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Abstract

Background: Client satisfaction surveys are important in evaluating quality of the healthcare processes and contribute to health
service improvements by assisting health program managers to develop appropriate strategies. The goal of this study was to
assess clients’ level of satisfaction with services provided by private-not-for-profit member health facilities affiliated to Uganda
Protestant Medical Bureau.

Methods: This was a cross-sectional descriptive study using an interviewer-administered questionnaire conducted in 254/278
(91%) of UPMB member health facilities between 27" April and 14* July 2014 among 927 clients. The tool measured ten dimen-
sions of the care-seeking experience namely; health facility access; waiting time; health providers; support staff; rights; payments;
facilities and environment; consent; confidentiality; and the overall care secking experience. Logistic regression was utilised for
multivariate analysis.

Results: Overall client satisfaction was found to be high within the UPMB network (84.2%). Most of the client satisfaction
dimensions were rated above 70% except payments and rights. There was evidence of association with marital status; single/
never married were 3.05 times more likely to be dissatisfied compared to widowed. Clients attending HCIII were less likely to
be dissatisfied compared to those attending HCII (OR=0.51, 95% CI: 0.25-1.05). Post-secondary education (OR=1.79; 95% CI
1.01-3.17), being formally employed (OR=2.78, 95% CI: 0.91-8.48) or unemployed (OR=3.34, 95% CI: 1.00-11.17), attendance
at a hospital (OR=2.15, 95% CI: 1.36- 3.41) were also associated with high dissatisfaction levels with payments.

Conclusion: This study found a high level of satisfaction with services in the UPMB network but recorded low client satisfac-
tion with the dimensions of rights and payments. Health workers should take time to explain rights and entitlement as well as
charges levied to clients.
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Introduction bally express their dissatisfaction to healthcare providers

Client satisfaction is a vital part of the healthcare process and resort to traditional or other alternative forms of

and signifies the relationship between clients’ expecta-
tions and the actual service experience'”. When the expe-
rience closely matches the expectation, then satisfaction
is likely to be high and this will have a positive impact
on the health seeking behavior, adherence to treatment
recommendations and other health advice.'* In low-in-
come countries where consumer protection groups are
few or in some cases non-existent, clients may not ver-
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care'. Client satisfaction surveys are therefore important
for evaluating quality of care’. Client satisfaction sutveys
present an opportunity for clients to express their per-
ception on health service provision and assist providers
and policy makers in identifying gaps and strategies in

health service delivery™®

. The scaling-up of various inter-
ventions in the healthcare setting including HIV care and
treatment in many low-income settings such as Uganda

has given rise to several quality concerns®.

Client satisfaction rates have been found to be between
40% and 74.6% in other studies conducted in Uganda.
There is a paucity of studies on client satisfaction in both
the private and public health sector in Uganda>™'". Some
of these few studies were limited in that they measured
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satisfaction for particular health services or programs’!!.
There are no surveys recorded within the Uganda Prot-
estant Medical Bureau (UPMB), a faith-based network of
278 health facilities.

The goal of this study was to assess clients’ level of satis-
faction with services provided by Private-Not-For-Profit
(PNFP) member health facilities under Uganda Protes-
tant Medical Bureau (UPMB). The study was conducted
due to a knowledge gap on client satisfaction with health-
care services within the UPMB network where such an
undertaking had not been done before. This was particu-
larly important in view of the growing recognition of the
role of quality improvement and concerns about patient
safety in healthcare. The Uganda Health Sector Strategic
and Investment Plan (2011-14) had a specific interest in
exploring and deepening understanding of client and or-
ganizational characteristics linked to client satisfaction'.
The findings are useful in designing and implementing
service improvement plans in the network health facili-
ties.

Methodology

Study setting

UPMB was founded in 1957 as a charitable, faith-based
non-governmental, national umbrella organization for
the disbursement of grants in aid to Protestant mission
hospitals and to serve as a liaison between Government
of Uganda, donors and member health facilities. In 2014,
UPMB was supporting the activities of 278 health units
affiliated to the Church of Uganda, Adventist and Pen-
tecostal churches of Uganda. The 278 units comprise 18
hospitals with 10 Health Training Institutions, 6 Health
Centre 1Vs, 254 Health Centre IIIs and IIs which is the
lowest level of a physical health facility that treats mi-
nor illnesses. The health facilities form about 35% of
the private-not-for-profit health facilities across Uganda.
Approximately 80% of the health facilities are located
in rural, poor and post-conflict communities represent-
ing an important social asset for the communities, and
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have grown out of initiatives of congregations to address
identified need.

Study design

This was a cross-sectional descriptive quantitative study
using an interviewer administered questionnaire conduct-
ed in 254/278 (91%) of UPMB member health facilities
from April to July 2014. The client satisfaction tool was
designed based on a literature review of existing tools,
and was piloted in five central region health facilities in
Kampala and Wakiso districts. The tool measured ten
dimensions of the care-seeking experience namely; Ease
of accessing the health facility; waiting time; health pro-
viders; support staff; rights; payments; facilities and en-
vironment; consent; confidentiality; and the overall care
seeking experience.

Sample size and sampling method

In order to assess clients’ satisfaction with the services
provided by UPMB’s member health facilities, interviews
were conducted with a total of 927 clients who sought
health services at UPMB network health facilities. The
sampling unit was Hospitals, HCIVs, HCIIs and hciis in
the network. The out-patient and in-patients of health
facilities visited on the day of the survey constituted
the sampling frame. The researchers took a 30% repre-
sentative sample for all out-patient department (OPD)
client contacts seen in a day in the network to generate
the desired power for the study. Based on the 2012-2013
UPMB network OPD contacts, that is, 1,440,741 the dai-
ly contact was 3,947 clients per day (1,440,741 annual cli-
ents/365 days a year) in the network bringing the 30%
representative sample to 1,184 clients. Probability-pro-
portional-to-size sampling based on daily patient load
and facility level was used and the sample was spread by
level of health facility as shown in the table below to give
the number that was interviewed at every facility. Differ-
ent hospital departments were purposively sampled and
clients randomly selected from these departments. Table
1 shows the sampling criteria for the client satisfaction
survey.
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Table 1: Sampling Criteria for Client Satisfaction Survey
Level of 2012-13 OPD With 100% (ni365)
care Report rate | contacts Reporting (n) X=30% of (n/365) | No of facilities Y | No. Clients to interview per facility X/Y
Hospital 100% 452,045 452,045 1,238 372 18 21
HC IV 100% 63,121 63,121 173 52 7 7
HC Il 90.6%
775,632 925,575 2,536
HC I 82% 761 252 3
Total 1,440,741 3,947 1,184 277

Data collection procedures

Data collection tools were designed and reviewed by
UPMB staff who also conducted the field data collection.
A short interviewer-administered questionnaire was used
to conduct these interviews. The tool was designed using
a Likert scale (5-excellent; 4- good; 3- fair; 2- poor; 1- very
poor).

Data management and analysis

Data was entered using Epidata software and analyzed
using STATA version 12 and SAS. Clients who rated the
services as excellent or good were classified as satisfied
while those who rated very poor, poor, fair were classi-
fied as dissatisfied. Chi-square test was used to find the
relationship between categorical variables. The distribu-
tion of participants’ characteristics and satisfaction levels
were analyzed at univariate analysis. To establish the rela-
tionship between clients’ satisfaction and other indepen-
dent variables (demographics, health facility level, diocese
among others), logistic regression was performed giving
results as odds ratios. The level of significance was set at
0.05 with 95% confidence interval.
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Ethical considerations

This study was done as part of an operational research
activity for the UPMB strategic plan 2014-18 baseline
assessment with ethical approval from the Uganda Na-
tional Council for Science and Technology (SS3823).
Participants were informed that their participation was
voluntary and they had a right to withdraw from the in-
terview at any time. No names were recorded during the
interviews and only codes were used to identify partici-
pants.

Results

Socio-demographic characteristics of clients

In total, 927 clients were interviewed with a response rate
of 78.3%. More than one third of those interviewed were
aged 19-30 (35.8%), while those aged 31-40 made up
14.7% and 9.5% were 51 years or older. Majority (63.5%)
were married or cohabiting, 39.0% of the clients had pri-
mary education as the highest level of educational attain-
ment and 19.6% had no formal education at all. Over half
(50.4%) of the respondents were peasant farmers. Most
(65.0%) of the respondents were Protestants (Table 2).
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Table 2: Socio-Demographic Characteristics of respondents
Variable Percentage (%) Number (N=927)
Age of clients
0-18 11.6% 108
19-30 35.8% 332
31-40 14.7% 136
41-50 8.3% 77
51+ 9.5% 88
Marital status
Single/never married 26.8% 248
Married/cohabiting 63.5% 589
Divorced/separated 4.4% 41
Widowed 5.3% 49
Highest level of education attained
No education 19.6% 182
Primary 39.2% 363
Secondary 27.9% 259
Post-secondary 13.3% 123
Occupation
Not employed 6.8% 63
Peasant farmer 50.4% 467
Trader/business 13.3% 123
Occupation
Not employed 6.8% 63
Peasant farmer 50.4% 467
Trader/business 13.3% 123
Formal employment 9.0% 83
Technicallcraft 2.6% 24
Other 18.0% 167
Religious affiliation
Protestant/SDA/Anglican/born again 65.0% 603
Catholic 24.7% 229
Muslim 7.6% 70
Other 2.7% 25

"Lowest overall satisfaction rate

’Lowest rating on payment dimension

SLowest rating on rights dimension

** Factors shown in univariate model had LRT p-value < 0.10

* Wide confidence interval due to small sample size
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Type of services sought by clients

Most (55.2%) of the clients interviewed sought services
from the outpatients department on the interview days.
In-patients were also interviewed; 21.5% in medical, 9%

'
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in maternity, 6.3% in pediatric, and 3.5% in surgical de-
partment. There were also a substantial number of clients
that had sought laboratory services (16.4%), family plan-
ning and ANC services (12.3%), and HIV/STT services
(10.1%) as shown in Figure 1.
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Figure 1: Type of services sought by clients on interview day.

Distance between Client’s home and the Health Fa-
cility visited

The majority of clients’ (64.0%), lived between 0-4 kms
from their homes to the facility they visited on the day of
interview, 15.7% between 5-9kms, 5.2% between 10-14
kms, 2.5% had travelled between 15-19 kms to reach the
health facility. Notably, 12.6% had travelled 20 kms or
more to reach the health facilities they visited. For 46%
of clients (N=420), there was a nearer health facility to
their home than the one they visited at the day they were
interviewed. Reasons given for not visiting the nearest
facility were; overall poor quality of services, (18.7%),
unavailability of drugs (18.4%), unavailability of staff
(10.2%), cost (6.7%).

Satisfaction with the overall level care seeking experiences
was 84.2% (Table 3). For most of the client satisfaction
dimensions, there was a satisfaction rate of over 70.0%.
This pattern was consistent for almost all dimensions.
However, confidentiality was rated highest at 90.8%. The
lowest client satisfaction ratings were for the dimensions
relating to rights and payments. The amount charged and
the explanation of charges provided were particularly
identified as issues of dissatisfaction. In addition, clients
felt that they were not fully made aware of their rights
and entitlements and were not satisfied that they were fa-
cilitated with information to make choices and decisions
that suited them.

Table 3: Client satisfaction with the different care dimensions assessed.

Client satisfaction dimension

Satisfied

Ease of accessing the health facility

84.8%

Waiting time

78.5%

Health providers

77.8%

Support staff

73.9%

Rights

63.0%

Payments

64.7%

Facility

72.4%

Consent

77.2%

Confidentiality

90.8%

Overall care seeking experience

84.2%
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Overall satisfaction increased with age up to the age 40
and reduced beyond this age. The single/never married
had lower satisfaction levels compared to the married,
widowed and divorced. Satisfaction levels were generally
lower in Health Centre IV and hospitals compared to the
lower level centres. In regard to satisfaction of payment
for services, females were more satisfied than males, satis-
faction levels increased with education but dropped after
secondary education to a level below those with no edu-

cation. Those in formal employment and the unemployed
had the lowest levels of satisfaction for payment (<50%)
while satisfaction levels were fairly the same across all
other occupational groups. Protestants and Catholics had
lower satisfaction with payments compared to the Mus-
lims and other religion. In terms of rights, the divorced
had lower levels of satisfaction compared to the widowed,
married and never married/single. Muslims had a lower
rate of satisfaction with the rights dimension compared
to Protestants, Catholics and other religions (Table 4).

Table 4: Association between client satisfaction and demographic characteristics
Satisfaction dimension Factors Satisfaction N (%) p-value of Chi-square
Age
0-18| 79 (73.2%) 0.078
19-30 332 (84.5%)
31-40 136 (80.0%)
41-50 77 (81.9%)
51+ 88 (86.3%)
Marital status
Single/Never married 188 (78.7%) 0.033
1. Overall satisfaction
Married 484 (84.3%)
Widowed 43 (91.5%)
Divorced 36 (92.3%)
Level of care
Health Centre Il 307 (85.8%) 0.0094
Health Centre Il 121 (88.3%)
Health Centre IV 56 (72.7%)
Hospital 183 (80.6%)
Sex
Male 147 (55.3%) 0.055
Female 348 (62.3%)
Education
No education| 82 (52.9%) 0.001
Primary education 218 (66.9%)
Secondary| 142 (60.9%)
Post-secondary| 53 (47.8%)
Occupation
Not employed 18 (36.0%) 0.001
2. Satisfaction with Payments
Peasant farmer| 265 (64.3%)
Trader/business) 66 (60.0%)
Formally employed| 38 (48.7%)
Technician/craft| 15 (68.2%)
Other| 93 (60.8%)
Religion
Protestant| 317 (58.5%)
Catholic| 122 (58.9%) 0.087
Muslim 44 (73.3%)
Otherl| 12 (75.0%)
Marital status
Single/Never married 141 (64.7%) 0.066
Married 311 (61.3%)
Widowed 31 (75.6%)
3. Satisfaction with rights Divorced 16 (47.1%)
Religion
Protestant 319 (60.3%) 0.079
Catholic| 137 (68.8%)
Muslim 31 (55.5%)
Otherl| 12 (75.0%)
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Across all the three dimensions, diocese was associated

with satisfaction although this varied (Table 5).

Table &5 Qverall client satisfaction. satigfaction with payments and rfighis by Diocess
e 3"‘::;’-' R ﬁ:::’:ﬁg";'i‘ PAYMENtE | oo tigfaction with rights (mean 63%

LRAT p-valus [<0.000) LRT p-walue (<0000} ILFI!'I' p-value (<0.0000

Mo Yau [ Yeou Ilh R 11
1. Mach Woest Mie 721 9% 22 (M 1) 101 e LGB B G180 %) MO e
2 Fumi 2017 5% a0 (2. 1) 17 & Ma) TS %) 10 (39 5] TAE) M)
A s oo 1214, 1% T (B S ) 20 (21 %) OO {f0 %) A% (100 (%% ) 47 (49 4%)
4. Sorohi B {24.0%) 19 {76.0%) 10 (A0.0%)  [15{30.0%) |6 (24.0%) 9 (76.0%)
5. Lango B {23 1%) 20 (76.9%) 1T E5.4%) |9 (6% 20 (TE9%Y  |8i23.1%)
A Kmikars 312 5% 21 (BT 5%) 5 (A0 B ) 19 (70 2%) |6 (F5 P ) 18 (15 (Fa)
T, b 4 A %) a1 (91 1%) 20 (44 4%) 25 (55 A 29 (4l B9 (81, 1%)
8. Kalgun a 40 4 {100%} 2 (50.0%) 2 {50.0%) 3 (75.0%) ¥ (25 0%}
2 Nathem Uganda 10 E%) T i 4% (B =Ry ] 194 4% ) 844 4% ) ¥ (55 6%
10 Sparth BHwanz on 28 {38 B%) AF (3 15% ) 47 BT  H%) 20 3K %) a7 (81 B A H RS
11 Mbale 12(17.7%) 50 (B2 4%) 35 (51 5%) |33 (4B.5%) 5 (22 1%) 53 (77.9%)
12 Rwene i bl O L R 45 a0 0%) 15 [30.0%) 35 (T0 0% i1 %) 44 (18 0%
13 Bunyoid Klam 1417, 1%%:) 0B %) 4 (44 4%} S50 8% VENT, %) I {0 o)
14 Wesi Hugands 145 0% 16 (O 195 31T %] 14 {BF 4% ) 2111 H%) 1% [(BH 2%
15 West Ankale a o) 1 {100%) 0 (0 1 {100%) Jo i0%) 1 (100%)
16 Norh Ankle 1{5.6%) 17 (24 A%) 5 (27 6%) 13722%) |B(333 12 (88 7%)
17 Ankodo o 4L} 3 {1005} LR 2 110086 i v} 3 1005
18 Mamirgmbsa 30711.19) b (B UEG) 10 [3F (PG} 1F (B2 056} 14 (51,05 13 (43 1%5)
19 Masing Kitara o 4o 7 (100%} 3 (42 %) AET1%) |2reeew) 5 {T1.4%)
20 Luwero A 46 8% 41 (50,25 30 (45 585 24 (54 B ) ) (86 296 14 [ 8%}
21. Nebbi 5 (50.0%)" 5 {50%%) 5 (50.0%) 5 {50.0%) A (40.0%) & (50.0%)
22 Mukons B {23 1%) 20 (75.9%) 13 {50.0%) 13(S0.0%) |12 (46.2%) 14 (53.9% )
23 Church of God 0 4o 8 (100%} 0 (0 8 (100%) 1(16.7%) 5 (B3.3%)
24 SDA 1{14.3%) & (85 7%) 3 (42 0% ) 4 {57.1%) 1(14.3%) & (B5.7%)
25 Panlocosta 0 4o 7 (100%) 2 (28 6%) 5 {T1.4%) 2 (78.6%) 5 (T1.4%)
A0 Eariimdyi TO A7 %] 22 (B H%) 27 (Be i P D15, 8%) i) o B e Y
27 Horh Kigezi 7 {2 7%) [os o0 3% 19(20.4%)  |S3{7IO%) |20 (27.6%) 52 (T2 2%)
28 Sebai 1 {20.0%) 4 {B0.0%) (20 0%) 4 {B0.0%) lo o) 5 {100%)
20 Mityana 3 {12.0%) 22 (FE.0%) [0 (36.0%) 16 {B4.0%)  [3(12.0%) 2 (BA.0%)

"Lowest overall satisfaction rate
TLowest rating on payrment dimension
Lowest rating on nghts dimension

A diocese is an administrative unit under the stewardship
of a bishop within the church structure and consists of
parishes. The units relating to the diocese do not nec-
essarily correspond to the government district adminis-
trative structures and in Uganda, most of the dioceses
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combine two or more of the government administrative
districts. The Church of Uganda has 35 dioceses 13 and
as the technical health arm of the Church of Uganda,
SDA and other Protestant churches, UPMB works with-
in the diocese structures in terms of defining steward-
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ship of the member health facilities majority of whom
are founded by the Church of Uganda. Therefore in this
study, the dioceses’ correspond to a group of protes-
tant church-founded health facilities within the adminis-
trative units and are members of UPMB. For the other
protestant churches that do not have dioceses, the study
grouped these by the church affiliation.

The following dioceses had low overall satisfaction rates;

In regard to satisfaction with the payments dimension;
Kumi, Lango, South Rwenzori, Mbale, Mukono, Kigezi,
Karamoja and Luwero diocese had lower satisfaction
rates. Concerning the rights dimension; Busoga, lango,
Kigezi, kitgum, South Rwenzori, Namirembe, Luwero
and Mukono dioceses had lower satisfaction. In gener-
al, the following dioceses had high dissatisfaction across
all the satisfaction dimensions (overall satisfaction, pay-
ment, rights); South Rwenzori, Mukono and Lango. Table
6 shows the factors associated with client dissatisfaction

South Rwenzori, Nebbi,Karamoja, Mukono and Lango.

with health services in UPMB facilities.

» emmes e — s s ms u —
—-'l_. l T:n EEn i G ——
- N
B o e
CH W Rl W TN A R TR T R PO -
= e g ey R —— = am
o
—— [ —— -
A nﬂ'ﬂu-l l". D IR O dal & AR L -
“w.am s g e W g g A g LT
am g n ey ER L F T -
-:i b BEF R 0 O 0 T o
T W
- - -
- D (DA T o e -
- o fn e A e W AT g - e o e
u mm e  wry e g e ooy - e
[ nn m— FIL
——— . -
B — W TR R TR o T ) o
T R B . Y A - TOEA) AT O T Tay bt B -2
--n-d A T R EEE s TR P R T el B Bl
TR TR T g P -
uﬁ R e e e i
P SECY T PO SEFER TN O P WG O (R E ]
- 4 ——— [
. e "
BONE N R WP B TR e Lo ]
- co——
- - ln‘l“ :“J ..II.F- '.'11" -1
i A
[ — e qmrs w e = gy -
Bhm o e r——— G A ] LR TR R A R T -
-
L — rmn g A e e —ww .
B ] g S Ty ot W U i I R T oy
N S = R T T ] oo
i i e e BT AR TR aETy W A AT T
- W g ey A (- ) L
1 st T it i A B T R et
i g |
£ —— WA (DR LR W0 EArr- Foe) o
[e—— W E A TR TN Sk PR e ]
. wm gmam e = mr gemanr i m— .
o i— Y e ——
e B i
- - —— [——
- A D g Fla W) LI o oarae iI'HJ 1]
[ E R W e e ST e —y moam
e pmee ey - ey L —
——— g L L
— a e gm e ammay - e — -
i R {0 S T o - — -
" — L S R ] g e - i
-h* LT o S 4NN LR T B e X _ ) -
Dl s iy T - 1T WEE (T 1) L ] ]
"_.E i RR ORI d EF L e il B
W % A L e -
- hhf"'-l.ﬂ.ri .'J'"* I-F_ hu’ .
m 1.3 48— ) A T T TR L3
e g ae ey - w - i
e . s Pl i g e i
=3 L ] T e i - s
ST— -
[T O 0 e Cem e - A e
N O AT M - ] ooR
P Tl T e g s g -
0N pR AR S ST " rr_ e ane- oF e L)
[r——— AT TR T T P o
d AR AN TN T AW . res
Le. .=l L ] BT T
Lo o B
LS Loa b = Lo = B
L iR 0 ST R TS LM PR Lo B B k| L
_ﬂ R EIEE W N T & g
AATJO e ARV ) WS {0 W] L ]
O
_-'-.-i - —— o ——————
g e S e g e —ur e
AL f s - T Fra —marr
T asdme S o 2 =i
- —— P R FF - PR TR - R =
A i, B ASFS (RN E_aN) L S Y ) ol -
- P T T e -
[N — EE TN o] R TP -
G —— AR W 4E SR T R SR A
e e W {0 - o T sy =
Y- = -
i — R TRt
949 African Health Sciences Vol 17 Issue 3, September, 2017




Overall satisfaction

In the multivariate analysis the patients’ dioceses were sig-
nificantly associated with overall dissatisfaction. The dio-
ceses of Nebbi (OR=16.4), South Rwenzori (OR=5.65),
Karamoja (OR=3.74), Lango (OR=3.38), Mukono
(OR=2.93) had higher levels of dissatisfaction compared
to North Kigezi. There was some evidence of associa-
tion with marital status, single/never married were 3.05
times more likely to be dissatisfied compared to widowed.
Clients attending HCIII were less likely to be dissatisfied
compared to HCII (OR=0.51). The association with age
observed in the univariate model disappeared in the final
model.

Dissatisfaction with payments dimension

The dioceses association with dissatisfaction was also ob-
served in payments but with a different set of dioceses
added to Nebbi (OR=4.49), South Rwenzori (OR=4.82),
Karamoja (OR=11.28), Lango (OR=5.59) and Muko-
no (OR=3.13); Kumi (OR=3.32), Soroti (OR=2.40),
Kigezi (OR=2.92), South Rwenzori (OR=4.48), Mbale
(OR=2.62), Luwero (OR=2.23) were the additional dio-
ceses where clients showed higher odds of dissatisfaction
compared to those in North Kigezi. Post-secondary ed-
ucation (OR=1.79), being formally employed (OR=2.78)
or unemployed (OR=3.34), attendance at a hospital
(OR=2.15) were also associated with high dissatisfaction
levels with payments. Religion and gender were only asso-
ciated with dissatisfaction at the univariate analysis.

Dissatisfaction with the rights dimension

In addition to South Rwenzori (OR=4.56), Mukono
(OR=2.40) and Lango (OR=9.43), the patients in the
following dioceses also showed higher odds of dissatis-
faction with the rights dimension; Busoga (OR=3.00),
Kigezi (OR=2.82), Kitgum (OR=12.40), Northern
Uganda (OR= 3.00), Namirembe (OR=3.18), and Luw-
ero (OR=5.57) compared to North Kigezi. Clients from
Rwenzori were less likely to be dissatisfied compared to
North Kigezi. There was some evidence of association
with marital status, as the divorced/separated had high-
er odds of dissatisfaction (OR=2.54) in respect to rights
compared to the widowed.

Discussion

The study found an overall client satisfaction level of
84.2%. While few studies have been conducted to assess
satisfaction levels in Uganda, a study to assess the quality
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of antenatal care services in Eastern Uganda, reported
overall satisfaction rate of 74.6%'". This was attributed
to clients having sought care in public facilities with high
patient volumes and frequent stock outs of medicines in
contrast to private-not-for-profit facilities as in our study.
Other studies in Uganda reported much lower satisfac-
tion levels. For example, a study conducted in 10 districts
in 2013 found a client satisfaction rate of 47%°®. Another
study conducted in two facilities providing ART services,
a public health facility and a private health facility in Ka-
bale, found that satisfaction was 58% and 64% respec-
tively'. A study on satisfaction among clients attending
eye clinics in Masaka, Uganda found a low (40%) satisfac-
tion rate’. Our findings are only comparable to findings in
Nigeria where overall satisfaction was found to be 83%'.
A much higher rate of overall satisfaction of 94.7% was
found in Nigeria®. However, these studies were conducted
in a different context. A review on faith-inspired services
in African countries including Uganda found that they
had significantly higher satisfaction than public services'.

This study also found that marital status, health facili-
ty level and dioceses were associated with overall satis-
faction. The single/never married were more likely to
be dissatisfied with the overall service experience while
dissatisfaction among clients at Health centre III was
lower showing that the clients interviewed were gener-
ally satisfied with the overall service experience at that
level. The clients’ dissatisfaction experienced at Hospitals
and Health centre IVs could be related to a high patient
volume in comparison to lower level centres. High pa-
tient volumes often lead to long waiting times and a short
clinician-patient interaction time. The dioceses of Neb-
bi, South Rwenzori, Karamoja, L.ango and Mukono had
higher client dissatisfaction rates suggesting the need to
improve on the different client satisfaction dimensions.

The mean satisfaction rating in our study for payments
was considerably low at 64.7% as clients complained that
payments were not clear. This is similar to the study in
Mulago Hospital in Uganda and one in Masaka where
cost of health services was associated with low satisfac-
tion™”. This could be due to the fact that most clients may
not be aware of the out-of-pocket payments required for
different services and explaining this before hand in in-
formational sessions may improve clarity’. The level of
out-of-pocket expenditure in Uganda stood at 33% in
2014 and for health facilities in the UPMB network, user
fees contributed to 41% of the income for recurrent op-
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erations'>'. Therefore, it is not surprising that there was

low satisfaction with the payments and while the goal is
to keep charges as low as possible, the decrease in gov-
ernment contribution to the PNFP sector means that
there is a growing dependence on user fees for member
health facilities. In contrast the study in a teaching hospi-
tal in Northern Nigeria found a higher (73%) rate of sat-
isfaction with the payment for services provided among
the respondents’.

There was a higher dissatisfaction with payments in hos-
pitals compared with Health Centre IIs and this could
indicate higher user fees at hospital level due to more
complicated illnesses that require more procedures, high
opportunity costs such as transport in order to access
health care in hospitals or high costs for procedures due
to the need to meet the overall operating costs such as re-
munerating specialists. The unemployed were significant-
ly dissatisfied with payments and this is not surprising giv-
en the lack of income. Interestingly though, the formally
employed were also dissatisfied with the payments for
services provided indicating that they may perceive that
there is low value for money for services rendered’. Ad-
ditionally, the formally employed might be experiencing
a huge burden of paying for the costs of health care for
themselves and their dependents thus taking a large share
of their household incomes. The study also found that
those with post-secondary education were also dissatis-
fied with payments. Those with post-secondary educa-
tion are likely to be also formally employed and the same
reasons for this might be applicable. Similarly, education
level, and estimated expenditure were associated with the
mean general satisfaction scores in outpatient clinics in
Mulago Hospital in Uganda®. The findings on payment
dissatisfaction should inform exemption policies since
the unemployed are not satisfied with charges and this
could be due to their lack of income.

The dioceses were also associated with high payment
dissatisfaction in our study suggesting that there may
be different user fee structures across dioceses. Alterna-
tively, the dissatisfaction in the diocese may reflect the
variations in incomes across the dioceses and the lack of
sensitivity of user fees to these. This may have a negative
impact on equity and access to health care. It is important
for the different dioceses to consider the socio-economic
standing of clients when setting user fees. In addition it
may be important for the network to advocate for more
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budgetary support for facilities in dioceses where clients
are unable to afford access to health care.

The overall satisfaction rate with the dimension of rights
in our study was 63% and this is similar to a study con-
ducted in Portugal which also found a 63% rate of sat-
isfaction with rights awareness'’. This signaled dissatis-
faction of clients in the way health providers engaged
with them in informing them of their entitlements and
in the decision-making process. In this study, marital sta-
tus and dioceses were significantly associated with higher
dissatisfaction and those who were divorced or separated
where more likely to be dissatisfied with respect for their
rights as patients. Similarly, marital status has been linked
to consciousness of client rights'®. Client rights are aimed
at protecting their autonomy and while health providers
may have an understanding of this, client rights are not
always upheld. Information on rights and entitlements is
not always fully given leading to dissatisfaction'’. This is
so in spite of the need to give personalized information
that allows patients to make informed choices that suit
them in their circumstances and improve their quality
of life. Health providers need to recognize that the cli-
ent-provider relationship has evolved over the years from
one of paternalism where the provider knows it all to
one where there is a strong focus on human rights and
individual autonomy and curiosity is encouraged enabling
effective participation in decision-making'’.

Client satisfaction improves a health facility’s image and
can result in high service uptake'®. Furthermore, when
patients are kept aware of their care using simple lan-
guage that is easy to understand, this alleviates anxiety
and increases satisfaction. Client rights refers to the op-
erationalization of human rights in health care enabling
clients to get appropriate and respectable care according
to need based on the premise of preserving human dig-
nity”. In Uganda, there is a patients’ charter which spells
the client rights and responsibilities as well as the respon-
sibilities of the health workers and is aimed at increasing
clients’ awareness of their rights and encourage them to
demand good quality health services®. This charter was
introduced against the backdrop of limited capacity to
demand health rights by patients in the country.

In this study, 46% of clients had a health facility that was
closer to their home than the one they visited on the day
they were interviewed. While clients’ physical proximity
to their preferred health facility could indicate the level
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of access to health care, this study revealed that for close
to half of the clients, the nearest health facility was not
necessarily the one they used for different reasons. The
quality of services, availability of drugs and availability
of staff were found to be key determinants of clients’
choice of health care sources. This conforms to other
findings where the same factors were also found to influ-
ence access to health care'**. It is therefore not sufficient
to guarantee physical proximity only, as clients will leave
nearer facilities to look for those with better care, even
if far away. All efforts should therefore be made to im-
prove the quality of care available at all health facilities
particularly those in dioceses with greater dissatisfaction
rates. Most importantly, the dioceses’ that had high dis-
satisfaction across all the satisfaction dimensions (over-
all satisfaction, payment, rights) namely South Rwenzori,
Mukono and Lango need urgent attention to be able to
improve the service experiences of clients.

Our study was conducted in a heterogeneous population
spread geographically across all the different regions of
the country and at different health facility levels. The
study was conducted only in the private-not-for-prof-
it protestant faith-based network therefore may not be
generalizable to the public sector health facilities. Due
to the cross-sectional nature of this study, it is import-
ant to interpret the findings with caution as satisfaction
may vary with different service encounters and is subject
to extrinsic and peculiar factors unrelated to the service
experience”. In addition clients’ satisfaction assessments
may be subjective.

This study indicates a high level of satisfaction with ser-
vices in the UPMB faith-based network in Uganda. The
study has also highlighted significant dissatisfaction with
the payment and rights dimensions. This has some impli-
cations for service delivery within the network. The find-
ings suggest the need to develop service improvement
plans to address concerns around overall client satisfac-
tion, payments and rights. There is need to standardize
and explain the different charges levied on clients. To
reduce out-of-pocket expenditure, there is need to im-
plement community health insurance schemes. Health fa-
cility managers should ensure that the number of health
workers match patient volumes especially at higher level
centres. Health workers should take more time to explain
rights and entitlement to clients as part of health edu-
cation talks. All member health facilities should be en-
couraged to conduct routine client satisfaction surveys
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and implement continuous quality improvement strate-
gies. Training of health workers on the patient charter
and provision of job aids is necessary to promote pa-
tient-centered care in UPMB facilities.
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