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ORIGINAL

Clients’ satisfaction with
immunisation services in the urban
and rural primary health centres

of a South-Eastern State in Nigeria

Abstract Objectives: To deter-
mine clients’ satisfaction with
immunisation services in the ur-
ban and rural primary health cen-
tres of a South-eastern state in
Nigeria

Methods:A three-stage sampling
method was used to select 800
clients who presented with their
children/wards to 18 of the 440
primary health centres. Exit inter-
views were conducted using an
adapted, semi-structured ques-
tionnaire. A composite index of
satisfaction with immunisation
services, denoted as true satisfac-
tion, was assessed as the propor-
tion of clients who reported being
satisfied with the immunisation
services received on the day of
data collection, who were ready
to use the health centre again for
immunisation services, and who
were willing to recommend the
health centre to others for the
same services.

Findings: The mean age of the
clients was 28.9+4.5 and 26.7+5.1
years old in the urban and rural
areas, respectively. The main
reasons why the clients chose the
primary health centres for immu-
nisation services were because of
their proximity to the health
centres in the urban area (34.3%)

and the availability of vaccines in
the rural area (35.3%). The major-
ity of clients in the urban (84.5%)
and rural areas (94.3%) were truly
satisfied with the immunisation
services. A long waiting time and
uncomfortable waiting areas were
the major sources of dissatisfaction
among the clients. Factors that
were associated with the clients’
true satisfaction with immunisa-
tion services included being a cli-
ent in an urban area (adjusted odds
ratio (AOR)=0.2, 95% confidence
interval (Cl): 0.1-0.4), being mar-
ried, (AOR=33.5, 95% CI. 12.7-
88.1), being of the Igbo ethnic
nationality (AOR=14.9, 95% CI:
3.9-57.4), being a Christian
(AOR=21.1, 95% CI: 2.9-154.6),
and being in close proximity to the
health centres (AOR=2.6, 95% CI:
1.5-4.4).

Conclusion: The waiting time
needs to be reduced and the physi-
cal conditions of the waiting area
need to be improved to reduce the
clients’ dissatisfaction with the
services, particularly in urban
areas.

Keywords: Clients’ satisfaction,
immunisation, primary health cen-
tres, urban and rural, Enugu State.

Introduction

sanitation and a safe water sugplyHowever, the level
of immunisation coverage in Nigeria is very low,cady

has been shown to determine adherence to treatment

and, thus, follow-up measures, and good adherence
Immunisation saves more lives than any other publiclikely leads to positive health outcorfiest has been
health intervention, except possibly improvements i established that vaccine coverage is always higiiéas

where the primary health centres function adeqyfatel
Furthermore, it has been identified that promotilignt

23% of children between the ages of 12-23 months ar-oriented health services should be based on fihti

fully immunised and 29% of children do not recearey

determinants of client satisfaction in various orés.

vaccination§ High dropouts from poor functioning Additionally, economists believe that health care

health centres and poor attitudes of service pergidre
factors that may be responsible for this low immsani

tion rate®. Clients’ satisfaction with the received care

consumers are in favour of high-quality care, eifen
such care results in increased cists



In south-east Nigeria, the level of immunisatiorve®

376
Sample Size Determination

age is 43%, which is the highest coverage among the

geo-political zones in the country; however, a ahil
south-east Nigeria is more likely to have received
vaccinations compared with another child in otheo-g
political zones because of the fear of side effe@sod
interaction between parents and health care provide
will help allay these fears and, thus, improve ithenu-
nisation coverage in south-east Nigeria and in hégas

a whole. In addition, a child in an urban area igdxia

is more than twice as likely to be fully immunises a
child in the rural ara Therefore, this study was con-
ducted to determine clients’ satisfaction with imrmisa-
tion services in the urban and rural primary hea#h-
tres of a south-eastern state in Nigeria.

Methods
Setting

The study area is Enugu State, which is in thehseast
geo-political zone of Nigeria. It is composed oflbZal

The minimum sample size for the study was detertchine
by the formula used to compare two independent pro-
portionst> From a study in India, 93.9% of the respon-
dents were truly satisfied with the immunisatiorvases

in an urban area, which was the average propodfon
the fully and partially immunised clients who wesagis-
fied,'® while 95.9% of the respondents in a community-
based study in Nigeria were satisfied with immutiisa
services in a rural aréa.A total of 400 clients were
estimated for each group based on a type 1 emjoof(
0.05 in a two-sided test and a power of 0.8.

Sampling Technique

A three-stage sampling technique was used. Inithe f
stage, a simple random sampling technique by lxadjot
was used to select three local government areaadh

of the urban and rural areas of the state. In duorsd
stage, three health centres in each of six locakgn
ment areas were randomly selected by ballotinghén
third stage, we used the systematic random sampling

government areas (5 of which are designated asmurbatechnique to select the clients as they presemtetie

and 12 of which are designated as rural) and 2%fi-po
cal wards, with a population of 4,881,500 peoplthimi

a total area of 7,618 sq. kinlts capital, Enugu, was the
headquarters of the former East-Central State had t
defunct Eastern Region. The major occupationsrate t
ing and formal employment in the urban areas amnd pr
marily subsistence farming and animal pasturinghi
rural areas. The inhabitants are mostly Igbo withix-
ture of other tribes and are predominantly Chnistia

Enugu State operates the District Health Systeni¢chwh
consists of seven district hospitals (Awgu, Udiuga
Ezike, Agbani, Nsukka, Isi Uzo, and Enugu Metrogpli
440 primary health care facilities, 40 cottage litasg
two specialist hospitals, two teaching hospitats] 884
mission/private hospitals and clinitsAll of the pri-
mary health centres in Enugu State offer free imsain
tion services?

Study Design

The study employed a cross-sectional, analyticaigte
and compared clients’ satisfaction with the immanis
tion services in the urban and rural primary hea#h-
tres of Enugu State.

Study Participants

The study population consisted of clients who pmees
with their children/wards to receive immunisatiogr-s
vices at the primary health centres selected fersthdy
in August 2013. Immunisation/infant welfare clinio
the selected health centres were the client receuit
locations. A minimum of two immunisation visits dida
fied the client for inclusion in the study.

immunisation/infants’ welfare clinic on each daydafta
collection. We used the average attendance atdakhh
centres for immunisation services of the last sonths
as the population in the sampling frame (2000 ia th
urban area and 1600 in the rural area), and bylidiyi
this population by the sample size of 400 in eaclup,
we sampled one out of every five individuals in thre
ban area and one out of every four individualsha t
rural area. The index client was selected amondirtte
five clients in the urban area and the first foliengs in
the rural area by a simple random sampling method
through balloting using the health facility regrstef
clients on each day of data collection. To enshat a
client was not selected twice, there was a regfsteall

of the clients who had been included in the stuahd
this register was cross-checked by the researc$tass
before a new client was included.

Study Instrument

The study instrument was a validated, semi-strectur
guestionnaire. The questionnaire was adapted fitmm t
protocol of the Addis Ababa University KABP Study o
Immunisation: Exit Interview Questionnaite!® with
slight modifications to suit some unique aspectshef
study area.

Data Collection Method

The validated, semi-structured questionnaire wasimad
istered to the clients by trained research asisstdte-
spondents were assured that all of the informapiar
vided in the questionnaire was confidential. Adxfiti
ally, we did not obtain any identifying informatidrom
the participants. Participation in the study wasure
tary, and participants were assured that there dvbel
no victimisation of clients who refused to partii@ or
who decided to withdraw from the study after prawid



the vaccines (35.3%).
Outcome Measure
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consent. Ethical approval for the study was obthine decision to immunise their child, a significantligher
from the Research and Ethics Committee of the Unive proportion of clients in the rural (55.8%) compaxeith
sity of Nigeria Teaching Hospital, Ituku Ozalla, Ugyu. the urban (49.5%) areas reported that both paweesits
Clients were required to sign or provide a thumitpon involved in the decision. The main reason for sitilg
the written informed consent form before the inkeny the primary health centres for immunisation serwibg
and the nature of the study, its relevance, andetel clients in the urban area was proximity (34.3%)]levh
of their participation were thoroughly explainedhem. in the rural area, the main reason was the avétiabf

Table 1: Socio-demographic characteristics of clients of
The outcome measure of the study was the satisfacti immunisation services in the urban and rural printegalth
index, corresponding to the clients’ true satistactvith ~ ¢enters of Enugu State, August 2013.

2

immunisation services. It was assessed as the giimpo Variable Urbzgo Rur:lcl)o ¥ pvalue
of clients who were satisfied with the vaccinatiser- R
vices received at the primary health centres onddne  Age of clients
of data collection, who were willing to use the ltiea Mean+SD (years) 28.9t45  26.7+#51 6447 <0.001
. . . - ge groups in years
ce_n_tres again for vaccination services, and Whoewer’j20 718 32 (8.0) 48.073  <0.001
willing to recommend the health centres to otherdlie  20-_24 58 (14.5) 111 (27.8)
same services. 25-29 163 (40.8)  133(33.3)
30- 34 110 (27.5) 94 (23.5)
. >35 62 (15.5) 30 (7.5)
Data AnalyS|S Age of index child
Mean + SD (months) 3.9+3.3 3.7¢2.9 0.782 0.435
The analysis was performed using SPSS statistafal s Age group in months
. . <
ware, version 15 (SPSS Inc., Chicago, IL). Freqyenc;’ 399(12(2)7'8) 295(35;8_8) 1163 0281
tables and (_:ross—tabulations were generated, @ndfisi  Rrelationship of client to child
cance was indicated by a p-value of less than QM¥5. Mother 390(97.5)  392(98.0) 1.382  0.501
compared the socio-demographic characteristicshef t Father , 5(13) 6 (1.5)
lients, their sources of information on immunisati Female guardian >3 205
clients, . _ Position of index child
the place of delivery of the children who presented 1 109 (27.3) 103 (25.8) 3.041  0.219
the centres for immunisation, and the reasons \aky t 2-4 257 (64.3) 248 (62.0)
primary health centres were chosen for vaccinasiem  =° 34@5 490123
vices. We also compared the true satisfaction @fclR  \aried, currently living with  390(97.5) 371 (92.8)  13.34¢ 0.001
ents with immunisation services in the urban anelru spouse.
primary health centres. Multivariate analysis ushig  Ma"ied: notliving with spouse 0 (0) 5.6
.. . . Never married 10 (2.5) 24 (6.0)
nary logistic regression was used to determinefdbe  gejgion
tors predictive of the true satisfaction of theents with  Christian 399 (99.8) 393(98.3) 4712  0.095
immunisation services. Variables that had a p-vaifie ‘EDtt:‘?fﬁ 102 7(18)
. . . . . nic group
less thgn_ 0.2 in thg bivariate analysis were e(_jtem) labo 301(97.8) 394(985) 0611 0434
the logistic regression model to determine the iptets  others 9 (2.3) 6 (1.5)
of the clients’ true satisfaction with immunisatiger- Eﬁ,:ldcation of mother of index
. o g . - chi
vices. A logistic regression model was fitted fottbthe  {; tormal equcation 1(0.3) 3(0.8) 37957  <0.001
urban and rural areas. The results are reportea usi primary education 30 (7.5) 49 (12.3)
adjusted odds ratios (AOR) and 95% confidence -nterSecondary education 255(63.8) 301 (75.3)
vals (C|) Post secondary education 114 (28.5) 47 (11.8)
’ Occupation of mother
Self employed 211(52.8) 238(59.5 8360  0.015
Unemployed/housewife 130 (32.5) 128 (32.0)
Salaried employment 59 (14.8) 34 (8.5)
R It n=390 N (%)n= 371 N (%)
esults Education of father of index child
No formal education 2(0.5) 18 (4.9) 40.256  <0.001
Table 1 shows the socio-demographic characterisfics Primary education 31(7.9) 47 (12.7)
R ; ; H H ; econdary education 223 (57.2) 241 (65.0)
the clients who rece_|ved _|mmun|sat|on services. ThtiostSecomjmrducaltion 194(344) 650175
mean ages of the clients in the urban and _ruraﬂsare Occupation of father
were 28.9+4.5 and 26.7+5.1 years, respectively. Theelf employed 26969.0)  298(80.3) 13.069  0.001
majority of the mothers of the children who visitd LSJa'a"e? emdp'oymem él(‘i (32)9-7) 29( 1(115;-6)
0 0 . nemploye . .
urban (63..8 /o) and ru_raI (75.3%) primary health.mt Socio-economic status =400 N (%) n=400 N (%)
for immunisation services had secondary education.  Least poor 157 (39.3)  45(11.3)  152.982 <0.001
The poor 121 (30.3) 84 (21.0)
Table 2 shows the sources of information regardiveg Ve Poor 86 (21.5  107(26.8)
Poorest 36 (9.0) 164 (41.0)

immunisation activities of the clients. Most paigieEnts
in the urban (91.3%) and rural (92.8%) areas report astudent t test
health workers as their source of information. Reiyg bLikelihood ratio

the question of which family member makes the ‘Islam and traditional African religion
dyoruba, Hausa and the minority tribes
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Table 2: Sources of information and decision about child statistically significant (p=0.420). The major reador
immunisation, by clients in the urban and ruraianiy health the clients’ intention to use the primary healtmtoes
centers of Enugu State, August 2013 again for immunisation services and to recommerd th
Variable Urban Rural x2 pvalue health centres to others in the two study areas rexas
(n=400) (n=400) . ifi -
N (%) N (%) lated to the health workers; specifically, the Healork

ers were reported to be well trained, friendly, arid

Obtaining information about immunisationa . PO - .

Health w%rkers 365 (91.3) 371(92.8) 0611 0434 fered good services. A S|gr_1|f|cantly higher propmrtof

Friend 208 (74.5) 275(68.8) 3.254 0.071 the respondents who utilised the rural health esntr

Neighbour 248 (62.0) 262 (65.5) 1.060 0.303 (94.3%) were truly satisfied with the immunisatiser-

_'?aldio_ _ gig Egggg igg gi-g; ;?-Zgg <g-ggi vices received compared with those in the urbartthea
elevision . . . <0. 0

Church leaders 195 (48.8) 169 (42.3) 3.408  0.065 centres (84.5%).

Newspaper 76 (19.0) 42(10.5) 11.492 0.001 - - - — — ——

Covn\gn?ur?ity leaders 47 ((11_53) 72 218.03 6.170 0.013 Table 3: Clients’ satisfaction with immunisation services in

Traditional birth atten- 38 (9.5)  68(17.0) 9.787 0.002 the urban and rural primary health centers of Erfbigte,

dants August 2013

Political leaders 31(7.8) 37 (9.3) 0.579  0.447 \Variable Urban Rural 4 p value

Decision about child immunization (n=‘(1)00) (n=‘;00)

Both parents 198 (49.5) 223 (55.8) 14.510 0.001 N (%) N (%)

Mother alone 184 (46.0) 175 (43.8) Satisfied with vaccination

Father alone 18 (4.5) 2(0.5) services

Weight of baby checked Yes 348 (87.0) 380 (95.0) 15.629 <0.001

Yes 238 (59.5) 263 (65.8) 3.338 0.069 No _ , 52 (13.0)  20(5.0)

No 162 (40.5) 137 (34.3) Reason for not being satisfled n=52 N n=20 N

Estimated distance of client residence to healtiare %) *)

. Waiting time too log 39 (75.0) 11 (55.0) 6.102 0.014
<1 kilometer from home 251 (62.8) 278 (69.5) 32.243 <0.001 \y.jing area uncomfortable 22(423) 13 (65.0) 1.86 0.173
ﬁ;}fnléllometer from 108 (27.1) 118 (29.5) Vaccination area unclean 24 (46.1) 4 (20.0) 5.5650.018
. Vaccine provider unfriendly 13 (25.0) 5(25.0) Q05 0.822
;i;'slg?gf;;rggizg?ﬁe hi;l(tﬁo(.:g)nter fz(l)r(::.rlr?r)nuiuiﬂat Injection equipment not clean 1(1.9) 3(15.0) FT 0.076
>0 Will use health cent in for n=400 =400
Proximity 137 (34.3) 110 (27.5) 5.448 0142 peciegion o coanorn "
Availability of vaccine 119 (29.8) 141 (35.3) v 395 (98.8) 398 (99.5 ET 0.451
Health worker related 115 (28.8) 124 (31.0) N 50 é) 8) 20 5() ) '
factors i )
L R t health t =395 N =398 N
Senvice is free 29(7.3) 25 (6.3) g e )
Health worker related factors 171 (43.3) 164 (41.2) 0.569 0.904
& Multiple responses Proximity 117 (29.6) 125 (31.4)
] ) ) ) o Availability of vaccines 76 (19.2) 80 (20.1)
Table 3 shows the clients’ satisfaction with theniami-  Service is free 31(7.8) 29 (7.3)
sation services in the urban and rural primary theal Wil recommend the health — n=400 N n=400 N
tres. The majority of the clients using the imisa- center o others o) )
c_en . . jority g9 Yes 389 (97.3) 399 (99.8) 8.460  0.004
tion services in the urban and rural health centees o 11 (2.8) 1(0.3)
ported satisfaction with the services that theyenezd  Reason to recommend the n=389 N  n=399 N
0, 0, : : . health center to others (%) (%)
(87.0% and 95.0%, respectively), and the differeince Hoalth worker related fact 185(47.6) 185 (464) 2036 0.565
. s et . - ealth worker related tactor . . . .
the proportion was found to be sta_mstu;ally slgxaht Availabilty of vaccines 107 275) 103 (25.8)
(p<0.001). The major reason for dissatisfaction @gNO  proximity 68(17.5) 70 (17.5)
the urban respondents who reported dissatisfaetims  Service is free 29(7.5)  41(103

the long waiting time (39/52, 75.0%), while the oraj \'f;fé';‘;'a“sgr:“ use of HC for ?DZ‘)‘OO N 2;5‘00 N
reason for the rural respondents was that the ngiti

' No difficulty 355(88.8) 369 (92.3) 2.850 001
area was uncomfortable (13/20, 65.0%). A slightlypisicury 45(113)  31(7.8)
higher proportion of the rural (99.5%) than the amrb Difficulties encountered n=45 N n=31 N

i (%) (%)

_(98'8%) _r_espondents responded tha’F they YVOU|d_!j€‘ wi Waiting area uncomfortable 026 (57.8) l)15 (48.4) 0.65 0.420
ing to utilise the health centres again for immat@®  waiting time long 19(42.2) 16 (51.6)
services. This result was not found to be statific  Overall “True satisfaction with  n=400N  n=400 N
significant (p=0.451). A higher proportion of theral 'Ymm”msa“‘)” services (;/;)8 o (0/3")77 005 20001 <0001
(99.8%) than the urban (97.3%) respondents stéted t | °° o (1(5.5')) o (5(.8)' ) ' '

they would recommend the health centres to friends;
neighbours, and relatives for immunisation servie®sl  °multiple responses encouraged ~ FT Fisherst éastc

this difference was found to be statistically sfipaint

(p=0.004). Comparable proportions of the clientshia Table 4 shows the factors that affect the truestsatiion
two groups (88.8% in urban vs. 92.3% in rural) ekpe of the clients who utilised immunisation services.
enced no d|ﬁ|cu|ty in the use of the primary hbalen- Among all of the clients who used the immunisation
tres for immunisation services. In the urban heedth- ~ Services in the study area, the location, maritatus,

tres, the major difficulty experienced by the ctiewas  ethnic group, religion, occupation of the index|dlsi
that the waiting area was uncomfortable, whiletie t Mother, socio-economic status, and estimated distan

rural area, the major complaint was that the wgitime ~ from the clients’ homes to the health centres shbwe
was too long. This difference in the proportioncofm-  Statistically significant association with the ciis’ true
plaints between the two groups was also not fooriset ~ Satisfaction with immunisation services.



Table 4: Factors affecting clients true satisfaction with
immunisation services in the study area, Augus8201

Variable True satis- Not p-value  Adjusted Odds
faction with  satisfied N Ratio (95% confi-
immunisa- N (%) bivari- dence interval)

o ate on multivariate
tlpn ser- analysis  analysis
vices

N (%)

Location

Urban 338 (84.5) 62 (15.5) <0.001  0.2(0.1-0.4)

Rural 377 (94.3) 23 (5.8) 1

Age category

<30 years 444 (88.1) 60 (11.9) 0.154 0.8(0.4-1.5)

> 30 years 271 (91.6) 25 (8.4)

No of living children

<2 382 (88.0) 52(12.0) 0.275 NA

>2 333 (91.0) 33(9.0)

Marital status

Married, currently 696 (91.5) 65 (8.5) <0.001  33.5(12.7-88.1

living with spouse

Married, not living 19 (48.7) 20 (51.3) 1

with spouse/Never

married.

Ethnic group

Igbo 710 (90.4) 75 (9.6) <0.001  14.9(3.9-57.4)

Otheré 5(33.3) 10 (66.7) 1

Religion

Christianity 711 (89.8) 81(10.2) <0.001  21.2(2B+B)

Other$ 4 (50.0) 4 (50.0) 1

Education of mother

Primary education 76 (91.6) 7 (8.4) 0.494 NA

and below

Secondary education 639 (89.1) 78 (10.9)

and above

Occupation of mother

Unemployed/ house- 228 (88.4) 30 (11.6) 0.043 1.6(0.7-3.5)

wife

Self employed 410 (91.3) 39 (8.7) 1.9(0.9-3.8)

Salaried employment 77 (82.8) 16 (10.6 1

Socio economic status

High socio-economic 353 (86.7) 54 (13.3) 0.014 0.6(0.3-1.1)

status

Low socio-economic 362 (92.1) 31(7.9) 1

status

Education of father

Primary education 92 (93.9) 6 (6.1) 0.357 NA

and below

Secondary education 604 (91.1) (8.9)

and above

Occupation of father

Self employed 522 (92.1) 45 (7.9) 0.313 NA

Salariedemployment 165 (89.2) 20 (10.8)

Unemployed 9 (100.0) 0 (0.0)

Decision on immunisation

Both parents 375 (89.1) 46 (10.9) 0.771 NA

Either parent 340 (89,7) 39 (10.3)

Distance from home to health center (estimated)

< 1kilometer 489 (92.4) 40 (7.6) <0.001  2.6(1.5-4.4)

>1 kilometer 226 (83.4) 45 (16.6) 1

Place of delivery of child

Private health facility =~ 354 (88.5) 46 (11.5)  0.862 NA

Public health facility 284 (90.4) 30 (9.6)

Traditional birth 54 (90.0) 6 (10.0)

attendant

Home 23 (88.5) 3(11.5)

Relationship of client to child

Mother 701 (89.6) 81(10.4)  0.106  0.6(0.2-2.4)

Other§ 14 (77.8) 4(22.2) 1

#Yoruba, Hausa, minority tribes
blslam, traditional religion
‘Father, guardian

Discussion

The health workers were the main source of infoionat
regarding immunisation for the clients in the urban
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(91.3%) and rural (92.8%) health centres. This Itesu
was expected, as the health workers are the ingilsd
most involved in the national immunisation progragam
This result is similar to the finding in a study in
Al-Beida City, Libya, that focused on the knowledge
attitudes, and practices of mothers regarding rtiau-
nisation of infants and pre-school children, as #tudy
showed that the majority of the respondents reckive
information concerning immunisation from parametlica
workers®. In a qualitative study on the knowledge, atti-
tudes, and perceptions of the respondents reganating
munisation and diarrhoea performed in six districts
Malawi, it was also observed that the health wasker
were the main source of information for clients aenm-
ing immunisatiort> ?* and in a community-based study
on the patronage of the national programme on inkmun
sation in selected local government areas of OwbeSt
Nigeria, the health workers were noted as the gstat
source of information on immunisation activifiedt is
also somewhat interesting that immunisation sesvice
have attracted the attention of the clergy, as %8d
the clients in the urban and 42.3% in the rurabsne-
ceived information on immunisation from the church
leaders.

Regarding the question of which family member makes
the decision about immunising the child, a highey-p
portion of the clients in the urban and rural Healéen-
tres perceived that it is a joint decision of btita father
and mother. This result is, however, in contrasthi
findings from a community-based study on the maern
determinants of complete child immunisation among
children between the ages of 12-23 months in ehsont
district of Nigeria, in which the major decisiongegd-

ing immunisation was made by the mothers alone,
closely followed by the fathers This result reveals that
in the present study, the entire family is invohiads-
sues pertaining to immunisation, as demonstrateithdy
proportion of mothers who brought their childrenthe
immunisation centres. One cannot detach this family
interest in immunisation from the increased awasene
of the importance of immunisation, particularly itar
the polio eradication campaigns that made it pbs$dr
vaccinators to visit homes, schools, and churchémi
munise children. The massive media campaigns aad th
gory pictures of the paralysing effects of the dssemay
have perhaps facilitated the involvement of botrepts

in matters concerning immunisation. The involvement
of the family, particularly fathers, may have help®
make immunisation services a top family prioritytie
study area. It is hoped that the involvement offémaily

and the community in other sensitive health isssesh

as child health in Nigeria, through increased anass
will help improve the high under-five mortality eatn
Nigeria. Similarly, in a study on the maternal dete
nants of complete child immunisation among children
between the ages of 12-23 months in a districbirtts

ern Nigeria, it was found that the decision regagdi
immunisation by both parents was a significant dact
that affected the completion of the immunisatiohest

ule by the childreff=°.



The high proportions of clients who were truly sfitid
are relevant, as client satisfaction with immurndésat
services is directly related to the completiontadf thil-
dren’s immunisation schedul&® which in turn greatly
contributes to the reduction of vaccine-preventatite
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public health facilities. Close proximity of the dith
centres may also support the immunisation programme
thus enhancing the satisfaction of clients witlviees.
Ethnicity and religious affiliations also increaske
probability of client satisfaction with immunisaticser-

eases? Regarding the reason for not being satisfied, thevices. Two variables, namely, occupation of the vaot

majority of the dissatisfied clients in the urbannary
health centres believed that the waiting time was t
long, while in the rural area, the major reason e

and socio-economic status of the clients, wereifsign
cant in the bivariate analysis but not in the bnagis-
tic regression. It may be assumed that these \Jasiab

the waiting area was uncomfortable. In a study per-were confounders to the significant variables idieat

formed in Kansas City, a lack of information frotret
vaccine providers was identified as the major redeo
dissatisfactioft. This difference in the reason for being
dissatisfied with immunisation services providedthe
two study areas may be attributed to cultural diffees,
the perception of childhood immunisation, and the c
ents’ rights in the two regions. The fact that migerely
on the primary health centres for the provisiomnaofu-
nisation services and that the country’s admirtistea
structure also favours the use of primary healthires
for immunisation services may be responsible fa th
proportion of the respondents who were willing &2 u
the health centres again for immunisation and wkeew
also willing to recommend the health centres tarthe
friends, relatives, and neighbours for the sameqae.
Health worker-related factors, including the fabhtt
they were well trained and friendly and offered doo
services, were the major reasons why the cliente we
willing to use the health centres again and alsome
mend the health centres to others for immunisatiem

by the multivariate analysis.

An important limitation of this study was that thewvas
no qualitative assessment of the views and expecsat
of the clients of the immunisation services regagdhe
factors that best determine their satisfaction whb
immunisation services in the primary health centres
However, while qualitative methods would have pé&rmi
ted the clients to fully disclose their feelingsgreater
depth than the quantitative data collection methibd,
also has low external validity compared with theufi
tative method, which would limit the application e
findings to the population from which the sampleswa
drawn. A well-defined sampling process and theafse
extensive interviews by trained research assistass
were performed in this study, provided results tduatld
be generalised to clients of immunisation servioethe
primary health centres with a significant degreeanffi-
dence. It is also noteworthy that the presencmtef-
viewers in the primary health centres on the dayaaf

vices in the urban and rural primary health centrescination could have introduced bias into the study.

These results may indicate a good client-providegri

Although adequate measures were taken to explain th

action associated with immunisation services in therelevance of the study to the clients, this effogty not

study area, and the results are very significasttha
attitude of the health workers and their relatigpsh

have prevented the clients from perceiving therinte
views to be an audit process by any of the various

with the mothers have been found to play prominentgovernment agencies, and as a result, they may have

roles in the demand and acceptance of vaccindfions

Our study suggests that being a client in a rureha
increases the probability of being satisfied withmiuni-
sation services. This may be as a result of fatfilex-
pectations on the part of the clients in rural sayes the
primary health centres are the predominant healthif
ties and the country’s administrative structure psups
the provision of immunisation services at primaegalth
centres. Additionally, the majority of the clierits the
rural area prefer the primary health centres fanimi-
sation services based on the fact that vaccineslasgy/s
available, which may have influenced their satitfac
with the services. The clients who were married ewer
found to be more satisfied based on logistic resjoas
analysis, which could be a result of the suppawinfr
their spouses and family stability. Clients whoetiv
closer to the health centres were also found tee teav
higher probability of being satisfied with immurtigan
services, which could be attributed to the fact thay
view such closeness as a form of welfare servioefr
the government because primary health centres are

responded in favour of the health facilities oufexr of
indicting the health workers. This possibility igry
significant, as the focus of this study was immatin
services, and the study indicated that the clipnéger
the use of primary health centres for such services

Conclusion

Most clients were satisfied with the immunisaticer-s
vices in urban and rural primary health centresiciwh
could be attributed to good client-provider relasbips.

However, the waiting time needs to be reduced,thad
physical conditions of the waiting area in the Heakn-

tres also need to be improved to reduce clientatiss
faction with the services.
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