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Abstract 
 

The increasing number of maternal deaths is a major global health concern. Most causes of these deaths are preventable through 

provision of quality maternal healthcare services (MHS). Client satisfaction has been recognized as an important indicator of 

healthcare quality. This study aimed to compare client satisfaction with MHS in selected rural and urban health facilities in Cross 

River State. A cross-sectional comparative study conducted among 466 mothers accessing immunization services recruited using a 

systematic sampling technique. Data was collected using an interviewer-administered questionnaire and analysed using SPSS 

version 25, employing bivariate analysis at (p<0.05). The overall mean age of respondents was 26.51±5.8 years. A significantly 

higher proportion of clients in the urban (92.2%) compared to the rural (81.5%) were satisfied with MHS (p=0.001). Clients’ 

satisfaction level were significantly higher in the urban compared to the rural, (input: 56.4% rural, 76.1% urban, process: 85.8% 

rural, 93.7% urban; outcome: 96.2% rural, 100% urban). At bivariate analysis, only marital status was found to be associated with 

MHS satisfaction and among married women residing in urban setting. Therefore, interventions targeting improvement across all 

domains in the rural and input domain in the urban facilities is strongly recommended. (Afr J Reprod Health 2025; 29 [6]:129-140). 

 

Keywords: Quality, Client satisfaction; maternal healthcare services; Avedis Donabedian; domains of care; primary healthcare 
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Résumé 
 

L'augmentation du nombre de décès maternels est une préoccupation majeure de santé mondiale.La plupart des causes de ces décès 

sont évitables grâce à la fourniture de services de soins de santé maternelle de qualité (CSM).La satisfaction des clients a été reconnue 

comme un indicateur important de la qualité des soins de santé.Cette étude visait à comparer la satisfaction des clients avec les MHS 

dans des établissements de santé ruraux et urbains sélectionnés dans l'État de Cross River.Une étude comparative transversale menée 

auprès de 466 mères accédant aux services de vaccination, recrutées à l'aide d'une technique d'échantillonnage systématique.Les 

données ont été collectées à l'aide d'un questionnaire administré par un intervieweur et analysées à l'aide de SPSS version 25, en 

utilisant une analyse bivariée à (p<0,05).L'âge moyen global des répondants était de 26,51±5,8 ans.Une proportion significativement 

plus élevée de clients en milieu urbain (92,2%) par rapport au milieu rural (81,5%) étaient satisfaits des MHS (p=0,001).Le niveau 

de satisfaction des clients était significativement plus élevé en milieu urbain par rapport au milieu rural (entrée : 56,4 % rural, 76,1 

% urbain, processus : 85,8 % rural, 93,7 % urbain ; résultat : 96,2 % rural, 100 % urbain).Lors de l'analyse bivariée, seul le statut 

marital a été associé à la satisfaction MHS et parmi les femmes mariées résidant en milieu urbain.Par conséquent, des interventions 

visant à améliorer tous les domaines dans les zones rurales et le domaine d'entrée dans les établissements urbains sont fortement 

recommandées. (Afr J Reprod Health 2025; 29 [6]: 129-140). 

 

Mots-clés: Qualité; Satisfaction des clients; Services de santé maternelle; Avedis Donabedian; domaines de soins; établissements 

de soins de santé primaires; État de Cross River 

 

 

Introduction 
 

Maternal mortality is unacceptably high especially 

in the low- and middle-income countries (LMICs). 

Globally, in 2020, about 287,000 women died during  

and following pregnancy and childbirth.1,2 About 

95% of these deaths occurred in LMICs.1  

 

In that same year, Nigeria was estimated to have 

approximately 82,000 maternal deaths, accounting 

for over one quarter (28.5%) of all estimated global  

deaths in 2020, followed by India (24,000) and the 

Democratic Republic of the Congo (22,000).2 

Although data obtained from the Health Think, 

2020, Cross River State recorded maternal mortality 
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ratio (MMR) of 45.7 per 100,000 live birth,3,4 and  

one of the lowest in the South-south geopolitical 

zone. But these deaths are preventable with quality 

maternal healthcare services before pregnancy, 

during pregnancy and delivery and postpartum.5 

However, “Quality of care’’ mean different 

things to different people. Several frameworks 

(Avedis Donabedian, Hulton, Robert J Maxwell, and 

John Øvretveit among others), have been used to 

evaluate quality of care. According to Avedis 

Donabedian, quality of care is the extent to which 

actual care is in conformity with present criteria for 

good care.6,7 The Donabedian framework measures 

the quality of care along three domains namely: 

Structure/input, Process and Outcome; where 

structure refers to the health facility setting, the 

physical environment, and equipment, 

infrastructure, human resources as well as 

organizational characteristics, staff training and 

remuneration. The process component refers to the 

technical and interpersonal aspects of delivering care 

and includes diagnosis, patient education, 

communication and preventive care and the 

outcomes refer to the effect of care and include 

health status, knowledge and client satisfaction.8 

“Quality of maternal healthcare services is therefore 

defined as the degree to which maternal health 

services for individuals and populations increase the 

likelihood of timely and appropriate treatment for 

the purpose of achieving desired outcomes that are 

both consistent with current professional knowledge 

and uphold basic reproductive rights”.9  

Although it is known that good quality 

maternal health services (MHS) before, during 

pregnancy, delivery and postpartum could reduce 

maternal deaths, nevertheless, the use of MHS by 

clients could be affected by their level of 

satisfaction. For instance, although MHS exist at all 

levels of the healthcare system in Nigeria, a study by 

Chika et al 2021 among childbearing women in 

South-East Nigeria reveal that only 23.4% of women 

received pre-conception care.10 In addition, the 

Nigeria Demographic and Health survey (NDHS), 

2023-24 reports that only 15% and 50% of married 

women and unmarried women respectively use a 

modern contraceptive method, 30.6% in urban 

compared with 12.8% in rural setting, while 63% 

reported using ANC from skilled birth attendance 

(SBA), 81.9% and 50.6% in urban and rural setting 

respectively.11 Furthermore, only 39% of births 

occurred in healthcare facility in Nigeria (61% and 

26% in urban and rural facilities respectively).12 In 

Cross River State where this study was carried out, 

only 67.8% of women received ANC from skilled 

birth attendance, (81.9% in urban and 50.6% in rural 

setting).11 In addition, only 56.2% were delivered by 

SBA, (70.2% and 30.6% in urban and rural setting 

respectively), while only 58.8% (66.3% in urban and 

29.1% rural) delivered in a health facility, with about 

74.6% (63.2% in urban and 30.3% in rural) attending 

postnatal checks within the first two days of 

delivery.11 Reasons for low utilization include poor 

access to quality care, poverty. Cultural beliefs and 

practices, amongst others (WHO, 2019, NDHS, 

2018).13,12 

However, client satisfaction has been 

identified as an important indicator for measuring 

healthcare quality from user perspective.14 

Satisfaction is a person's feelings of happiness or 

displeasure as a result of comparing a product's 

outcome in relation to his or her expectations, hence 

a key determinant of quality of care and an important 

component in measuring performance.15 More so, 

studies have revealed that clients with high level of 

satisfaction are more likely to keep to appointments, 

adhere to medical advice and treatment, and 

maintain more stable relationship with healthcare 

providers leading to better health outcomes.16 

However, delivery of good quality MHS necessitates 

the presence of adequate structural and process 

attributes of care.17 A review of literature from 

developing countries revealed that the determinants 

of maternal satisfaction cuts across all the 

dimensions of care: structure, process and 

outcome.18 In Nigeria, factors associated with 

satisfaction include hospital environment, electricity 

supply, waiting time, cost of services, and healthcare 

providers’ communication skill amongst others.19,20 

There is limited evidence regarding client 

satisfaction with MHS in CRS. A recent study 

conducted in a secondary healthcare facility in CRS, 

reported a dissatisfaction score of 42.6% with 

respondents citing provider tone of voice, politeness, 

support and show of sympathy as areas of 
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dissatisfaction.21 However, a more robust, context-

specific evidence exploring clients’ satisfaction with 

MHS especially at the PHCs, which is the level of 

care closest to the people, is necessary to have a 

better assessment of the quality of MHS in CRS to 

guide policy and practice. This study hopes to 

provide this needed evidence by using the Avedis 

Donabedian’s framework to assess and compare 

client satisfaction and its predictors with maternal 

healthcare services in selected rural and urban 

primary healthcare facilities in CRS. 
 

Methods 
 

Study area and setting 
 

 This study was conducted in Cross River State 

located in the south-south geopolitical zone of 

Nigeria within the tropical rainforest belt. The state 

has 3 senatorial districts and 18 Local Government 

areas (LGAs); seven largely urban and 11 rural, with 

196 political wards.22,23  There are 903 health 

facilities scattered in the 196 geopolitical wards of 

the state, including 139 private health facilities and 

764 public health facilities. Of the public health 

facilities, 744 are primary health facilities, 18 are 

secondary health facilities, and two are federal 

government-owned tertiary health facilities. The 18 

secondary facilities are all state-owned (general 

hospitals) spread across 11 LGAs.24 All the 744 

PHCs facilities offer maternal healthcare services 

(MHS) 24 hours daily throughout the week, although 

booking and antenatal care (ANC) takes place 

Monday through Friday, while every day for women 

in labour.  

The MHS offered to women include 

preconception care, ANC, delivery services and 

postpartum care. Maternal and child health (MCH) 

services are offered almost free-of-charge to mothers 

and children in all 744 PHC facilities in CRS since 

2009 by the state Government under the PROJECT 

HOPE initiative.25 In addition, Cross River State 

Ministry of Health (CRSMOH) in collaboration with 

several development partners are committed to 

improving the quality of MCH services in the 

healthcare facilities in CRS.26 
 

Study design and population 
 

 Health facility-based comparative cross-sectional 

study involving nursing mothers of babies 0 – 

6weeks old who accessed child immunization 

services in selected PHC facilities from October to 

December 2020. 
 

Inclusion criteria  
 

Consenting mothers of babies aged 0 – 6weeks old 

accessing child immunization services who at least 

booked, accessed ANC, or delivered in a PHC in the 

LGA during the study period. 
 

Sample size determination 
 

 The required minimum sample size of 170 per study 

arm was calculated using the appropriate formula for 

comparing two independent proportions,27 and 

overall client satisfaction prevalence of 89.7% at 

0.05 precision. We however decided to recruit up to 

210 clients per study arm to increase the robustness 

of analysis. 
 

Sampling technique 
  

A multistage sampling technique was used in the 

selection of the PHCs. 

Stage 1: Selection of study LGAs: Stratified 

random sampling was used to select study LGA. The 

LGAs in each of the three senatorial zones were 

stratified into rural and urban LGAs after which one 

rural and one urban LGA were randomly selected 

from the list of rural and urban LGAs respectively, 

giving a total of six selected LGAs (three rural, and 

three urban). 

Stage 2: Selection of political wards: Two wards 

were selected by simple random sampling from the 

list of wards in each study LGA giving a total of 12 

wards (6 rural, 6 urban). 

Selection of PHC facilities: The only PHC facility 

located in each selected ward was automatically 

included in the study (every ward in the State 

contains one PHC facility) giving a total of 6 rural 

and 6 urban study facilities. The sample size was 

equally allocated to each study facility, giving a total 
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of 35 participants per PHC (for rural: 210/6 = 35, and 

same for urban facilities). 

Stage 3: Selection of study participants: 

Systematic random sampling technique was used to 

recruit participants from each of the 12 study 

facilities. With a sample size of 35 allotted to each 

study facility, the sampling interval (k) was obtained 

by dividing the average number of women attending 

immunization clinic weekly (~ 120) by the allocated 

sample size (120/35 = 3.4 ≈3). The random start was 

determined by simple random sampling through 

balloting by writing ‘1 - 3’ on separate sheets, 

shuffling well and randomly picking one. If for 

example the number 2 was selected, then using the 

immunization register as the sampling frame, the 

second attendee was recruited as the first participant, 

followed by every third person until the desired 

sample size was attained. 
 

Data collection tool 
 

Data was collected using an interviewer-

administered questionnaire, adapted from a study by 

Titilayo and colleagues.28 The questionnaire had 

three sections: the socio-demographic 

characteristics/wealth assessment/obstetrics 

characteristics, and client satisfaction. The 

satisfaction questionnaire was based on the 

Donabedian’s input/structure, process, and outcome 

(SPO construct) domains of care. The input domain 

contained ten (10) items with information on the 

physical facilities, equipment, human resources for 

health, organization characteristics for example staff 

training, payment, amongst other things. The score 

of ‘1’ was assigned to “satisfied” and ‘0’ to “not 

satisfy”. Hence, the total score was ‘10’. A score <5 

indicated not satisfied, while a score of ≥5 indicated 

satisfaction. In the same vein, the process domain 

contained eighteen (18) items on the diagnosis, 

treatment, care, drugs, patient education, waiting 

time, healthcare workers attitude, amongst others. 

The score of ‘1’ was assigned to “satisfied” and ‘0’ 

to “not satisfy”. Hence, the total score was ‘18’. A  

score <9 indicated not satisfied, while a score of ≥9 

indicated satisfaction. In addition, the outcome 

domain contained two (2) items with information on 

satisfaction with the outcome of mother and baby 

after delivery. Responses to statements on 

satisfaction included satisfied or not satisfied. The 

score of ‘1’ was assigned to “satisfied” and ‘0’ to 

“not satisfied”. Hence, the total score was ‘2’. A 

score <2 indicated not satisfied, while a score of ‘2’ 

indicated satisfaction. To get the overall satisfaction 

score, the items in the 3 domains were added 

together to get 30 items. A score of ‘1’ was assigned 

to “satisfied” and ‘0’ to “not satisfied”. Hence, the 

total score was ‘30’. A score <15 indicated not 

satisfied, while a score of ≥15 indicated satisfaction. 

The Cronbach’s alpha was used to assess the 

reliability of the multi-item variables adapted from 

Titilayo et al to measure the Structure, Process and 

Outcome (SPO) constructs.   

It reliably measured the Structure construct 

with values ranging between 0.6 and 0.7 

(acceptable), with a standardized mean of 0.7. For 

the Process construct, Cronbach’s alpha values 

range from 0.5 and 0.6 with a standardized mean of 

0.6. For the Outcome construct, the component two-item 

variables gave values between 0.2 and 0.4 with a 

standardized mean of 0.3, hence poor measure. We then 

conducted confirmatory factor analysis (CFA) to identify 

and remove variables that did not load significantly 

(factor loading < 0.3) onto the construct/domain, thereby 

retaining only reliable components. The study tool 

therefore reliably measured satisfaction with all 

dimensions of care for which the SPO constructs were 

intended. 
 

Data collection methods  
 

A pretested interviewer-administered questionnaire 

on android device with check codes and skip logics 

were used to collect relevant data from study 

participants. Six trained research assistants who are 

university graduates helped with data collection. 

They were trained on the objectives of the study, 

method of data collection and responsible conduct of 

research and voluntary informed consent process. 

Data was collected from October to December 2020. 
 

Data handling and statistical analysis 
 
 

Collected data uploaded to a secure server, were 

exported in XLS format, cleaned in Excel 

spreadsheet, and analysed with SPSS version 23. 

Frequencies, percentages, mean and standard 
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deviations were used as appropriate. Bivariate 

analysis was carried out using Chi square to test for 

associations between various categorical variables. 

P value was set at <0.05.  
 

Ethical considerations 
 

Ethical approval for this study with reference 

number - CRS/MH/HREC/019/vol.1/198, obtained 

from the Cross River State Health Research Ethics 

Committee (CRS–HREC). Verbal informed 

consents obtained from study participants after 

explaining study procedures. Confidentiality and 

data safety ensured all through the study. Privacy of 

the study respondents ensured during the interview 

process by moving the participants to a quit (neutral) 

room devoid of interruptions from the health care 

workers. The study instruments did not carry any 

identifiers like names and addresses of participants. 

Electronic data were stored in pass-worded 

computer systems and only authorized persons had 

access to the password 

 

Results 

 

The socio-demographic characteristics of clients in 

the study population who accessed immunization 

services in rural and urban PHC facilities in CRS, is 

as presented in Table 1. Four hundred and sixty-six 

(466) nursing mothers, 211 in the rural and 255 in 

the urban population were interviewed. The overall 

mean age of the respondents was 26.51±5.8, 

(26.13±5.6 and 26.83±5.8) years in rural and urban 

populations respectively. Majority of the 

respondents in the rural 159(75.4) and urban 

182(71.4) were married (p=0.004). Furthermore, 

majority of the respondents in both rural 129(61.1) 

and urban 156(61.2) attended secondary education 

(p=0.05).  

 As shown in Table 2 all respondents in the urban 

sites were satisfied with all the items in the structural  

 

 

 

domain, while respondents in the rural sites were 

satisfied with only 5 of the items. The difference in 

the satisfaction level between rural and urban was 

statistically significant for all the items except 

examination rooms’ privacy and health education 

material. Areas of dissatisfaction among the rural 

dwellers include electricity and water supply, beds 

and bed sheets in the wards, provision of ITN and 

window nets in the wards, toilets and bathroom 

facilities provided for patients and staff adequacy in 

the facility. For the process domain, the respondents 

in the urban were satisfied with all the items, while 

respondents in the rural sites were dissatisfied with 

the following four items: availability of drugs in this 

health facility, laboratory investigations performed, 

cost of drugs and the cost for services in the 

facilities. The only statistically significant difference 

was in daily operation of the facility, 24 hours 

operation of the facility, waiting time, availability of 

drugs in this health facility, laboratory investigations 

performed, cost of drugs in the facility and cost of 

services. Majority of respondents in both rural and 

urban were satisfied with the outcome of care of both 

the mother and the baby. 

Table 3 shows that the clients in the urban 

sites were more satisfied with the quality of care 

across the three domains compared to those in the 

rural sites, (input: 56.4% in rural, 76.1% in urban 

p=<0.05, process: 85.8% in rural, 93.7% in urban 

p=0.004, outcome: 96.2% in rural, 100% in urban 

p=0.002 and overall rural 81.5%, urban 92.2%, 

p=0.001). Table 4 shows that age, occupational 

status, level of education, booking GA and income 

were not significantly associated with the client 

satisfaction with the quality of care received. 

However, a significantly higher proportion of 

respondents in urban 174(95.6) who were married 

were more likely to be satisfied with the quality of 

MHS compared to the 61(83.6) who were single 

(p=0.001). 
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Table 1: Sociodemographic characteristics of respondents in rural and urban PHC facilities in CRS, 2020 

 

Variables  Rural (n=211) 

n (%) 

Urban( n=255) 

n (%) 

Chi Square 

Test (χ2) 

p-value 

Age (years) 

≤19 

20 – 24 

25 – 29 

30 -34 

≥35 

Mean ± SD 26.51±5.8 

 

16 (7.6) 

75 (35.5) 

62 (29.4) 

34 (16.1) 

24 (11.4) 

26.13±5.6 

 

21 (8.2) 

70 (27.5) 

82 (32.2) 

50 (19.6) 

32 (12.5) 

26.83±5.8 

 

 

 

 

3.695 

 

 

 

 

0.449 

Marital status 

Single  

Married  

Co-habiting 

 

30 (14.2) 

159 (75.4) 

22 (10.4) 

 

61 (23.9) 

182 (71.4) 

12 (4.7) 

 

 

10.996 

 

 

0.004 

Religion  

Catholic 

Orthodox 

Pentecostal  

Others* 

 

66 (31.3) 

24 (11.4) 

115 (54.5) 

6 (2.8) 

 

69 (27.1) 

36 (14.1) 

132 (51.7) 

18 (7.1) 

 

 

 

5.532 

 

 

 

0.137 

Occupation 

Government-employed 

Self-employed 

Not employed 

 

11 (2.4) 

124 (58.8) 

76 (36.0) 

 

19 (4.1) 

144 (56.5) 

92 (36.1) 

 

 

1.004 

 

 

0.605 

Level of education  

No formal 

Primary 

Secondary 

Tertiary 

 

4 (1.9) 

42 (19.9) 

129 (61.1) 

36 (17.1) 

 

16 (6.3) 

35 (13.7) 

156 (61.2) 

48 (18.8) 

 

 

 

8.026 

 

 

 

0.045 

Tribe  

Bette   

Efik 

Ekpathe 

Mbembe 

Others** 

 

75 (35.5) 

60 (28.4) 

15 (7.1) 

45 (21.3) 

16 (7.7) 

 

30 (11.8) 

58 (22.7) 

71 (27.8) 

54 (21.2) 

42 (16.5) 

 

 

 

64.680 

 

 

 

<0.05 

Household income 

< N 20,000 

N 20,000 – 50,000 

N 51,000 – 100,000 

> N100,000 

 

88 (41.7) 

94 (44.6) 

23 (10.9) 

6 (2.8) 

 

106 (41.6) 

83 (32.5) 

48 (18.8) 

18 (7.1) 

 

 

13.119 

 

 

0.004 

Booking GA/weeks 

≤13 

14 – 26 

>26 

Mean booking GA ±SD 16.48±8.5 

 

74 (35.1) 

103 (48.8) 

34 (16.1) 

16.96±8.4 

 

107 (42.0) 

118 (46.2) 

30 (11.8) 

16.08±8.6 

 

 

 

3.158 

 

 

 

0.206 

Place of delivery 

Health facility 

Church 

Home 

TBA 

 

157 (74.4) 

5 (2.4) 

29 (13.7) 

20 (9.5) 

 

191 (74.9) 

11 (4.3) 

35 (13.7) 

18 (7.1) 

 

 

2.104 

 

 

0.551 

 

* Muslim, Jehovah’s Witness   **Cameroon, Hausa, Yoruba, Tiv, Fulani, Bekwara, Boki, Igbo 
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Table 2: Clients satisfied with the quality of the structure, process and outcome of care among mothers in the rural and 

urban PHC facilities in CRS, 2020 
 

 Clients satisfied n=466   χ2 p-value 

Variable  Rural(n=211) 

n (%) 

Urban(n=255) 

n (%)  

Input / structure domain     

Neatness and conducive nature of the health facility    117 (55.5) 171 (67.1) 6.591 0.01 

Available facilities/equipment needed for care            108 (51.2) 169 (66.3) 10.905 0.001 

Electricity and water supply provided in facility         65 (30.8) 145 (56.9) 31.666 <0.05 

Beds and bed sheets in the wards                 98 (46.4) 153 (60.0) 8.536 0.003 

Provision of ITN and Window nets in the wards  100 (47.4) 158 (62.0) 9.915 0.002 

Toilets and bathroom facilities provided for patients  85 (40.3) 151(59.2) 16.555 <0.05 

The examination rooms and privacy 131 (62.1) 173 (67.8) 1.688 0.194 

Health education materials easily understood.  152 (72.0) 166 (65.1) 2.566 0.109 

Adequacy of staffs in this facility  93 (44.1) 150 (58.8) 10.063 0.002 

Competency of health workers in the health facility  149 (70.6) 200 (78.4) 3.750 0.053 

Process attribute domain      

Health workers are respectful and kind 159 (75.4) 181 (71.0) 1.120 0.290 

Staff do their work with confidence 138 (65.4) 167 (65.5) 0.000 0.984 

Explanation of procedures before performing them 155 (73.5) 200 (78.4) 1.573 0.696 

Support from health workers during ANC 164 (77.7) 202 (79.2) 0.152 0.696 

Support from health workers during delivery 169 (80.1) 201 (78.8) 0.114 0.736 

Encouragement and support provided by health workers 

during immunization 

166 (78.7) 188 (73.7) 1.548 0.213 

Examination of pregnant and postpartum women by health 

workers /  

176 (83.4) 206 (80.8) 0.540 0.463 

Health talks/education sessions  162  (76.8) 195 (76.5) 0.006 0.938 

Daily operation of the facility 140 (66.4) 196 (76.9) 6.343 0.012 

24 hours operation of the facility  137 (64.9) 204 (80.0) 13.361 <0.05 

Promptness 152 (72.0) 196 (76.9) 1.421 0.233 

Waiting time 150 (71.1) 146 (57.3) 9.538 0.002 

Consultation time 163 (77.3) 178 (69.8) 3.262 0.071 

Availability of drugs in this health facility  82 (38.9) 132 (51.8) 7.740 0.005 

Provision of privacy during vaginal examination and delivery 149 (70.6) 196 (76.9) 2.344 0.126 

Laboratory investigations performed   104 (49.3) 149 (58.4) 3.889 0.049 

Cost of drugs in this facility 79 (37.4) 129 (50.6) 8.076 0.004 

Cost for services in this facility 102 (48.3) 147 (57.6) 4.018 0.045 

Outcome attribute domain      

Mothers health status after delivery 191 (90.5) 245 (96.1) 5.920 0.015 

Babies’ health status after delivery 194 (91.9) 246 (96.5) 4.493 0.034 
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Table 3: Overall client satisfaction scores with the quality of maternal healthcare services in rural and urban PHC 

facilities in Cross River State, 2020 
 

 Overall satisfaction scores (n=466)   

Variable  Rural (n=211)n (%) Urban (n=255)n (%) χ2 p-value 

Overall scores 172 (81.5) 235 (92.2) 11.821 0.001 

Input/structure 119 (56.4) 194 (76.1) 20.279 <0.05 

Process  181 (85.8) 239 (93.7) 8.189 0.004 

Outcome  203 (96.2) 255 (100) 9.837 0.002 

 

Table 4: Association between socio-demographic variables and client’s satisfaction with the quality of maternal 

healthcare services in rural and urban PHC facilities in CRS, 2020 
 

 Overall satisfaction  

Rural n = 211                                                                              urban n = 255 

Variable Satisfied 

n (%)  

Not 

satisfied n 

(%)  

χ2 p-value Satisfied 

n (%) 

Not 

satisfied 

n (%)  

χ2 p-value 

Age  

<30 

≥30 

 

123(80.4) 

49(84.5) 

 

30(19.6) 

9(15.5) 

 

0.467 

 

0.494 

 

160(92.5) 

75(91.5) 

 

13(7.5) 

7(8.5) 

 

0.080 

 

0.777 

Marital status 

Single  

Married 

 

 

43(82.7) 

129(81.1) 

 

 

9(17.3) 

30(18.9) 

 

 

0.063 

 

 

0.801 

 

 

61(83.6) 

174(95.6) 

 

 

12(16.4) 

8(4.4) 

 

 

10.454 

 

 

0.001 

Occupation  

Unemployed  

Employed 

 

164(82.0) 

8(72.8) 

 

36(18.0) 

3(27.3) 

 

FET 

 

-------- 

 

218(92.4) 

17(89.5) 

 

18(7.7) 

2(10.5) 

 

FET 

 

------ 

Education  

No formal 

education 

Formal education 

 

 

 

2(50.0) 

170(82.1) 

 

 

 

 

2(50.0) 

37(17.9) 

 

 

 

FET 

 

 

 

-------- 

 

 

 

16(100) 

219(91.6) 

 

 

 

0(0.0) 

20(8.4) 

 

 

 

FET 

 

 

 

-------- 

Booking GA 

<16 weeks  

≥16 weeks 

 

88(83.8) 

84(79.2) 

 

17(16.2) 

22(20.8) 

 

0.729 

 

 

0.392 

 

131(94.2) 

104(89.7) 

 

8(5.8) 

12(10.3) 

 

1.843 

 

0.175 

Income  

<50 000 

≥50 000 

 

145(79.7) 

27(93.1) 

 

20(20.3) 

2(6.9) 

 

2.996 

 

0.083 

 

173(91.5) 

62(93.9) 

 

16(8.5) 

4(6.1) 

 

0.391 

 

0.532 
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Discussion 
 

Our study assessed and compared client satisfaction 

with the quality of maternal healthcare services 

received by mothers of babies 0 – 6 weeks old 

accessing child immunization services in rural and 

urban PHC facilities in CRS, Nigeria. This study 

reports that clients in both rural and urban areas were 

satisfied with most aspects of maternal healthcare. 

Overall, four out of five clients expressed 

satisfaction with services in both settings with 

slightly higher proportion of clients in the urban 

areas expressing satisfaction with services compared 

to those in the rural areas. This finding is higher than 

that reported from a study conducted in an urban and 

rural primary healthcare facilities in Northwest 

Nigeria which reported that only about two-third of 

the respondents in urban and rural communities were 

satisfied with the quality of healthcare they 

received.29 On the other hand, a study that analysed 

Demographic and health data in Ghana reported 

lower level of client satisfaction with primary 

healthcare services among clients in urban and rural 

areas.30  In our study and the study conducted in 

Northwest Nigeria, the satisfaction scores are higher 

in urban PHCs compared with the rural PHCs. This 

could be attributed to the fact that facilities in urban 

areas are more likely to be better equipped in terms 

of resources for maternal healthcare services 

compared to rural health facilities, hence 

compromising the quality of services delivered in 

rural health facilities. Therefore, it is pertinent for 

policy makers to strengthen the PHC facilities by 

addressing the issue of poor staffing and equipment 

in rural health facilities, not only in CRS but also 

across the country if the health-related sustainable 

development goals (SDGs) are to be achieved.  

Majority of the women in our study (81.5% 

and 92.2%), in rural and urban facilities respectively 

were satisfied with the quality of maternity care they 

received. This finding is similar to a recent study 

conducted by Bernard et al in Gombe State, North-

eastern Nigeria.31 Other studies have reported 

similar levels of satisfaction in some African 

countries: Rwanda 88.75% and Southern 

Mozambique 85.9%.32,33 Nevertheless, these studies 

were not an urban versus rural comparison. 

However, higher levels of satisfaction are reported 

in Lagos, Ekiti and Sokoto metropolis than observed 

in our study at 94%, 94.8% and 96.7% 

respectively.20,34,35 The different services rendered 

may explain the reported higher satisfaction rates in 

these studies. The differences in the rate of 

satisfaction could also be due to the different settings 

or the characteristics of the study population in 

which the studies were done and the measures of 

satisfaction studied. Furthermore, the level of client 

satisfaction reported in some African countries and 

Nigeria are lower than that observed in our study. A 

study in Ethiopia by Muluken and Yemane reported 

overall satisfaction level of 64%, input 70% and 

process 69.56%,36 while Mustefa and Bekelu in Bele 

Gasgar reported a satisfaction level of 55%.17 In 

Nigeria, a study by Oyebola et al reported a 

satisfaction level of 63.6%, while Babalola and 

Okafor reported a satisfaction level of 62.5%.19,37 

Despite the overall proportion of 

respondents reporting satisfaction with MHS being 

greater than four-fifth in this study, the 

input/structural attribute of care revealed a 

satisfaction score of greater than two-third (76.1%), 

but only slightly above half (56.4%) in the rural PHC 

facilities. More so, the satisfaction scores for most of 

the items in the input/structural domain was just 

slightly above average (50%) with only a few items 

scoring two-third and above. The areas of 

dissatisfaction in both urban and rural PHCs 

included electricity and water supply. In addition, 

about half of the clients in the rural PHCs were not 

satisfied with the quality of bed and bedsheets in the 

ward, quality of insecticide treated net (ITN) and 

window nets in the ward, toilets and bathroom 

facilities and adequacy of staff. This finding is in 

agreement with findings from a study conducted in 

South-south Nigeria where only about half of the 

respondents were satisfied with the availability of 

the structure.38 The implication of this finding is that 

the input/structural domain of care need to be looked 

into especially in rural health facilities if healthcare 

quality is to be maintained.  

Furthermore, the process of care which is 

the sum of all actions that make up healthcare, in this 

study, satisfaction with process of care was greater 

than four-fifth, (93.7%) in urban compared to 
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(85.8%) rural PHCs. Most of the respondents 

reported satisfaction with most of the items in the 

process domain, although few of the respondents in 

the rural PHCs reported dissatisfaction. Some of the 

areas of dissatisfaction in both urban and rural 

facilities were availability of drugs in the health 

facility and the cost of drugs in the facility. In 

addition to this, clients in the rural facilities were not 

satisfied with availability of drugs in the health 

facility, laboratory investigations performed, cost of 

drugs and cost of services.  This finding is not 

consistent with findings by Anthony et al that 

reported that participants were satisfied with the 

process of care (which includes health workers’ 

attitude and privacy) and the structural dimension of 

care (such as, the cleanliness of health care facilities 

and availability of and access to medicine).39 One 

possible reason for this level of satisfaction could be 

the good relationship of the healthcare provider with 

the clients. Interestingly, despite the dissatisfaction 

recorded with some items in the structure and the 

process of care, the outcome of care recorded almost 

100% satisfaction score, with overall satisfaction 

score of 94%.  

This finding is in keeping with findings 

from Anthony et al that reported (97.1%) satisfaction 

with birth outcomes.39 The high satisfaction score 

recorded in this domain could be because the study 

was carried out among mothers who brought their 

babies for immunization. The mothers are satisfied 

because they were healthy and gave birth to life 

babies. To have a more holistic view of the outcome 

of care, it may be necessary to include clients who 

had problems in the course of maternal healthcare  

services, lost a pregnancy, had a still birth, lost child 

just after birth while still in the facility after delivery. 

At bivariate analysis, only marital status was found 

to be associated with satisfaction with MHS and 

among women residing in urban setting. These 

finding agree with findings from Sannia and Waris, 

and Nasser et al where they found that 

sociodemographic variables like marital status 

impacted on satisfaction.40,41  This may be attributed 

to the fact that married women in urban setting have 

access to social and mass media, like Facebook, 

newspaper, television, radio and other social media 

platforms than women in rural settings. This media 

promotes the acquisition of healthcare knowledge 

and raises public awareness on health issues. The 

rural women lack this information, may not be 

satisfied with services and hence poor uptake of 

MHS. This implies that there may be need for 

women in the rural setting (especially singles) to 

have regular information on the need for MHS. This 

study, therefore, highlights the importance of the 

input/structural and process domains in attending 

good outcome of care and a yardstick for client 

satisfaction with care.  
 

Limitation  
 

The study relied mainly on recall experience of 

mothers who utilized maternal healthcare services in 

the study facilities. This is prone to recall bias. To 

enhance recall, only nursing mothers of babies 0 – 

6weeks were included in the study. In addition, 

interviews were conducted in health facilities where 

respondents received maternal healthcare services. 

Social desirability bias/Hawthorne effect can affect 

the responses given by participants in this study. To 

minimize this, we refrained from using health 

workers as interviewers. Secondly, we interviewed 

participants in secluded rooms away from the eyes 

of facility health workers. Additionally, we 

reassured them that the interview was purely for 

research purposes so they should be free to give 

honest responses. These notwithstanding, 

Hawthorne is still a possibility. Only users of health 

facilities participated in this study, so views of non-

users that may provide vital information may be 

missed. 
 

The strength of the study 
 

The strength of the study was that it assessed 

satisfaction with different domains and revealed 

satisfaction with input, process and outcome of care 

in the different settings. This led to a strong 

recommendation that interventions targeting 

improvement across all domains in the rural and 

input domain in the urban facilities 
 

Conclusion 
 

This study found that the clients in the urban sites 

showed more satisfaction with the quality of care 



Isika et al.                                                                                 Client satisfaction and maternal healthcare quality 

African Journal of Reproductive Health June 2025; 29 (6) 139 

 

 
 
 

across the three domains compared to those in the 

rural sites. The difference in the satisfaction level 

between rural and urban was statistically significant. 

In addition, on bivariate analysis, marital status was 

found to be associated with satisfaction among 

women in the urban setting compared to women in 

the rural settings. Predominant structural gaps were 

identified by clients as needing improvement and 

they include: electricity and water supply, beds and 

bedsheets, provision of ITN and window nets in the 

wards, toilets and bathroom facilities, adequacy of 

staff, availability of drugs, laboratory investigations 

performed, cost of drugs, and cost of services in the 

facilities. There is need for targeted interventions by 

the government and other stakeholders at the 

primary healthcare level to address identified gaps 

as well as reduce rural-urban inequity in the quality 

of healthcare services. 
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