive person

Sodemann ef af (1997) conducted a study 1o determune the death rate among children in
case of medical emergencies The study resealed that 18%0 children died before reaching to hospital
because of poor transportation The availability of 1 time ambulance service for shifting the
patients from scene to hospital 1n case of emergency 15 \ery important tactor for life saving If the

proper ambulance service 1s present, 1t enhances the chances of survival of the pauents and also
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increases the utilization of health services The study showed that 50° o death decreases because of
the umely provision of ambulance service

Arreola ef al (2000) argued that by enhancing the infra-structure. such as doubling the
dispatch centres in Mexico death decreased on scene and during journcy to hospial The basic
traming ot trauma care for rescuc team proved to be v1tal for the lifesaving of RT As vicims Shehu
et al (1997) argued that the provision of PES 1n case of medical emergencies s very useful and
effective for the health of the common people The study resealed that the PES of Nigena shifted
56 severely 1l patients to the emergency departments of the hospital Out of these 52°0 were female
and 48°0 were male The PES 1s proved as a lifesaving element for the masses

According to Nascer ef al (2009) the imely emergency care is very important 1n the time
of emergency The provision of quick and cfficient emergency service by the state to people is
their basic nights Before the establishment of the Punjab Fmergency Scrvice Rescue 1122, this
rght ol the people was totally 1gnored by the state The 95%, victims of the emergencies including
the R T'As in the Punjab had no imely access to hospital because of the unavailability of the means
of transportation  But with establishment of PFS Rescuel 122, this problem has been solved to
large extent

According to Naseer (2009) Punjab Emergency Service Rescue 1122 1s first trained and
well cquipped emergency service n the Pakistan [t 1s working under the supervision of the
provincial government of the Punjab [t 1s regulated by the Home Mimnistry of the province The
aim of establishing this service was to help the people 1n case of emergency condiion He argued
that before this service. there was no one to help the vicums of the RTAs due to many legal
complications This service provides a quich responsc to emergency The provision of on time

medical treatment and safely shifing of the vicims to the hospital 1s the main duty of this sence
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Baqir & Eyaz (2011) stated that the other countries of the region can avail benefits from the
experiences of rescue 1122 It proved itself a fast and economical service 1n the province Itis a
novel senice with effective response in the South Asia Delegation of SAARC countries visited
the rescue 1122 They appreciated the service and showed therr will to leamn from the expernences
for the cstablishment of the Prehospital service n their countics

Schrud ef af (2001) reported that in Western Europe and North America the existing
models of PES can't be replicated in the low income countries These models are very eXpensive
for poor countries These countries have no proper infrastructure 1 ¢ roads and lack of funds for
purchasing of tuels to run the emergency vehicles One of the example of this 1s Republic of
[ anzama. where the improper means of transportation are beng used for shituing of the patients
These means include two or three vchicles motor vehicles bieycles and boats

] mergency operators at the I mergency Medical Dispatch-centre are to priontise
emergency medical calls after they have made assessments and come to a decision based on the
health related and medical information they arc given Addonally. they should give advice to the
caller and keep the ambulance personnel adequately informed (NBIIL. 1997) The emergenc
operators are often confronted with and have the responsibility to handl¢ the difficult situations,
where time 15 crucial and decisions and prioritisations must be made rapidly Gnving adsice and
mmstructions by telephone can be a demanding task (Wahlberg. 200+4) The communication between
all actors 1n the Prehospital phase of the health-care system is very important for those imvolved.
since s es are at stake and the situations are often stressful Trauma. acute chest pain or other heart
problems are the most common causes for assignmng the highest prionity to alarms and alerting the

ambulance (Hjalte. 2003)
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During the emergencs call 1t 1s important that the caller 1s understood within a few seconds [he
patients necd to be undersiood and confirmed that their problems are taken seriously (Nystrom,
2003) The emergency operator’s nformation s the starting point of each case and the information
may not be complete (Mistowitch ef al . 2004) Ambulance care has been ey olved from what was
just the transportation of the sick or injured to the hospital. to the performance of adsvanced
emergency care and medical treatment 1n addition to the transport (Suserud. 1998)

Daily work for the ambulance personne! can range from ads anced lifesaving PEC to Tess
complicated care and transportation of patients (Jonsson. 2004) | he ambulance personnel need to
quickly assess the pattent’s condition in order to promplly decide on the necessary measures that
need 1o be tahen Within PEC 1t 1s important to be flexible and adaptable with regards to the
patients’ medical condition while also being flexible and adaptable with fellow colleagues and
other professional groups (Wireklint-Sundstrom 2005}

I'mergency care interventions have become increasingly 1mportant and speciahized
procedures can be done on site or during transportation 10 the hospital Demands for medical and
nursing quahfications for the ambulance personnel have been increased during the last few years
and since 2005 at least one member 1n the ambulance team must be an E MT About 4.000 persons
are employed as ambulance personnel, and the numbers of RNs in this group arc increasing due to
the demands for increased emergency medical and nursing competence (NBH 2004)

Johansson ef af (2004) argued that Patients expect an optimal combination of medical and
caring 1nters entions that are based on theorctical as well as pracucal hknowledge when thewr health
15 at stake It happens that highly techntcal PEC with accompanying advanced medical
intervenuions are administered under uncertain and stresstul circumstances In a possible acute

myocardial emergency for example, the PEC 1ntervention 1s the hfesaving care and treatment ginen
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CPR. ECG tests. admimistration of pain relicving medscations and other nursing procedures are
possible interventions At the LMD-centre the PEC intersention 15 the emergency call and all that
1t entails. a service that 1s given and recerved at the same time There 1s a nisk that mistakes can be
made 10 these situations The PIC intersention and the quality of 1t can be hfe-saving The nght
intervention n a tmely manner requires an opumally working PEC system Uncertainties dre
obstacles that can lead to incorrect inten entions that put patient safety and lives at stake

Nantulva & Mul-Musime (2001) revealed that individual road users are only responsible
ol the RTAs according to traditional pownt of view This view ignored many other factors that arc
responsible of road crashes According to this, 1t 1s considered stull today that the 90% of road
crashes are caused by human carcless behaviour while drming The damaged roads and poor
designed vehicles are also responsible for road crashes It 1s 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
carelul driving

Mohn (2002) expressed that because of increasing urbanization. number o[ RTAs 1n urban
areas dre more than in rural areas Accidents occur in rural arcas caused severe injurics as
compared to those happen in urban areas In urban arcas due to heavy traffic rush. drivers usually
drive on slow speed But in rural arcas, drvers drive on high specd due to less tralfic on the roads
Accidents of rural areas have more effects on family of the victim as compared to urban areas
Mock ef af (2004) found that Ines of many patients of trauma pregnancy could be saved by
providing quick and efficient pre hospital emergency services In developing countries the
Prchospital sersices are mosily used by trauma pattents [ he main reason ts that the injury accounts

the 1620 of the total world disease The major effects of imjury 1s on the poor section of the society
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Peden ef af (2003) conducted a study to find the type of mjunics in RTAs He found that 25°%0 of
the victim who are sexerely injured and need (o get admission in a hospital have head mjury One
fifth ol the total victims recenved fractures to lower arm and leg parts 10% recened cut and open
wound

According to World [ealth Orgamzaton (2003) the use of motor vehicles 1 Asian
countries is increasing  This increase noticed mainly 1n motorey cles and rickshaws 1t 1s estimated
that the motorcycles are 70° ol the total motor vehicles in cast and south Asian countries The
increase 1n the use of motorcycles and richshaws s directly proportional to the RTAs These
numbers in Cambodia. Lao people’s Democratic Republic Malaysia and Viet Nam arc 75%0. 79%
51% and 95% respectiely

Chiu (2000) conducted a study lo determine the relationship between use of motoreycles
and road traflic imjuries Tt showed that an increase in the usc of motorcycles has a positive
relationship with the road traffic injunies In Tarwan. motorcy cles are 65°5 of total registered motor
vehicles Hurt ef af (1981) found that motorcycles are less visible due to their size and design
This 1 the reason, motoreycles are more mvolved in RT As than other motor vehicles According
to Radin (1982) in Malay s1a mostly motorbihes RTAs occurred 1n daytime Those motorbikes that
have proper indicator lights are less imvolved in road crashes

Schoon (1996) conducted a study and found that the road traffic crashes among cars and
motorcycles are because of the poor visibility of motoreycles Poors 1sibility was the factor among
65% of the road traffic crashes Peden e of (2003) explained that mortahty rate caused by road
crashes 1s more than 50% among the people aged betsween 15-44 years The injury rate n road
crashes 1s more for young adults in countries with poor and middle income countries Over 30%

of the global mortality due 1o road tratfic mnjury occurs among youny adults aged berween 13 and
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14 vears and the rates for this age group are higher 1n low -income and middle-income countries
In 2002. the death rate for male was 73%% in road crashes It was three uimes more than the femalce
death rate It was estimated that out of 100000. 28 male and 11 female were eapired In RTAs
respectively Road traffic death rate 1s greater and higher 1n males as compared to females alt over
the world

Mayhew & Simpson (1990) described that the leading cause of death among youth
population of the world 1s road traffic injuries Young have greater risk ot RTAs than older people
[ ach of driving experience 1s the major cause of road traffic accidents among vouth Cerrelll
(1998) studied that voung males have more chances of RTAs than young females Less
experienced male drivers are involved more i RTAs than unexperienced female drivers Mcl ean
(1990) conducted a study to determine the injury nisk among motorcychists Tt 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 dnvers faced injuries during therr first ycar of motorcycles nding

Haegi (2002) argued mostly the major wnjunes are caused by the RTAs Road traffic
accidents 1s a major cause of deaths By prosviding quick and etficient emergency medical seryices,
many lives could be saved Zlatoper (1989) explamned that the people of rural areas has to cover
long distance approaching to urban areas Duc to this long traveling distance the rural people are
at higher nisk of road traffic accidents than urban people Whitlock (2003) found that there 1s
relationship between RT As and poverty Poor people had greater rishs of RTAs According 1o his
study. driver belonging to poor famulies with low level of education had a higher risk of injurics

l.aFlamme {1998) also {found the relationship between road crashes injuries and low level
ol income The number of injurics among the children of labourers was higher than the children

of the people having high level of income  This ditterence of injury 1s between 20 to 30%
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Nantulva & Reich (2002) argued that sociocconomic factors such as education and income affect
the public choice to usc the different means of transportation Twenty seven percent people who
are 1lliterate most likely to travel on foot in Kenya. cight percent use therr own cars for travelling.
while 55% use public transport such a buses or coasters On the other side. 19% of pcople 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 etfects on poor and low income
societies as compared to high income socicties Poor people are treated harshly Their role in policy
and decision making 1s very poor Even in developed countries. children belonging to poor families
are at higher risk than the children of the elite famulies Poor people become more vicums of R1As
Nantulya & Reich (2002) expressed that the poor countries of Africa and LCastern Mediterranean
regions of W10 have greater rate of road traffic deaths and injurics More males than females are
espired in road tratfic crashes all over the world Cien the residents of poor arcas of high income
countrics are at greater rish as compared to the people living m adyanced areas of the country

Mock C N (2003) conducted a studs to find the effects of R1 As on the employed people
I1e found that 16% of the victim did not return to their jobs after the accident 33%0 victims reported
fecling of restlessness in post-accident penod As a result of disability person becomes burden on
the family and triends It affects the family both socially and economically  Andersson er af
(1997) conducted a study and found that the victims ol RTAs showed mental problems in post-
accident period  1hese problems have been found in the victims even with miner imunes  Fifty
percent reported anxiety and restlessness during traveling atter 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 countrics. due to long period of medical care.
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disabihity, eaming members of famuly and the expenscs of funeral push the family 1n poor
economic conditions Mayou ef al (2003) conducted a study to find out the relationship between
myury and psvchological effects on victims 1t was revealed that sometimes minor injures cause
severe psychological effects on vicums Most of the victims reported restlessness. anviety and [ear
duning travelling

According to Europeans Federation (1997) m RTAs 400 hundred people lost their lives
and 150 thousand people are disabled for life every year in Europe And nearly 200 thousands
jamilies suffered from the RTAs A study was conducted to find out the difficulties of familics to
handle the problems of the vicums of RTAs It has been scen that one of the family members 1s
reserved 10 serve the disabled person He has to change his routine work for the sake of the vicum
This study found that duc to the problems of the victim. children have 1o leave their schools Ninety
percent families of those died and 85% families of those disabled in RTAs reported sevcre
economic problems Because of dechine in income familv has to experience poor hite quality

Bolen er al (1997) explaned that out of all the things and systems to which people have
to interact on daily basis. means of transportation ar¢ more complicated and threatcning There are
I 2 mullion people lost their lives in RTAs every year The number of injured persons as the result
of R1As 15 up to 50 mullion per year, 1t 1s equal to almost one fourth of the total population of
Pakistan These huge number of causalities and injuries in the world do not attract medsa attraction
as much as 1t requires Media treats these tragedies with less importance If the serious efforts and
measures are not laken. the number of injunies and deaths caused by RTAs will increase 10 65%
between 2000 and 2020 and 1n poor and low income countries these numbers will increase to

80° Hussain & Redmond (1994) described that the imjuries caused by RTAs 1s a major public
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health problem m the world But 1t 1s widely neglected by the countries It needs scrious and
ctfective measures for the sustainable protection

According to Cooke (1999) there are different opinions about providing the medical
(reatment to the patients on scene One group of experts favour the non-provision of on scene
treatment to patients  They argued that the provision of treatment may cause delay 1n transferring
the patient from scene to hospital Other group 1s 1n the favour of provision of treatment to the
patient on scene |hey argued that the necessary and immediate medical treatment on the scene
may ncrease the chances of the survival of the patients Homgman er o/ (1993) described that the
patients with severe cardiac injunes received on scene treatment in not more than 10 minutes had
high survival rate According to this study the on scene trealment increases the surnvisal rale

Razzsak (2001) reported that in Pakistan few of the victims recersed medical treatment on
the scene Most of them are shifted to the hospital without recerving treatment at the scene Patients
arc shifted 1o hospital by using different means of transportation such as ambulance. private car
and taxis Patients of rural areas transterred to the hospial of major citics are 1 more poor
condition becausc of long distance Sometime people do not find any rchicle to shift the patients
to the hospital In Karachi, most of the patients (58%) transferred to hospital by using taxt There
are many barriers m the use of ambulance for the patients in Karachi such as high cost, lack of
awareness about the ambulance ser ice. late response by the ambulance service and no information
about the symptoms of the severnity ol the disease

Hedges (2003) expressed that the major injunes are caused by the road traffic accidents In
response to these accidents the ime pentod for emergency medical services has not been defined
It 15 recommended that the minimum amount of time should be spent to handle these cases Time

has been divided 1nto three categories. 1 e mmitial response time, ume consumed on scene and time
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taken 1n shifting the patient from scene to hospital The rescue workers are instructed to spend
least amount of time to perform basic clinical procedures before reaching the emecrgency
department of the hospital

Gervin & Fischer (1987) studied the thirteen patients out of hosprtal who had severe cardiac
imuries and were in serious condition at the scene The patients who are treated by rescue team
Just 1o shift in ambulance and transferred 1o hospital without spending time on scenc were surs ned
All the other patients who are treated with ALS on scene and had the scenc tme more than 25
minules were expired

Ivatury ef al (1987) studied two different groups of patients who had the severc thoracic
mjuries Both groups were shifted to hospital by different means of transpertauon One group of
patient’s was shifted by ambulance and other was by the police or any other private vehicle The
survival rate among both groups was different The pauents shifted by police had very high
survival rate as compared to those shifted by the ambulance The transfer time taken by police to
shitt the patients into hospital was 8 4 minutes The total ume out of hosputal for the patients shifted
by the ambulance service was more than 20 minutes The sun iy al ratec among the patients shifted
by police was high because they spent mimmum amount of time to rcach of hospital

According 1o Umted Nations Economic Commuission for Europe (2000) there arc many
changes required to promote awareness among the public about careful driving behaviour |t 1s
also required to improve the quality of roads One of the important factor that could be proved
vital 1n decreasing death caused by the Road Traffic Accidents (R1As) 1s the quick and mstant
response by the rescuc teams In Lngland out of total patients of RTAs 50% died at scene or duning
their journey from scene lo hospital within less than 60 munutes after the happeming of the

accidents
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Clark & Cushing (1999, 2002) cxpressed that the road traffic accidents 15 a major problem 1n the
L nited States 1or last mans years the death rate caused by the road traffic accidents has been
decreasing 1n the United States Sull in the rural areas of the country the death rate 1s very high
caused by motor s chicle accidents as compared to urban area s 1s because of the long response
ume by the rescue teams in approaching the accidents place in the rural areas I'he ume from scene
to emergency department of the hosputal 1s also high for the rural areas than the urban areas

Sampalis er a/ (1993) conducted a case control study According to this study, the death
rate for the patients had more than 60 minutes out of hospital ime was very high within 6 days of
sdmussion in trauma centre For the caller. spouse or patient, time seemned to stand still while
warting for help 1o arnve. for the PEC personnel ume flies Prehospital Emergency Care 1s a time
sensitive activity. but for the patients and spouses intervicwed, therr sense of time was obscured
For them the scconds they waited for the emergency operator to answer the call felt like minutes.
and the minutes they waited for the ambulance to amve felt ike hours

Davis (2005) writes that time has an impact on patients” health care cxpectations Pcople
categonse time as bemg in the past, present and future They identify 1t as being measured time or
Iived time depending upon their present perspective The experience of nme 1s individual and can
be experienced objectively 1n exact tme, or subjecuinely as qualitatne ume or “internal’
phenomenological ime The pauients or spouses cognitively understood that the ambulance would
be there shortly. but the experience of waiting was prolonged and intensified by their or their
spouses’ serious 1llness Even though time 1s of an essence the PEC personnel must take time to
understand the patient’s problem and decide on the acuon (Shattell er uf . 2006)

Al Shags1 (2010) argued that response time of Prehospital emergency service 1s a hey

indicator of the patients” satisfaction People who call for emergency help, expect a short response
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ume for approaching the ambulance at the scene Every PES has set an aserage response time 1o
measure and evaluate the performance of the senvice People and the administration of the service
expect from the rescue team 1o response every emergency within that prescribed average response
time Ihe timely response from these services mimmizes the losses caused by the different kinds
of emergencies

Pricel (2006) proved that onc of the key elements of measuring the quality of the senice
s the response time Bul to achieve the target of the short response time, over speed 1s not allowed
lThe Iives of the ambulance crew could not be sacrificed for meeting the target of the average
response time Bahrami ef af (2011) argued that lives could be saved by quick and short response
time But other factors such as unskilled crew and deficieney of the cqutpment may affect the
effectivencss of response time

MacTarlane & Benn (2003) argued that there are many scales are used to measurc the
performance of the PFS 1n the globe The most frequently used indicators for measuring the
performance level of the services include. time consumed from centre to scene. ime taken by the
rescue team in shifting the panent 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 leam should focus on the provision of quality medical
treatment to the patients Quahity medical treatment may prove vital and hifesasing for the patient
If the short response ume disturbs the medical treatment. then 1t will leave negative etfeets on the

health condition of the patient
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2.1: Patients’ Gratification

Pauent’s gratification 1s commonly defined as when an individual’s expeciations of trecatment
and care are met (Trout et al . 2000) Customer gratification 1s a function of the Customer s
asscssment of service quality. product quality and price (Zeithaml e7 al 1993)

2.2: Determinants of Patients’ Gratification

lhere are many elements that affect the patients’ graufication level about the medical service
These are mentioned below

2.2.1: Age — Aged patents showed more gratfication with their treatment given by medical
services (DiMatteo ef al . 1993) They argued that this may be result of longer penod of ime than
average they spent along with services

2.2.2: Gender - Licberman (1989) found that men arc less satisfied than women with medical
services Women had higher sausfaction levels than men This 1s opposite of their carher rescarch
Gray (1980) and Greenley & Schoenherr (1981) found that there 1s no difference based on gender
rcgarding the gratification

2.2.3: Income - Man) studies showed that poor patents are less gratfied with medical services as
compared to rich (Chaska. 1980. Patrick. Scrivens and Charlton. 1983. Calnan. 1988) [hec lactors
behind this 1s that the poor patients are 1gnored by the doctors and not treated well The main
reason 1s the lack of resources

2.2.4: Staff - Many studies showed that the elements related to staft have an effect on overall level
of gratification and also affect the patient's level of preference to suggest other people to use these
services (Quint and Tergusson, 1997. Gamey, 1998. Press and Garney. 1998 Weinsing ct of
1998. Brown er a/  1999) The interpersonal relation of the staft’ with patents has very much

importance 1n affection the level of graufication of the patients with medical senvices
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According to Quint and Fergusson (1997) 1n their study of paticnts of Victonan public hospitals
found that the important elements of higher level of patient’s graufication were way of
communication and contact. avatlablity of staff. empathy . encouraging behaviour and politeness
Press & Gamneyv (1998) reported that staff attention to deal the emergency was most important
nfluencing factor 1o suggest others to use the service According to them keeping privacy of
pauents and attitude of nurses are less important factors for gratification of the patients

Weinsing ef ol (1998) found that information and updates about the health condition of
the patients and kindness are important for the gratification of the patients with services Garney
(1999) found that the most important factors affecting the pauents’ gratification and level of
recommendation 1o other to use the service were urgency to handle the emergency condition,
attentiveness and fnendliness of staff 1 dealing with patients and heeping privacy about the health
condition of the patients Dale and Howanutz (1996) found that the positive attitude of the statf
highly affects the patient’s level of gratificatuon

Some authors reported that the patient’s perception about the way of commurucation and
comact of stalf 1s an important element of patient’s graufication (Rowland-Monn and Carroll.
1990, Hall er uf 1994, Frederickson. 1995 Roter ef al  1997) Brown et al (1999) found that
short courses to 1ncrease the communication skills of staff have no effect on patient gratification
According to them the longer courses and tramning sessions can improve the communication shulls,
which affect the graufication of the patients
2.2.5: Response Time — Garney (1999) found that less time tahen by the statf to respond to
emergency has a positive relation with the level of graufication It also affects the patients’ views
about suggesting service to others Wat for the treatment by the doctor in the hosprtal 1s also an

important factor affecting the graufication of the patients Quint and Fergusson (1997). Dale &
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Howamitz (1996) also reported that the less time taken to responsd an emergency has positive
relation with the gratification of the patients

2.2.6: Clinical Skill - It 1s very difficult for the patients to measure the medical shills and tratming
of the staff (Berry, 1995) Quint and Fergusson (1997) stated that generally the shalls and tramning
of the statl 1s considered good and 1t plays an important role in the gratification of the patients
Other studies also found that traiming of the staff 1s very important Baker (1991} reported that the
level of clinical skills of the medical staff 1s an important factor of the satisfaction of the patients
Dale & Howamts (1996) found thai professional treatment and discomfort has a relation with
higher satisfaction rates less than expectation Wemnsing ef al (1998) reported that competency
and efficiency of the staff 1s very important for the pauent’s satisfaction Garney (1999 found that
the techmeal skill of nurses affect the level of gratfication of the patient

2.2.7: Other Determinates — Other factors that patients found influenced their gratification with
medical services were accessitbility, continuity, availability, premises where patients were
involved m decisions, time for care. accessihity and avarlability (Baker, 1991. Baker and
Streatfield. 1995, Weinsing ef u/ . 1998)

The principle that 1s generally used to measure the satisfaction of the customers 1s also
applicable in the medical field People who are satisfied with a specific service, will return to reuse
the service [he same case 1s 1n the field of medical The pauents who are satisfied with the services
of a particular hospital or ambulance service will prefer to use again the same services nstead of
others for their problems (Ware and Hays. 1988. Stelber and Krowinski, 1990) Patients show
better medical results regarding their health who are satisfied with the services Because they
achieve mentally calmness regarding therr health (Greenfield, 1985 Rubin, 1989, Kaplan,

Greenficld and W are, 1989, Hauck, 1990, DiMattico er af  1993)
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Welch et a/ (1999) argued that the treatment given by the medical service 1s an important element
to measure the quality of service In the treatment the element of care 1s very vital They said that
to measure the quality of medical service, the patients satis{action is an important tool particularly
in the aged patients

Medical outcome affects the overall level of granfication of the pauents (O*Connor er uf |
1999) As discussed above interpersonal factors play an important role Lumley e af (1993) found
that the patients treated shortly after they faced an emergency showed higher tevel of satisfaction
They also concluded that the patients are surveyed within short period after the emergency 1t shows
higher response rates

Quint & Pergusson’s (1997) suney of Victorian Hospual recorded high levels of
satisfaction Quint and Fergusson found that 1n regard to overall satisfaction, 77% of the patients
were “veny satisfied” and 19% “faurly sausfied” A high majonty (97°0) of patients said they w ould
suggest the scrvice to friends and family In terms of treatment and care. 56% rated 1t as excellent
30% as very good and 10% as good Lsmaeili ef al (2011) argued that prehospital emergency carc
is a subpart of the public health system First interaction of acute 11l or inyjured patients happened
to the PEC The first interaction of the patient with PEC also affects the patient’s perception about
the other parts of the health system If the patient experienced well performance of PLC. then he
will be satisfied with the performance of the other parts of the health system

Vuort (1991) argued that the only single indicator to measure the level of patients
satisfaction and quality of care was treatment” in the past decades But with the passage of time
other indicators were developed to measure the pattents™ satisfaction I'hese were communication
of medical personnel to the patients, availability of medical staff and equipment and the betterment

in the health condition of the patient Oluwadiya e af (2010) proved that satisfacuon plays a key
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role 1n the improvement of patients’ mental and physical health condition There are many factors
that affect the patients satisfaction with medical services It includes that how medical personnel
communicated and interacted with the patients The other 1s that how much mental and phyvsical
needs and expectations of the patients have been met Rodbari er ¢/ (2009) found that the patients
of age between 15-30 years old were morc satisfied because of their high level of tolerance of
bearing pain According 1o this study. there was a positive relation between age and satisfaction
level Stewart (2001) found that there 1s positive relationship between severity of illness and
satisfaction level He proted that the patients who were severely 1ll or injured showed higher level
of satisfaction as compared to others Abed: ef of (2008) conducted a study to determune a
relationship between professionalism of rescue team and satisfaction level of the patients He
found a positine relauonship Patients showed a very high level of sauisfaction with the

professionalism of the rescue team

Audit Office of New South Wales (2001) reported that there was a conference of executives
of the PES held 1n Austraha In this conference a commutiee of experts was formulated to define
standard and manuscript of the new rules and scales for measuring the performance and quality of
the PES According to Steering Commuttee for the Review of Commonwcalth (2000) there 1s only
one and single criteria for measuring the qualny and performance of the PES and 1t 15 the
satisfaction of the patients from the service The authorities most frequently used the patients’
satisfaction to find the performance level of thewr services Carr-Hill (1992) argued that the
satisfaction level of patients with service 1s highly dependent on the positive behaviour and level
of training of the rescuc team to handle the emergency condition of the patients There 1s a positne

relation exists among these factors
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Maio ef al (1999) argued that the patients’ satisfaction 1s very mmportant tool for measuring the
performance of the PES throughout the world [ he sausfaction 1s deseribed as the fultilment of the
needs and demand of the patients themselves and their families Spaite er al (2001) said that the
needs of the patients are urgentls met by the services. then they show high lesel of sausfaction
[rom the services If the pauents are highly satisfied with a service. then the service 1s frequently
used by the community members According to National Ilealth Performance Commutiee (2000)
the patients and the families of them have many expectations with the services These 1ncludes
avalability of the ambulance 24/7. low cost or frec of cost. quick response. well trained and
cducated rescue tearn 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 satisficd

O'Meara (2001) argued that m case of studying the level of satsfaction of the patients. the
espectations of the patients either met or not have very much importance McKinley (2002) studied
10 determine the level of satisfaction of the patients with the ambulance service n different cities
of Austraha The results of the study showed that the satistaction level among the user of the
service was very high 1 € 90% as compared to the non-users of the service The results of the study
are very posiuve and supportive for the rescuc workers These results can be used to buld 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 1n a situation where there 15
a nisk for errors especially when uncertainties can be imvolved Meetings that are based on dignity,
respect and a caring attitude will have a better evel of communication A good meeting between
different actors will increase satisfaction Sharifi er af (2012) found that majorty of the

beneficiarv’s 1 ¢ 37 3% of the Prehospital service in Iran were between age group of 15-30 years.
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and 26 8% were 31 to 45 years old Shghtly above half of the Prehospital users (53 6%) were

women. while 46 4% were men

Rodbar ef af (2009) conducted a study to determine the patients’ satistaction with PES
He found that the satisfaction level among the people with lower cducational quablfication was
more than the people with higher level of educational qualification Sharifi er a/ (2012) found that
men were more satisfied than women. because of the absence of the temale nurses in the rescue
team They found that majorily of the beneficiary’s 1€ 37 3% of the Prehospital service 1n Iran
were between age group of 15-30 years 26 8% were 31 to 45 years old Slightly above half of the

prehospital users 53 6% were women 46 4% were men

Sharifi e a/ (2012) found that men were more satisfied than women Because of the
absence of the female nurscs in the rescue team Patient satisfaction s one of the important
measures 1n quality control process of delivered EMS systems Considering the patients
recommendalions can improve the respective processes, outcomes and their saustaction
Moreover patient satisfaction reduces the employees™ complaints. leading to the feeling of

satisfaction (Omidvan 2002)

Patient satisfaction 1s a quality indicator which has impressive importance in health carc
system. furthermore. 1ts enhancement 18 one of the vital goals and prionties n health orgamzations
One of the imponant aspects tn high quality health care system 1s delivening health services 1n an
appropriate way which can lead to systems development In fact. cvaluation of patient sauisfaction.
assessment of the impressive factors and determination of the reasons why pavents become

unsatisfied can improve the quality of health services delivery (Hanr er al 2003)
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[ here are several factors which can influence the patient satisfaction the most important of which
are the ime waiting for ambulance respectful behaviour toward patients, patient involvement in
decision making and getung feedback {rom therr visits, follow-up treatments. confidentiality and
ellectine paticat-provider relationships and so on But sometimes because patients do not know
therr rights (asymmetric information), patients™ problems are 1gnored and medical standards are

not met (Qidwai ef af , 2003)

In 2005. Qidwat ef ul (2005) surveyed 100 patients who were mostly young, married and
highty educated The results showed that they were mostly dissatisticd with the long waiting time
and the madequate shill of emergency room staff’ Besides. pauents had more expectations from
the chinical staft to be treated with dignity and respect Accordingly, 1t 1s imporiant to survey
patients’ expectations from emergency medical services The results of the study about measunng
impressive faclors 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 satistaction

The findings of Billings & Kolton (1999) revealed that 37%% ol pauents cnticized the way
medical services were delivered to them and 30% of other pauents were dissatisfied because
medical staff 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
studv done by (Bernard er a/ 2007} on patient satisfaction from LMS system. the patients who
were surveyed via telephone, were 99 5% satisficd with emergency medical services system 1n

1 SA (847 patients out of 851), while 3 patents believed EMS system
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2.2: Theoretical Framework

2.2.1: Uses and Gratifications Theory (UGT)

[t attempts to explain the gratification consumers scek 1n a particular sersice and their perceptions
ot and affimty for that service UGT acknowledges individual use and choice It describes why
consumers choose 1o continue their use of a specific service Researchers argue that, whereas
people’s initial encounters with a service might be accidental, reuse would be more likely tf the
medium provided them with specific benefits (Eighmey & McCord. 1998)

2.2.2: Performance Theory

Chents™ pratification 1s directly related to the product or services’ perceived performance
characteristics Performance s defined as the customers” percerved level of service (Brooks, 1995)
2.2.3: Expectancy Disconfirmation Theory

In this theory. customers form expectations of product performance characteristics prior 1o
purchasc When the product 1s bought and used. the expcctations are comparcd with actual
performance using a better-than, worsc-than heunstic Positive disconfirmauon results 1if the
product 15 better than expected while worse than expected performance results i negatine
disconfirmation Simple confirmation results when a product or service performs as expected
Sausfaction 1s expected 10 mcrease as posittve disconfirmation increases (Liljander & Strandvik
1993)

2.2.4: Gap Theory

In Gap theory Parasuraman & Berry (1988) supgested that expectauons mn the grantication
literature have been used as predictions of service performance while expectations in the senvice
quality literature were viewed i terms of what the service provider should offer Zeithaml &

Parasuraman (1993) modificd this distinction, introducing two ditferent levels of expectations and
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proposing the existence of a zone of tolerance between these levels They argued that gratification
s the function of the difference or gap between predicied service and percerved service, while
perceived service quality 1s the function of the companson of adequatc or desired service with
percenned service performance It defines service quality 1n terms of the gap between what the
service should provide and the customer’s perceplion of what the senice actually provides It

assumes smaller the gap, the lugher the quality of service and higher will be level of satisfaction
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CHAPTER THREE

RESEARCH METHODOLOGY

Methodology defined as procedures matenals and methods used by the researcher to complete the
process of data collection. analysis and mterpretation (Nachmias & Nachmuas. 1992) The
scientific method 1s a logic process (Merton, 1957)  The major objective of this chapter 1s to
¢xplan vanous tools and techniques employced for collecuion. analysis and interpretation of the
data. relaung to present problem under investigation

3.1 Rescarch Design

[ he research design 1s a logical sequence that links the empirical data to answer research questions
it 1s an action plan or blueprint for an empincal research study and includes the main ideas of the
study like research method, sample, tools and procedures adopted for collecting and analysing
mnformation or data (Churchill, 1995, Nachmias & Nachmias, 1996, Gay. 1996)

A research design 1s a framework or blue print for conducung the rescarch projects It
depicts the measures necessary for obtaining the informaten nceded to construct and solve
research problems (Malhotra. 2004) The quantitative research design was used to conduct this
study In a quantitative rescarch design a set of a small number of structured questions are
administered 1o 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 , 1995)

3.2 Universe of the Study
T'he universe 1s commonly defined as the totality of everything that ewists (WBL 2010) L he

univetse of the present study was Tehsil Chiniot of District Chimot, Punjab
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3.3 Population of the Study
The abstract 1dea of a large group of many cases from which a researcher draws a sample and
to which results from a samples arc generahized [l'he population of the study was the conscious
patients at the ime of cmergency rescued and shifted 1o hospital by ambulance service of Punjab
Cmergency Service Rescue 1122 1n tehsil Chimot  According to official data (Rescue 1122
Chintot. 2015) from 25/01/2015 to 25/05/2015, total number of indiv1duals who were 1n conscious
state at the time of emergency rescucd by 1122 n tehsil Chimot were 2300

This record had been considered as sampling frame of the study and obtained by Punjab
Fmergency Senvice Rescue 1122 Chimot through an official request made by Department of
Sociology International Islamic Unsversity Islamabad (ITUD) This sampling frame 1ncluded
patients name. gender address, mobile number. patients’ medical condinon and type of
emergency This information was very helplul while contacting and locating respondents 1n data
collection process
3.4 Sampling technique and Sample Size
Systematic sampling tcchnique was used to draw the sample from the targeted population of the
study For the calculation of sample size of ths study. Taro Yamane's formula had been appled

The particulars are as under.

1-A(eY

=2300/1+2300(0 05)?
=340

Where nsample size N total population ¢’ margin of error (0 05)
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The esumated sample size for this study was 340

By applying systematic sampling technique, the intersal had been lahen

N
Inrerval (1) =
7
2300
Interval (1) =
340

[ 1rst respondent was selected by applying simple random techmque among first 7 respondents
Remaining respondents were selected by addig sampling mters al of 7 unts] the completion of the

sample s1ze

3.5 Tool for Data Collection

The most important-art of staustical work 1s data collection The data were collected by the
researcher himself in a face to face situanion All the respondents were micrview ed personally
3.6 Interview Schedule

The mterview schedule 1s considered as an appropriate tool for collecting requisite mformation It
was constructed 1 English language for academic purpose But the questions were ashed 1n Urdu
and Punjabi according to the situation 1n order to get maximum nformation However the
translation was done very carefully so that the actual meaning of the question might not get lost
The 1nters 1ew schedule was consisted of both open and close ended questions

3.7 Pre-testing

To determune the effectiyeness of tnterview schedule, 1t 18 necessary 1o pre-test 1t before actually
using 1t Pretesting can help to determine the strengths and weahnesses of suney concerning
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question format. wording and order [nterview schedule was pre-tested on 10 respondents before
starting the actual research After pre-testing, the option (13) of question 9 was changed from
‘sleeping” to “rest”

3.8 Statistical Techniques

The following statistical techmques were used for data analysts

1 Descriptive staustics, including frequencies and percentages were used to summarize
different vanables

> Inferential staustics and Pearson correlation was used to assess the relationship between
independent and dependent yariables

3.8.1 Percentage

To describe the variables, Simple frequency tables were constructed out of data To find out the
trequency distribution of the vanables, simple percentages were calculated

The percentages were calculated by following formula

F
p=—x100
A
W here.
P = Percentage
k = Frequency
N =Totlal Number of frequencies
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3.8.2 Correlation
Bivanate correlation test was apphed to check the relationship between independent and dependent
variables It shows how much strongly or weakly independent and dependent variables are

associated Formula for calculation of correlation 1s as follows,

— Nn(Exy) — (Ex)(2y)
N[ NnExZ —(Ex)2]1 [ nEy?2 — (Ey>»?1]

I
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CHAPTER FOUR

RESULTS AND DISCUSSION

4.1: Univanate Analysis
It 15 a method for analysing data on simgle vanable In Univanate analy sis. each vanable i any
data set 1s explored separately

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

residence
Gender of the respondents
S. No Characteristics Frequency Percentage

1 Male 238 70 0
1 Female 102 300
| Total 340 100 0

Area of residence of the respondents
L Urban 110 324
n Rural 230 67 6
Total 340 1000

Table 4 1} shows the gender and area of residence of the respondents It shows that both male and
female were included in the studs Majority of the respondents (7095} were male, and almost one
third of the respondents (30%) were female It clearly shows that male are more bencficiaries of
the Pumjab 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 I ehsil Chiniot Tehsil Chimot

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°0) belonged to rural area
W hereas shightly less than one third of the total respondents (32 4°%) belonged to urban area The
table shows that the rural people were using this seriice more as compared to urban people
Because rural areas arc deprived of basic health facilities So people use this service to approach
the health facilitics avatlable 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 | Percentage
1 16-30 193 568
1 31-45 95 279
111 46-60 52 153
Total 340 1000
Mean 3291 Std. Deviation 0.742

Marital status of the respondents

1 Single 116 341

: 1 Married 212 62 4
It widowed 12 35

Total 340 100 O

Table 4 1 2 presents the age and marital status of the respondents The age 15 an important indicator
of the present study It determuncs 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 ume

of the mterview It shows that majonty of the respondents (56 8%) who were using the semnvice
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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 mimimum age of the respondents was 16 years and maximum was
60 vears Thc tablc depicts that the youth uses Punjab Cmergency Service Rescue 1122 more
frequently as compared to the older people The reason 15 that the youth has more awarencss about
the benefits of the service because the Community Wing of the Punjab Emergency Sernvice Rescue
1122 visits educational institutions 1o create awareness and give information about the service
The table also presents the distribution of the respondents according to their marital status Tt shows
that more than half of the respondents (62 4%) were married, which are slightly more than one
thurd 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
1 Nuclear 172 506
11 Joint 70 206
11 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 famuly system The present study also confirmed this changing trend of the family systcm
The table shows thal the half of the respondents (50 6) belonged to nuclear family system, 20 6%

were living 1n joint famuly system and shghtly morc than one lourth (28 8%} of the total

respondents were living 1n extended family system
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Table 4.1.4: Distribution of the respondents according to their level of educational

gualification
Level of the educational qualification
S. No Characteristics Frequency Percentage
1 Iliiterate 154 453
n Priman 86 253
1 Middle 16 47
I Matric 27 79
\ Intermediate 27 79
9 Graduation 20 59
Vil Master 10 29
Total 340 100 0
Mean 4.59 Std. Deviation 1.735

Table 4 1 4 depicts the educational qualification of the respondents at the ume of the nterview
The table shows that the less than half of the respondents (43 3%6} were 1lliterate who had been
provided the ambulance service by the Punjab Emergency Service Rescue 1122 at the time of
emergency situation faced by them One fourth (25 3%). 4 7% and 7 9%0 had primary, middle and
matric level educational qualification respectively There were 7 9% of the respondents who had
completed intermediate level ©he respondents who had completed thetr graduation were 5 9%
And remaining only 2 9% ot the total respondents had master Jevel cducauonal qualification The
mean level of the educational quahfication of the respondents was 4 59 and the Std Deviation was

1755
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Table 4.1.5: Distribution of the respondents according to their occupation

Occupation
S. No Characteristics Frequency Percentage
1 Government service 12 36
11 Private senvice 9 25
m Self-employed 10 23
n Farmer 11 32
\ Skilled laborer 77 226
1 Unskilled laborer 83 24 4
A3l Driver 16 47
111 Student 47 138
AN Housew1le 75 231
Total 340 100 0

Table 4 1 3 shows the diversity i the occupation of the respondents According to previous table
4 14 less than half of the respondents (45 3%6) were slliterate One fourth (25 3%) had pnimarny
level of education Due to this, majority of the respondents of the study belonged to labour class
Tahle 4 5 shows that most of the respondents (24 4%) were unskilled labourer There were 3 6%.
2 5%. 2 3%, 3 2 of the respondents were government serant, private servant, self—employed and
farmers respectively Dnver and shilled labourer were 4 7% and 22 6°¢ of the total respondents

respectively, while 22 124 were housewives, and 13 8% were students
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Table 4.1.6: Distribution of the respondents according to their monthly income

]I Income of the respondents in Rupees

S. No Characteristics Frequency Percentage
L Up to 10000 74 339
11 10001-20000 134 615
111 20001-30000 1O 46
Total 218 100 0

Mean 13637.61

Std. Deviation 0.548

Jable 4 | 6 reveals that majority of the respondents {61 3°%) had monthly income between 10001-
20000 Shghtly more than one third of the total respondents (33 9°%0) had income up 1o 10000 And
remamning 4 6° had income between 20001- 30000 According to previous table 4 1 5 respondents

were mostly belonged to the labour class. which 1s the reason of the low level of income ot the

respondents The mean income of the respondents was 13637 65 which 1s less than the monthly

income of a labourer 15000 fixed by the government of the Pakistan The Std Deviation was 0 548

Mimimum and mavuimum mcome 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 ime
of emergency and the type of emergency

S. No Characteristics Frequency Percentage
1 Working at work 29 83
place
1 Working at home 22 63
111 Travelling 255 75
I\ Rest 34 10
Total 340 1000

Ty pe of emergency

1 MMedical 71 209
1 Road traffic accident 258 75
m Cylinder explosion 9 16
n Fall from height 5 15
Total 340 100 0

Fable 4 1 7 shows that 8 5 %% of the respondents were working at work place at the ime ol
emergency. 6 5% were working at home when they faced the emergency. while majonty of the
respondents (75%) were trarelling when an emergency happened to them Ten percent were taking
rest al the time of the emergency Bolen ¢ «f (1997) explained that out of all the things and
systems to which people have to interact on daily basis. mcans of transportation are more
complicated and threatening The table depicts that almost one lilth ol the total respondents
{20 9%) faced medical emergency Majonity (75%) of the respondents taced road traific accidents

The table shows that 75% of the respondents faced the emergency while they were travelling
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Because of this, majonity of the respondents were the vicnms of road traffic accidents Only 2 6%
and 1 5% ol the respondents became the sicums of cylinder explosion and fall from height
respectively The table also shows that the majonty of the users of Punjab Emergency Service
Rescue 1122 were those people who got injured during a road traftic accident while travelling
trom one place to another for the sake of their day to day work

Table 4.1.8: Distribution of the respondents according to type of medical emergency

S. No Characteristics Frequency Percentage

[ Cardiac arrest 23 324

1 | Respiratory problem 7 99

111 Severe pain in body 25 352

1N Diabetes 2 28

\ Fever 7 99

vl Vomiting 7 99
Total 71 100 0

Table 4 | 8 shows that little more than one third of the respendents (35 2%0) who faced medical
cmergency because of severe pain in the body. 32 4%¢ had heart problem. and 99.28.99and 99

had faced the problem of shortness of breath. diabetes. vomuting and fever respectively
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Table 4.1.9: Distribution of the respondents who faced medical emergency according to
their gender and arca of residence

Gender of the respondents

S.No Characteristics Frequency | Percentage
1 Male 32 15 08
1 Female 39 5492
Total 71 100 00

Area of residence of the respondents

I Lrban 10 56 33
1 Rural 3] 13 67
Total 71 100 00

Table 4 19 shows that little more than half (54 92%) of the respondents who faced medical
emergency were females while less than half of the respondents (45 08%) who faced medical
emergency were males The table also shows that more than half of the respondents (56 33°0) who
faced medical emergency belonged to urban areas. while 43 67°¢ were from the rural areas It
shows that 1n case of medical emergency the urban people use more the services of the Punjab
Emerpency Senvice Rescue 1122 more frequently as compared to the residents of the rural areas

The difference between table 4 1 1 and 4 1 9 1s that the later table represents the gender and area

of residence of only those respondents who faced medical emergency
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Table 4.1.10: Distribution of the respondents who faced road traffic accidents according

to their gendcer, area of residence and age

* Gender of the respondents

ir S. No Characteristics Frequency Percentage
1 Male 194 76 07
1 F'emale 61 2393
Total 255 100 00
Area of residence of the respondents
1 Urban 67 2627
11 Rural 188 7373
Total 235 100 0¢
Age of the respondents
1 16-30 153 60
T 3t-45 75 29 4]
1 46-60 27 10 59
Total 255 100 00

lable 4 1 10 shows that majority (76 07°0) of the respondents who became the victims of the road
traffic accidents were males, and shghtly less than one third (23 93%0) of the respondents were
lemales Cerrelli (1998) found that males have more chances of road traftic accidents than females
[ he table also depicts that slightly more than one third (26 27%) of the victims of RTAs belonged
to urban areas while majority (73 73%q) 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 nish of road traffic accidents than urban people
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I he table presents the distnibution of victims of road traific accidents according to their age Tt
shows that most of the respondents (60°4) 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
vears old McLean e/ al 1990 conducted a study to determine the RTAs risks among people It
was found that the RTAs nisk 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
1 08 00-11 59 AM 81 318
1 12 00-03 59 PM 103 104
111 04 00-07 59 PM 56 220
I 08 00-11 59 PM 15 58
Total 255 100 0

[able 4 1 11 reveals that 31 8% of the Road I'raffic Accidents happened at the ime between 08 00-
11 59 AM Most (30 4%%) of the RTAs happened between 12 00-03 39 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 depicrs that most (72 2%) of road traffic accrdents happened in the rush hours of the day
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Table 4.1.12: Distribution of the respondents according to ty pe of v chicle of the victim,
and vehicle that hit the victim in road traffic accident

Vehicle of the victim ]i
S. No Characteristics Frequency Percentage '
1 Bicycle 3 12
1 Motorcycle 230 502
m Rickshaw 15 59
[\ Car 7 27
Total 255 100 0
Ty pe of vehicle nt the victim
L Bicycele 2 8
I Motorcycle g2 322
1 Rickshaw 94 369
i " Car 42 16 3 |
\ I ruck g 31
y Bus ! 14 55
| 1 Iractor ! 13 33
; Total 255 100 00

lable 4 1 12 reveals the type of vehicle of the victim and the vehicle that hit the vietim High
mayjonty (90 2%) of the respondents replied that they were niding on the motorcycles. at the time
ol the road traffic accident In1 2%, 5 95 and 2 7% road traffic accidents. the vehicle of the victims
were bicyceles motoreycles and rickshaw respectively [he table also depicts about the types of

vchicles that hit the vicim Most (36 9%) of the vehicles that hit the vicum was motoreycle
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Shghtly less than one third (32 2%) were nickshaw, 16 5% were cars. while Bicycles. truck, bus
ghtly )

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

1 lead 41 152

1 Spinal 4 15

11 Fracture 12 416

N Abdominal 2 07

v Bumn 10 37

v Cut 100 372
Total 269 1000

Table 4 1 13 shows that 15 2% and 1 5% of the respondents recenved head and spmnal injury

respectinely  Most (41 6°) of the respondents had fracture. while 07° and 3 7° of the

respondents had abdominal and bum injunes respectivels. and 37 29 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
1 At home 56 165
11 At public place 255 75
11 At work place 29 g5
Total 255 1600
Caller
1 Yourself 3 09
1 By passer 136 100
m By stander 201 591
Total 255 100 00

[able 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 Torty 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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Table 4.1.15: Distribution of the respondents regarding distance of place of emergency
from ambulance dispatch centre

Distance in KM

S. No Characteristics Frequency Percentage
1 1-7 257 756
1 8-14 61 179
L 15-21 22 65
Total 340 100

Mean 4.5

Std. Deviation 3 166

lable 4 1 15 shows the distance of place of emergency from the ambulance dispatch centre The

table depicts that in majority (75 6°5) emergency cases the distance from the centre to the place of
p | Oril 2ENC) P

emergency was between 1-7 Kilometres There were only 17 9% cases. when the distance was

between 8-14 Kilometres. while 1n remaining 6 5% cases the distance was between [35-2]

Kilometres The mean distance was 4 5 KM and Std Deviation was 3 166

Table 4.1.16: Distribution of the respondents regarding response time

Response time 1n minutes
S. No Characteristics Frequency Percentage
1 1-7 295 86 8
1 8-14 34 100
11 153-21] 11 32
Total 340 100
Mean 4.529 Std. Deviation 3.362
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I'me 1s considered as an mmportant indicator of patients’ gratification trom the Prehospital
emergency services Mimimum response time enhances the patients sausfaction {rom the service

Table 4 1 16 depicts majority (86 8%) of the respondents rephed that the ambulance had reached
at the scene within seven minutes The average response ume of the Punjab Lmergency Service 1s
weven munutes The results of the study also confirms that serice 1s 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 mimmum response time

was 2 minutes and masimum was 21 minutes

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

Information to relatives
S. No Characteristics Frequency Percentage
1 Brother 84 247
1 Cousin 9 26
n I nend 55 162
1 None 192 563
Total 340 100

Table 4 | 17 reveals results regarding to the relauves of the vicims about emergency situation

I he table shows almost one fourth (24 7%6) of the respondents sawd that the rescue tcam 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 emergencys condition Most (56 5%¢) replied that none was informed about their condition by
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the rescuc team They explained that their relatives or friend were already with them at the ume of

emergency. so the rescue team did not inform any other person about them

Table 4.1.18: Distribution of the respondents regarding time consumed on scenc by the

rescue team

Time on scene 1In minutes

S. No Characteristics Frequency Percentage
1 1-5 23 68
1 6-10 163 47 9
111 11-15 122 359
v 16-20 32 94
Total 340 100
Mean 12.41 Std. Deviation 3.878

lable 4 1 18 depicts the time consumed by the rescue team on scenc The table shows that 1n 6 82

cases rescue team spent only 1-5 minutes on scene Less than half (47 9%) of the respondents told

thal rescue team spent 6-10 minutes on scence to give them medical treatment, while 35 9% of the

tespondents treated by rescue leam on scenc between 11-15 minutes. in 9 4% respondents treated

in 16-20 minutes by rescue tcam on scene The mean time on scene was 12 41 mmnutes and Std

Deviation was 3 878 The minimum and maximum ume spent on scene by rescue team was 5 and

20 minutes respectively
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Table 4.1.19: Distribution of the respondents according to transfer in the ambulance and
explanation about hospitalization

Transfer in ambulance

S. No Characteristics Frequency Percentage
1 o great extent 290 853
1 To some extent 50 147
Total 340 100 0

Explanation about hospitalization

1 To great extent 306 900
1 To some extent 34 100
Total 340 100 0

Table 4 1 19 shows that majority (85 3%) of the respondents were satisfied with the way they were
transferred into ambulance by the recue tcam was appropriate to great extent. while 14 7% saxd the
way by rescue team shifted them mto ambulance was appropnate 1o some extent Majority (90%%)
of the respondents said that rescue team evplamned them to great extent about the reason of
hospitalization of them. while remaiming 10°0 told that to some extent rescuc team explained about

shifting them to hospital
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Table 4.1.20: Distribution of the respondents according to attention provided by
rescue team

* Attention to needs of patients

1 To great extent 338 99 4
1l To some extent 2 06
Total 340 1000

Table 4 1 20 shows that 1n almost all (99 4%) cases the patients recenved attention of the rescue
team to great extent and 1n 0 6 cases the patients said that rescue paid attention to their needs to
some cxtent

Table 4.1.21: Distribution of the respondents according to comlort of journcy

S. No Characteristics Frequency Percentage
! To great extent 310 912
11 To some extent 30 88
Total 340 100 0

Table 4 1 21 shows that majonity (91 2°) of the respondents reported their journey 1o hospital as

comiortable to rreat extent. 8 8% told that their journey to hospital as comfortable to some extent
E J A p
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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 Percentage
Time consumed from scene to hospital in minutes l
1 1-7 296 871
1 8-14 29 835
111 15-21 15 44
Total 340 100
Mean 4.732 Std. Deviation 0.482
Waiting time for doctor in hospital in minutes
| 1-3 285 838
I "6 55 162
i Total 3 1000

Mean 1.955

Std. Deviation 0.368

Iable 4 1 22 depicts the information about time consumed by the rescue team approaching to
hospital from the scene of incident It shows that majonty (87 1%) of the respondents shifted from
scene to hospital by the rescue tcam 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 scenc to hospital was between 15-21 minutes The mean time of shifing the patient 1o
the hospital was 4 732 and Std Deviation was 0 482 The mintmum and maximum time of shifing
was | 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 1n the emergency department of the
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hospital for 1-3 minutes, while 16 2°% cases patients waited for a doctor {or 4-6 minutes The mean
time was 1 955 and Std Dewiation was 0 368

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

S. No Characteristics Frequency Percentage
1 To great extent 303 89 1
11 To some extent 37 109
Total 340 100 0

[able 4 1 23 shows that majority (89 1%) of the respondents told that their treatment 1n the hospital
by the doctor was satisfactory to great extent The treatment of onty 10 9°¢ of the respondents was

salislactory to some extent

Table 4.1.24: Distribution of the respondents according to their hospitalization time and
vchicle of shifting from hospital to home

Time of hospitalization in hours

S. Ne Characteristics Frequency Percentage
1 1-3 298 87 6
11 4-6 12 12 4
Total 340 100 0
Mean 1.95 Std. Deviation 0.329

Vehicle used for shifting from hospital to home

1 Taxi 58 17 1
11 Own vehicle 282 829
Total 340 1000
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Table 4 1 24 shows that majonty (87 6%) of the respondents remained for 1-3 hours in the hospital
And only 12 4% admutted for the time of 4-6 hours in the hospital The mean time of hospitalization
was 195 hours and Std Deviation was 0329 The mimmum and maumum tume of the
hospitalization was | and 6 hours respectively 1he table also shows that 17 1%% of the respondents
used taxi to go to their homes after discharge from the hospital, while majonity (82 9%) had therr
own vehicles for going home from hospital

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

ambulance
S. | Characterstics Good Very good Total Mean Std.
No Deviation
1 | External 12 49%(42) | 87 6%(289) | 100%(340) 1 876 0329
appearance
11| Hygienic 12 9%(44) | 87 1%6(296) | 100%(340) 4 870 0336
condition
i | Stretcher 12 9%(44) | 87 196(296) | 100%(340) 4 870 0336
1iv | Comfort of nde 14 1%%(48) | 85 9%(292) | 100°(340) 4 858 0348
v | Equipment 12 995(44) | B7 1%6(296}) | 100°%(340) 4 870 0336
v1 | Feeling of safety | 11 8%(40) | 88 2%5(300) | 100%:(340) 4 882 (0322

lable 4 1 25 shows that 12 4% of the respondents raled the external appearance of the ambulance
good. majority (87 6%) of the respondents rephed 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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majonty (87 1%) rated the condition of the stretcher as very good Only 12 9% of the respondents

described that the adequacy of the equipment in the ambulance was good. while majonty (87 1%¢)

of the respondents described that the adequacy of the equipment in the ambulance was very good

[here were only |1 8% of the respondents who said that the satety in the ambulance was good.

while majonity (88 2%) of the respondents said that the satety in the ambulance was very good

Table 4.1.26: Distribution of the respondents according to their views about the efficiency
of the service

Std

| Characteristics | Very poor Poor Average Good Very good Total Vean | Deviation
TRosponscime | 3 5%(12) | 3 8%(13) | 6 5%4(22) | 11 576(39) | 74 7°0(254) | 100°a(340) | 45 | 101
| ime lrom scene
to hosputal 2 695(9) | 38°6(13) | 68%(23) | 11 890(40) | 75%(255) | 100%340) | 4352 | 0966

6
Availabiity  of | 1206(4) | 1 2%(4) | 6 2%(21) | 5 9%(20) | 86 596(291) | 100°0(340) (473 [ 072
the service 5

fable 4 1 26 depicts that there are only 3 5%, 3 8% and 6 5% of the respondents rated the response

time of Punjab Emergency Service Rescue 1122 as very poor. poor and aserage respectively There

were 11 5% of the respondents who rated the response time of the service as good. while majonty

{74 7% of the respondents rated the response time as very good The table shows that there were

2 6%, 3 8% and 6 8%, of the respondents who expressed that the ime consumed from scene 1o

hospital by the rescuc team was very poor, poor and average respectively  There were only 11 8%

of the respondents who rated the ume from scene to hospital as good. while majority (75°0) of the

respondents rated this charactenstics of the service as very good There were 1 2%, 1 2%. 6 2%
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and 5 9% of the respondents who said that the availability of the service at the ume of emergency
was very poor. poor. average and good respectively Most (86 3%0) of the respondents rated the

availability of the ambulance as very good at the time of emergency

Table 4.1.27: Distribution of the respondents according to their views about the
bchaviour of the rescue team

S. | Characteristics | Good Very good | Total Mean | Std. Deviation
No

1 | Politeness 11 5%1(39) | 88 5°%(301) | 100°%(340) | 4 885 0319

1| Helpfulness 11 2%%(38) | 88 8%0(302) | 100%(340) } 4888 0315

1 | Attentiveness 10 6%(36) | 89 4%%(304) | 100%5(340) | 4894 0318

1v | Friendliness 10 9%%(37) | 89 12a(303) | 100%(340) | 4 861 0311

Behaviour of the rescue team plays a vnal role 1n determuming the pauents” sausfaction Table
4127 reveals that only 11 5%¢ of the respondents rated the politeness of the rescue team during
their interaction with them as good, majority (88 5%) of the respondents revealed that the
politeness of the rescuc team was very good The table also shows that 11 2% of the respondents
valued the helpfulness of the rescue team at the time of emergency as good Most (88 8%) of the
respondents rated the helpfulness of the staff as very good Attentiveness of the rescue team felf
pood and very good by 10 6% and 89 4% of the respondents respectively There were 10 %%
respondents who descnibed their views about the friendliness of the staff as good. while majority

(89 1%) rated the frniendliness of the rescue team with them at the time of emergency as very good
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Table 4.1.28: Distribution of the respondents according to their views about
professionalism of the rescue team

S. | Characteristics Good Ve good Total Mean | Std. Deviation

No

1| Way of transfer in | | 8%(6) | 98 2°4(334) | 100%(340) [ 4 982 0131
ambulance

n | Level of traiming | 7 6°%(26) | 92 4%0(314) | 100%(340) | 4923 0266

11 | Treatment 219%(7) | 97 9%%(333) | 100%(340) | 4979 0142

v | Explanation about | 1 5%(5) | 98 5%0(335) | 100%(340) | 4 985 0120
health

v | Driving | 29(4) | 98 8°9(336) | 100%(340) | 4988 0107

The protessionalism of the rescue team 1s a key factor of pauents. grautication from the prehospital
emergency sertices Table 4 1 28 shows that only 1 8% of the respondents said that way of transfer
the patient mnto ambulance by the rescue team was good Almost all (98 2%) of the respondents
rated the way of shifting 1nto the ambulance was very good Only 7 6% of the respondents rated
the level of tramng of the rescue team good and majonty (92 4%) rated 1t very good I'rcatment
given by the rescue team was good according to 2 1% of the respondents, and majonty (97 9%) of
the respondents rated 1t very good Lxplanation about the health condition was rated good by 1 5%
of the respondents and high majority (98 5%) of the respondents revealed that the cyvplanation
about their health condition by the rescue team was very good Driving of the ambulance drivers
rated good by 1 2% of the respondents, while majority (98 8%) of the respondents rated that the

driving as very good
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Table 4.1.29: Distribution of the respondents according to their level of reuse the service
and suggestion to their familiar people to use the service

S. | Characteristics High Very high Total Mean | Std. Deviation

No

1 Preference  for | 53%(18) | 94 7°0(322) | 100%(340) | 4 947 0224
the reuse of the

SCrvice

1| Suggesting to | 5%(17) 95%(323) | 100°%(340) | 495 0218

familiar people

Table 4 1 29 depicts that only 5 3% of the respondents showed high level of their intention to reuse
the service 1n future 1n case of emergency Majonity (94 7%) of the respondents showed very high
level of intention to reuse the service in future The table also shows that five percent of the
respondents had huigh level of intention to suggest this service to familiar people n case of
emergency  Majority (95%0) of the respondents showed a very high level of intention to suggest
this service to their famihar people These highly positive results are because of the efficiency and

quality of the senvice
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Table 4.1.30: Distribution of the respondents according to their level of gratification from
ambulance, professionalism and behaviour of the rescuc tecam

S. | Characteristics High Ve high Total Mean Std.
No Deviation
1 | Ambulance 11 5°%(39) | 88 5%%(301) | 100%(340) 4 885 0319
u | Professionalism 11 5°0(39) | 88 3%(301) | 100%(340) 4 885 0319

i | Behavior 15 3%(52) | 84 7°0(288) | 100%0(340) 4 847 0360

Table 4 1 30 shows that only 11 5% of the respondents showed high leve! of grauficauon from the

ambulance Majority (88 5%) of the respondents revealed very high level of granfication to the

ambulance There were 11 5°5 of the respondents who had high level of granfication from the

professionalism ol the rescue team and majority (88 5%) of the respondents showed very high

level of satisfaction from the professionalism of the rescue team There were 15 3% of the

respondents who expressed their hugh level of the satisfaction with behaviour of the rescue team

and majonty (84 7%) had very high level of sanisfaction from the behaviour of the rescue team.

during the time of the emergency faced by the respondents
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Table 4.1.31: Distribution of the respondcnts according to their lev el of gratification with
the efficiency of the service

S No Mean Std
Characteristics Very low Low Average High Very igh Total Deviation
1 Fficiency of the | 09°a(3) | 5%a(17) | 20(59%) | 13 2%(43) | 75°5(255)  100°0(340) | 4 564 (878

Service

Table 4131 shows that only 09%, 5% and 59% of the respondents rated their level of

gratification from the efficiency of the Punjab Fmergency Service Rescue 1122 very low. low and

average respectively There were 13 2% of the respondents showed hugh level of satisfaction, while

majority (75%) had very high level of graufication from the cfficiency of the service
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4.2: Inferential Statistics

Inferennal statistics 1s used to draw conclusion of the study It 1s apphed to find out the association
between independent and dependent vanables of the study In this study bivanate correlauon test
was applied to test the hypotheses of the study

4.3: Correlational analysis

Hypothesis 1: Relationship between response time and gratification of the patients

Null hy pothesis: There 1s no inverse relationship between response time and lev el of gratification
of the patients

Alternative hy pothesis: There 1s an inverse relationship between the response time and the level
of the graufication ot the patients

Table 4.3.1: Relationship between response time and gratification of the patients

| Variables Correlation P-Value

Response tune & panents’ gratification -0 B5** 0 000

Note: **P<0.01

Table 4 3 1 shows that the correlation (r = -0 85%*) between response ume and gratfication of the

paticnts was strongly negative Response time 1s an important factor of patients’ graufication from

the Prehospital Emergency Services [t shows that less time taken by the rescue team approaching

at the scene, higher 1s the level of gratification of the patients The result of correlational analysis

shows that the null hypothesis 1s rejected and alternative hypothesis 1s accepted

Hypothesis 2: Relationship between better look of ambulance and gratification of the
patients

Null hypothesis: There 15 no relationship between quality of ambulance and gratfication of the

patients
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Alternanive hypothesis: Therc is a relationship between quality of ambulance and the gratification
of the patients

Table 4.3.2: Relationship between better outlook of ambulance and gratification of the
patients

| Variables Correlation P-Value

Outlook of ambulance & gratification of the patients 0 97** 0 000

Note: **P<0.01

Table 4 3 2 shows that there 1s a strong positive (r = 0 97**) relationship between quality of

ambulance and the gratitication of the patients The result of correlational analysis shows that the

null hypothesis 1s rejected and alternative hy pothesis 1s accepted

Hypothesis 3: Relationship between efficiency of the service and the gratification of the
patients

Null hypothesis: There 1s no relationship between efficiency of the service and gratfication of the

patients

Alternative hypothesis: There is a relationship between efficiency of the service and gratification

ot the patients

Table 4.3.3: Relationship betwcen efficiency of the service and gratification of the patients

Variables Correlation P-Value

Efficiency of the service & patients” graufication () 95** 0 000

Note: **P<0.01
Table 4 3 3 shows that there 15 a strong positive (r =0 95**) relanionship between efficiency of the
service and gratitfication of the patients The resuit of correlational analysis shows that the null

hypothesis 1s rejected and alternative hypothesis 15 accepted
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Hjy pothesis 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: Therc 15 a relationship between bchasiour of the rescuc team and

paticnts’ gratification

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

Variables Correlation P-Value

Behavior of the rescue team & patients’ granification 0 81** 0 000

Note: *~P<0.01

Table 4 3 4 reveals that there 1s a strong positive (r = 0 81**) relationshup between behaviour of

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

the null hy pothesis 1s rejected and alternative hypothesis 1s aceepted

Hy pothesis 5: Relationship between professionalism of the rescuc team and gratification of
the patients

Null hypothesis: There 1s no relationship between professionalism of the rescue team and

gratfication of the patients

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

patients’ gratilication

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

Variables Correlation P-Value

professionalism of the rescue team and pauents’ granfication 0 GO** 0 000

Note: **P<(.01
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Table 4 3 5 shows that there 15 a strong positise (r = 0 90**) relanonship between professionalism
of the rescue team and the patients graufication [lhe result of correlational analysis shows that

the null hy pothesis 1s rejected and alternative hy pothesis 1s 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

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

Most (67 6°%) of the respondents belonged to rural arca

More than half 56 8°% of the respondents belonged to age group 16-30 vears

A great number of the respondents (62 4°5) were married

Almost {50 6°0) of the respondents were living in nuclear tamuly system

I.ess than halt (45 3°0) of the respondents were 1lliterate

Almost one tourth (24 4%,) of the respondents were unshilled labourers

Majonity {61 5%0) ol the respondents had income between 10001-20000 rupees

Majonty (75%) of the respondents laced the emergency. while they were travelling

Two third (75%) of the respondents became the victims of the road traftic accidents
Almost one fifth (20 9%0) of the respondents faced medical emergency

[ here were 35 2% ot the respondents had severe pain in the body

More than half (54 92°%) of the respondents who faced medical emergency were females
Most (36 33%) of the respondents who faced medical emergency belonged to urban area
Majority (76 07°0) of the respondents who became the victims of the road traffic
accidents were malcs

A great number (73 73%0) of the respondents who taced road traftic accidents were from

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

VMost (40 4%5) of the road trafTic accidents happened berween 12 00-03 39 PM

Majority (90 2%) of the victims of the TRAs were riding on motorcycles

More than one third (36 9°%) of the respondents who faced RTAs hit with rickshaw (a
three wheelers vehicte)

\ost (41 6%) of the victims of RTAs had fracture

Two third (759%) of the respondents were at public place. when they faced the emergency
[n 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

[n more than half {56 5%0) cases the rescue team did not inform to any ot the famihar
persen of the patient

Shightly less than half (47 9%c) of the respondents received medical treatment on scene
within 6-10 minutes

All 100°% respondents received medical treatment on scene

Majority (85 3°0) of the respondents said the way they were transferred into ambulance
by the rescue tecamn was appropriate to great cxtent

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

All 100%6 respondents recen ed medical treatment during their journey n the ambulance
All 100% of the respondcents said that the rescue leam treated them with care

Almost all (99 4%) of the respondents recerved attention by the rescue team to great

€xient
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Majority (91 2%) of the respondents felt comfort in ambulance during their journey to
hospital to great extent

Majority (87 120) of the respondents were shifted from scene to hospital between 1-7
minutes

Most (83 8%) of the respondents had to wait for doctor 1n the hospital for 1-3 minutes
Majority (89 1) of the respondents said that the treatment 1n the hospital was eflectise to
great extent

A great number {87 6° ) of the patients remained 1n the hospital tor 1-3 hours

Majority (82 9%) of the respondents used their own vehicle to go back to home from
hospital

5.2: Conclusion

[t 1s concluded from the study that male and people of the rural areas are main beneficianes
ot the Punyab Cmergency Service Rescue 1122 1n Tehsil Chinot People belonging to age
group of 16-30 mostly use the service mostly 1n the cases of emergencies The study
imvestigated that most of the users of the service were the vicums of the Road Iraffic
Accidents as compared to the medical patients The study showed that the victims of R ['As
were mostly male and young It 1s revealed by the study that the 1n case of emergency
someone elsc called for the victims 1nstead of victims themselves The main aim ot the
Prchospital medical service 1s quick response 1o the emergency Present study showed that
1in most of the emergency cases the ambulance approached at the scene within seven
minutes But in very few cases of emergency 1n the rural arcas the ambulance spent more
than 10 minutes due to long distance T'he rescue team treated the victims both at scene and

during their journey from scene to the hospital to stabilize their condinion
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I he 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 ume  The results of the study showed that
the pauents” gratification was strongly attached with qualny of ambulance. behaviour and
professtonalism of the rescue team and the efficiency of the service It 1s concluded from
the present study that majority of the patients showed a very high level of graufication with
quality of ambulance behasiour and professionalism of the rescue team and efficiency of
the service The response time is a hey clement for gratification of the patients It 1s
imvesugated by the study that patients” showed very high level of graufication with
response time because 1n majonity 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 arcas may decrease the response time tor
e¢mergeneies happening in rural areas
By launching a campaign for creaung awareness among people about following the traffic
rules may decrease road traftic accidents
By informing people about the avallability of the ambulance 1n case of medical

emergencics may Increase 1s 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
! Gender of the respondent” (1) Male (n) Female
2 What 1s your area of residence” {1) Urban (1) Rural

fad

What 1s your age” (In complete ycars)

4 What 1s your martal status? (1) Single (n) Married (1) Widowed (1v) Dnvorced

What type of family you are lining m? (1) Nuclear  (n)Jomnt () kxtended

Ln

6 What s your level of educational qualificaunon®

0 |1 2 |3 |4 |5 |6 |7 |8 |9 [10 |11 {12 |13 f14 |15 |16 |16+

7  Whal s your occupation”
(1) Government service (1) Private service (1) Self-employed (1v) Farmer (v} Shkilled
labourer {(v1) Unskilled labourer (xn) Driver (vu1) Student (1xn) Housewife (x) Am
other (please specify)__

8  What 1s your monthly income” (In Rupees)

EMERGENCY

9  What were you doing when you faced the emergency”

(1) Working at work place (1) Working at home (111) Travelling (1v) Rest
(v) Any other (Please specifv)

10 What type of emergency did vou face’
(1) Medical (1) Road traffic accident (1) I'ire at work place (1v) Fire at home
{v) Building collapsed (v1) Cnimunal incident (v11) Drownming (+111) Bomb blast

(1x) Cylinder explosion {x) Fall from height (x1) Any other {please speciiy)

11 What type ol medical emergency did you face” {Please specity)
12 What was the time. when the road traffic accident happened”
(1) 12 00-3 539AM (11)04 00-7 S9AM (m1) 08 00-11 39AM (1v) 12 00-05 59PM
(v} 04 00-07 59PM (v1) 08 59- 11 59PM

13 Which was the vehicle of the victim” (1) Bicvele (1) Motorcycle (1) Rickshaw (1v) Car
{+) Bus (v1) Truck (v11) Tractor (v 11) Any other (please specify)

113



14 Which vehiele, hit the victim” (1) Bicscle (1) Motoreycle (111) Rickshaw (1v) Car

(v) Bus (»1) Truck (vu) Tractor (vin) Any other (please specify)
15 What type of injury did vou recene”
(1) Head (11) Spinal (111) Fracture (1v) Chest (v) Abdominal (1) Bumn (vi1) Cut

{vin) Any other (Please specify)
SERVICE

16 Where were you when the ambulance service was called” (1) At home
(11) At a public place (111} At work place (1v) Any other (please specify)

17 Who made call to (Rescuc 1122)?
(1) Yourself (u) By Passer (1) By Stander (1v) Any other (Please specify)
If(1)- -—— 18, ¢else —— 1]

18 I{ow much ttme was taken to connect with call taker? (In minutes}

19 Ilow much time did the call taker tell, for reaching the ambulance” (In minutes)

20 Was the call taker reassuring” (1) Yes (1) No

21 How much distance was from ambulance dispatch centre 1o place of emergency”
{In KM)

72 Tow much time was taken by the rescue team 1 approaching at scene”
(Im munutes)

23 Which relatine was mformed about your emergency by rescue team”
(1) Father (11) Mother (111) Brother (1v) Other relauves (v) Friend (1) None

(vi1) Any other (Plcase specity
24 How much did rescue team spend time with you on the scene” (In minutes)

25 Did rescue team give vou medical treatment on the scene” (1) Yes (1) No
26 Was the way you transferred m to ambulance by rescue team appropriate”
(1) To great extent (11) To some extent  (111) Not at ali
27 How clearly rescue team explained. why were you tahing to hospital”
(1) Togreatextent {(u) To some extent (i) Not at all
28 Did you receive any trealment during your journey in the ambulance” (1) Yes (1) ho
29 hd rescuc team treat you with care? (1) Yes {u} No
30 [Did rescue team pay attention o your needs”

(1) To great extent  (n) To some extent (1) Not atall
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31 Dnud dnver of ambulance use siren while driving”

(1) Yes

32 Was your journcy from scene to hospital comfortable®

To great extent

(1)

(11) To some extent

(111) Not at all

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

HOSPITALIZATION

() No

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

35 low effecuvely did doctor treat you 1n the hospital?

(1)

36 How much time did you remain 1n the hospital?

To great extent

(1) To some exient

(11) Not at all

37 How did you get home from the hospital” (1) Ambulance (1) Taxt {11) Own Vehicle

{1v) 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

Poor

Arerage

Good

Very
good

ii External appearance of the ambulance

| Internal hygicnic condition of the ambulance

—

1 Condition of stretcher in the ambulance

v Comfort of rde 1n the ambulance

v] Adequacy of the equipment 1n the ambulance

| laloalual

vil Your feelings of safety in the ambulance

| o [ e | — | —] —

12|t 12| 12|t b2

tad | d | Ll | L] L | LD

S (S S DU TN R

wn

39 Efficiency of the service: Please explain how the efficiency of service was”

Statement

Veny
poor

Poor

Average

Good

Very
good

1| To what extent ambulance armived 1n timely
manner

1

Speed of admuttance from scene to
hospital by rescue team

1

12

1

time

I| Degree to which availabtlity of ambulance all the

[

Lol
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40- Behaviour of the staff
How would you rate the following statements about the behaviour of staff?

Statement Very Poor | Average | Good | Very
poor good
1 Politeness of staff in communicating with you | 2 3 4 5
1| Helpfulness of staff to recover you from 1 2 3 4 5
emergency
1l Attentixeness of staff to listen vour needs and ] 2 3 4 5
problems
v Friendliness of the staff in dealing with you 1 2 3 4 5
41 Professionalism and competency of the staff
Now [ want to get information from you about the professionalism and competency of staff
Siatement Very Poor | Average | good | Very
poor good
|| The way you transferred n 1 2 3 4 5
ambulance by rescue tcam
1] Level of training of rescuc team to handle the 1 2 3 4 5
emergency situation
11l Treatment given to you by rescue 1 2 3 4 5
team
1v] Explanation of rescue team to you about your I 2 3 4 3
health situation
v The wayv of driver, while driving 1 2 3 4 5
42 Overall performance:
Please give your comments about the overall performance of the service (Very tow 1,
Low 2. Average 3, High 4. Very high 5)
Statement Very low | Low | Average | thgh | Very
high
| Level of sour preference to 1 2 3 4 5
rcuse service 1n future
11} Level of your preference to 1 2 3 4 5
suggest to your farmihiar people to use service
1 I evel of graufication from the condition of the 1 2 3 4 5
ambulance
1v| Level of gratification from the protessionalism of 1 2 3 4 5
the staff
| Level of graufication from the behavior of the 1 2 3 4 3
staff
v| Level of the efficiency of 1 2 3 4 S
S¢m1ce
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