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Abstract

Background: Diabetes mellitus in sub-Saharan A frica
is a chronic and debilitating disease with increasing
morbidity and mortality and health care costs.
Aim: This study focused on determination of the role
of patient satisfaction on glycemic control among
persons with diabetes attending the Family Medicine
clinic of Federal Medical Centre, Ido-EKkiti, Nigeria
Materials and methods: A cross-sectional
descriptive study was conducted on 156 adults with
diabetes diagnosed in the hospital and had been
attending the clinic for at least 6 months. Relevant
data were collected using interviewer-administered
semi-structured questionnaire and clinical parameters
measured include fasting plasma glucose (FPG).
Data were analyzed using statistical package for the
social sciences (SPSS) software version 17.
Result: In this study, 127 (81.4%) of the participants
were satisfied with services provided while 134
(86%) had good glycemic control. There was
significant difference between the satisfied and
dissatisfied participants with regard to age group,
ethnicity, glycaemic control (based on FPG) as well
as in the pattern of medication adherence (based on
Morisky medication adherence scale MMAS). The
age of participants is a predictor of satisfaction while
the level of patient satisfaction and age of the patients
are predictors of pattern of glycaemic control and
medication adherence of the participants. A positive
association existed between patient satisfaction,
medication adherence and glycaemic control in
persons with diabetes.

Conclusion: Therefore, physicians and health care
providers ought to seek ways of improving patient
satisfaction with a view to enhancing good glycemic
control.
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Résumé

Contexte : Le diabéte sucré en Afrique subsaharienne
est une maladie chronique et débilitante qui entraine
une morbidité et une mortalité croissantes, ainsi que
des colits en soins de santé.

But : Cette étude portait sur la détermination du réle
de la satisfaction du patient sur le contréle
glycémique chez les personnes atteintes de diabete
fréquentant la clinique de médecine familiale du
Centre Médical Fédéral, Ido-Ekiti, Nigéria.
Matériels et méthodes : Une étude descriptive
transversale a été menée sur 156 adultes atteints de
diabéte diagnostiqué a I’hopital et fréquentant la
clinique depuis au moins 6 mois. Les données
pertinentes ont été collectées a 1’aide d’un
questionnaire semi-structuré administré par
intervieweur et les paramétres cliniques mesurés
incluent la glycémie a jeun. Les données ont été
analysées a I’aide du logiciel SPSS (Statistical
Package for Social Sciences) version 17.

Résultat : Dans cette étude, 127 (81,4%) des
participants étaient satisfaits des services fournis,
tandis que 134 (86%) avaient un bon contrdle de la
glycémie. Il existe une différence significative entre
les participants satisfaits et insatisfaits en ce qui
concerne le groupe d’age, l’appartenance
ethnique, le contrdle glycémique (basé sur
la glycémie a jeun) ainsi que sur le schéma
d’adhérence thérapeutique (basé sur 1’échelle
d’adhérence thérapeutique, MMAS
de Morisky). L’age des participants est un facteur
prédictif de satisfaction, tandis que le niveau de
satisfaction du patient et ’dge des patients sont des
facteurs prédictifs du modéle de contrdle
glycémique et de I’adhérence thérapeutique des
participants. Une association positive existait entre
la satisfaction du patient, I’adhérence thérapeutique
et le controle glycémique chez les personnes
atteintes de diabéte.

Conclusion : Par conséquent, les médecins et les
prestataires de soins de santé doivent rechercher des
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moyens d’améliorer la satisfaction des patients afin
d’améliorer le controle de la glycémie.

Mots-clés : diabéte sucré, satisfaction,
adhérence thérapeutique, glucose plasmatique a
Jeun, contraéle glycémique.

Introduction

Diabetes mellitus (DM) is an important cause of
morbidity and mortality worldwide affecting
approximately one in ten United States adults at an
estimated cost in 2007 of 174 billion dollars [1] and
is projected as the sixth leading cause of death
globally [2]. Although a lower prevalence (about 1-
7%) is reported in Nigeria, the burden associated
with it is felt more with an overall mortality rate of
32.5% with mean age at death being 57.07+
14.29years [3] and it poses major public health and
socioeconomic challenges in the face of scarce
resources [2,4-6]. In 2008, global age-standardized
adult diabetes prevalence was 9-8% in men and 9-2%
in women [7]. Estimates from 2009 by the
International Diabetes Federation (IDF) suggest that
the number of adults with diabetes in the world will
expand by 54%, while for Sub-Saharan Africa is
98%, from 2010 to 2030 [7]. Globally 366 million
people had diabetes in 2011; by 2030 this will have
risen to 552 million [4]. The number of people with
type 2 diabetes is increasing in every country and
80% of people with diabetes live in low- and middle-
income countries [8].

Health is the most precious of all things, and the
foundation of all happiness [11]. Health care includes
both clinical and non-clinical care. Traditionally, the
practice of medicine and assessments of quality of care
in hospitals had concentrated on the former which tend
to look only at cure, but certain other non-clinical
aspects of care such as amenities and accessibility of
care are equally important in determining the outcome
of health care [12]

Patient satisfaction has been defined as the
degree of congruency between a patient’s
expectations of ideal care and his/her perceptions of
the real care he/she receives [13]. It is a summation
of all the patient’s experiences in the hospital [12].
It is derived from the patient’s evaluation of how
well the provider meets his or her personal and
emotional as well as physical needs. Glycaemic
control remains the major therapeutic objective for
prevention of acute and chronic complications
related to the disease [49]. Operationally, a patient
was defined to have good glycaemic control if his or
her fasting blood glucose in the study visit was less
than 110 mg/dL (6.1mmol/L). This ordering was
based on the standard of the Diabetes Association

of Nigeria (DAN) as desirable glycacmic targets
[47]. A similar value was used as standard for the
United Kingdom Prospective Diabetes Study Group
definition of intensive control for diabetes patients
[48]. Present study therefore focused on
determination of the role of patient satisfaction on
glycemic control among persons with diabetes
attending the Family Medicine clinic of Federal
Medical Centre, Ido-EKkiti, Nigeria.

A transformation of healthcare is underway,
from a sellers’ market to a consumers’ market, where
the satisfaction of the patients’ needs is part of the
definition of quality [21]. While the business
community has been involved in assessing customer
satisfaction for at least a much earlier, the medical
community has lagged considerably in assessing
patient satisfaction. More recent developments in the
medical environment have prompted the health care
profession to recognize patients as valuable
customers [22]. Discussions about how the quality
of health care should be measured increasingly
include patient satisfaction, which may be a predictor
of whether patients follow their recommended
treatments, re-attend for treatment or change their
provider of health care. This is one principal goal of
this research to show if patient satisfaction has any
influence on the glycemic control of diabetes patients

Materials and methods

Study area

The study was conducted in the Family Medicine
department of the Federal Medical Centre; Ido-Ekiti,
Nigeria which is a Federal Government owned
tertiary health care facility. The facility is located in
Ido-Ekiti, the semi-urban headquarters of Ido-Osi
Local Government Area of Ekiti State, Nigeria. The
facility provides qualitative and efficient health care
services and is a referral centre for all the health
institutions (Specialist Hospitals, General Hospitals,
and Comprehensive Health Centres etc.) in Ekiti
State and environs.

Study design

This was a descriptive cross-sectional hospital-based
study. The study was conducted during the period
from April to June 2013. All persons with diabetes
aged 20 years and above attending the Family
Medicine clinic at FMC, Ido-Ekiti were used for this
study. Questionnaire and other instruments were used
to collect data.

Inclusion criteria
All those aged 20 years and above [14], who had
been diagnosed to have DM and were receiving
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treatment in family medicine clinic for at least 6
months.

Exclusion criteria

I. Those too ill and/or with acute complication(s)
of DM such as diabetic ketoacidosis (DKA) and
hyperosmolar hyperglycaemic state (HHS)
Pregnant patients (due to presence of gestational
diabetes of pregnancy as a confounder)

3. Mentally impaired persons [15].

N

Scoring system for assessment of overall
satisfaction

Dimension

Satisfied with all dimensions- 4, Satisfied with at
least 3 of the dimensions- 3, Satisfied with at least 2
of the dimensions- 2, Satisfied with at least 1 of the
dimensions — 1, Satisfied with none of the
dimensions- 0. Score of 2 and above is satisfied,
Score of 1 and below is dissatisfied [16]

Social classification

Subjects were allotted into one of five social classes
based on each individual’s occupation, employment,
monthly family income and educational level
according to a scoring system designed by Olusanya
and Okpere [17] for Nigeria and other African
countries as follows.

Occupation score

1. Professionals, Top civil servants, Politicians and
Businessmen.

2. Middle-level bureaucrats, Technician, Skilled
artisan, and well-to-do traders.

3. Unskilled workers, those in general whose family
income would be at or below the National
minimum wage of N18, 000.00 per month and
the unemployed.

Level of educational attainment Score

0. University Education

1. Secondary or Tertiary level below University (e.g.
College of Education, Polytechnic etc.)

2. No schooling or primary level only.

Fasting plasma glucose determination

The patients routinely came fasting. Fasting was
defined as no caloric intake for at least 8 hours. A
patient who came to the clinic unfasted, was asked
to return the next morning for collection of sample
for FPG. Venous blood (2.5 ml) was collected by the
researcher into fluoride-oxalate bottle and
transported to the chemical pathology laboratory of
the hospital within 30 minutes for the determination
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of fasting plasma glucose (FPG) by the glucose
oxidase method [21].

Height and weight

The height and weight of subjects were measured
using a combined weighing scale and stadiometer
manufactured by Surgifield Medical England. The
weight was calibrated in kilograms and height in
centimeters. The subjects stood erect against the
height scale, wore no shoes and looked straight ahead
and had their arms hanging loosely by their sides
[20]. Height and weight were measured to the nearest
lcm and 0.1kg respectively.

The Body mass index

The Body mass index (BMI) was calculated as
weight in kilograms divided by height in meters
squared and categorized according to World Health
Organization classification.

Blood pressure

This was measured with an Accoson® brand mercury
sphygmomanometer with appropriate cuff size and
a Littman’s stethoscope. At least 5 minutes after the
patient had arrived the clinic, the BP was measured
with an appropriately sized sphygmomanometer cuff
(A cuff with bladder that is 12-13cm x 35cm and a
larger one for obese individuals was used at the upper
two-third (2/3) of the arm).

Assessment of blood pressure control

Measured systolic and diastolic blood pressure
values were judged as either well controlled or
uncontrolled based on systolic blood pressure (SBP)
being <140mmHg or €”140mmHg and/or diastolic
blood pressure (DBP) being <90mmHg or
e”90mmHg respectively

Data analysis

All data collected were analysed using the statistical
Package for the social sciences (SPSS) for windows
software version 17.0. Means, modes medians,
standard deviations, proportions and percentages
were determined as appropriate. Test of significance
was done using Pearson’s Chi-Square and Student’s
t-test as appropriate. P<0.05 was taken to be
statistically significant.

Ethical consideration

Ethical approval was obtained from the Ethical
Review and Research Committee of the hospital.
Informed verbal and written consent was obtained
from the willing participants. To maintain
confidentiality, no names appeared on the
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questionnaires, but only numbers were used as
identifiers. Confidentiality and privacy were
respected during interview.

Results

Socio-demographic findings

One hundred and fifty-six adult patients with
diabetes mellitus attending family medicine clinics
of the FMC Ido-Ekiti, Nigeria from April to June
2013, who were aged 20years and above, satisfied
the inclusion criteria, gave their consent and had
completed data were studied. The mean age (SD) of
participants was 58 (%12) years. There were more
female subjects 92 (59.0%) than male subjects 64
(41%) with a male to female ratio of 1: 1.44.

(82.7%) of the participants were married, 42.3%
were unskilled workers, 54.5% had secondary or
tertiary level below university education and most
participants in this study fell into the lower social
class (53.2%). One hundred and fifty (96.2%)
subjects were Yoruba and 85.3% were Christians.

Age and gender characteristics of the respondents

Table 2. Summarizes the age and gender characteristics
of participants and shows that the disease is typically
one of older adults, with a mean age of 58 (+ 12) years.
The table particularly demonstrates that females were
significantly older than males and that the proportion
61 (39.1%) of the participants in the age group of 60 —

Table 1: Socio-demographic characteristics of the respondents. (N = 156)

Characteristics

Frequency Percent
Age group (yrs)
<40 8 -
P 24 154
g 38 244
28 o 61 39.1
25 16.0
Gender
lr;dale l 64 41.0
emale 92
Domicile >
o 5
92
Outside Ekiti 13 ??(5)
Marital status |
Single
Married ’1’29 »
Widowed 14 00
Divorced/Separated 6 5
Occupation >
Professionals, etc. 28
Middle-level bureaucrats, etc. 62 07
Unskilled workers 23
Educational e 2
University Education 22
;Zcon}cliar)l/' or Tertiary level below University 85 ; 3;
schooling or primary |e .
Bellinn ry level only 49 314
Christianity
Islam oy e
Ethnicity = 14.7
Yoruba
Non-Yoruba o y
6 3.8

Table 1 shows the )
characteristics of the participant
dwelt in rural areas of Ekiti,

cio-demographic
S. Majority (59.0%)
a larger proportion

69 years was significantly higher (p<0.001) than their
counterparts.
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Table 2: Age and gender characteristics of the respondents
Age in years Male Female Total Statistic Df P value
(n=64) (n=92)

Mean = SD 53.78 £ 14.29 61.95+9.37 58.60+12.28 -4.310 154 <0.001*
Age group,

n (%)

<40 yrs 8 (12.5) 0 (0.0) 8(5.1) 17.974 4 0.001**
40 - 49 yrs 14 (21.9) 10 (10.9) 24 (15.4)

50 - 59 yrs 15 (23.4) 23 (25.0) 38(24.4)

60 - 69 yrs 20 (31.3) 41 (44.6) 61 (39.1)

70 + yrs 7(10.9) 18 (19.6) 25 (16.0)

Total 64 (100.0) 92 (100.0) 156 (100.0)

*Student t test applied** Chi-square test applied

Table 3: Family and social characteristics of the respondents.

Characteristics Frequency Percent

Social class group )

Upper class 28 17.9

Middle class 45 28.8

Lower class 83 53.2

Type of Family

Monogamy 101 64.7
Polygamy* 55 353

Family size

5 or less 71 455

6-9 72 46.2

10 or more 13 8.3

Number of dependants

<5 86 55.1

5 or more 70 449
Family income (NGN)
< 18,000 46 29.5

18,000 - 24,999 23 14.7
25,000 - 49,999 37 23.7
50,000 - 74,999 10 6.4
75,000 - 99,999 11 7.1
> 100,000 29 18.6

Family and social characteristics of the respondents.  Physical, psychometric and laboratory

Table 3 shows the family and social characteristics
of the participants. Most participants in this study
were in the lower social class 83 (53.2%), from
monogamous settings 101 (64.7%), had a family size
of more than four members 112 (71.8%) and about a
third of the participants 46 (29.5%) earned less than
N18,000 monthly. More of the participants 86
(55.1%) had less than five dependants in their
household.

characteristics of participants

Table 4 shows that the median (IQR) of the systolic
blood pressure of the participants was 135.0 (120.0
- 148.0) mmHg, of the BMI, 25.9 (22.8 - 28.9) kg/
m2, of the overall SWOPS score,3.0 (2.0 - 4.0). The
nursing care had the highest mean SWOPS score of
0.8 while the registration process had the least score
of 0.5 among the dimensions of care. The median
Morisky’s medication adherence score was 1.0 (0.3
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Table 4 Physical, psychometric and laboratory characteristics of participants

Variables Mean SD Median (IQR)
Physical characteristics

SBP (mmHg) 134.5 18.2 135.0 (120.0 - 148.0)
BMI (Kg/m?) 25.90 3.99 25.9 (22.8-28.9)
Psychometric score

Overall SWOPS 2.7 1.3 3.0(2.0-4.0)
Registration process 0.5 0.5 0.0 (0.0-1.0)
Nursing care 0.8 0.4 1.0 (1.0-1.0)
Physician care 0.7 04 1.0 (0.0 - 1.0)
Pharmacy services 0.7 0.5 1.0 (0.0 - 1.0)
MMAS-4 13 1.0 1.0 (0.3 -2.0)
Laboratory characteristics

Fasting plasma glucose (mmol/L) 6.4 3.6 53(4.3-6.4)

IQR=Interquartile range
SBP= Systolic blood pressure

Table S: Association between patients’ satisfaction and socio-demographic characteristics

Characteristics

Satisfaction level

Total 12 df P value
Satisfied Dissatisfied
Age group (yrs)
<40 2 (25.0) 6 (75.0) 8 (100.0) 21.357 4 <0.001
40-49 22(91.7) 2(8.3) 24 (100.0)
50 — 59 32(84.2) 6 (15.8) 38 (100.0)
60 — 69 53 (86.9) 8 (13.1) 61 (100.0)
70 + 1(72.0) 7 (28.0) 25 (100.0)
Gender
Male 49 (76.6) 15 (23.4) 64 (100.0) 1.685 1 0.194
Female 78 (84.8) 14 (15.2) 92 (100.0)
Domicile
Urban 35 (76.1) 11 (23.9) 46 (100.0) 2.883 2 0.237
Rural - 75 (81.5) 17 (18.5) 92 (100.0)
Outside Ekiti 17 (94.4) 1(5.6) 18 (100.0)
Marital Status
Single 4(57.1) 3(42.9) 7 (100.0) 0.207*
Married 107 (82.9) 22 (17.1) 129 (100.0)
Widowed 12 (85.7) 2(14.3) 14 (100.0)
Divorced/Separated 4 (66.7) 2(33.3) 6 (100.0)
Reli_gion
E?;:;uamty : 10 (82.7) 23 (17.3) 133 (100.0) 0.382*
7(73.9 : 3 ’

Edilsit; (73.9) 6 (26.1) 23 (100.0)
Yoruba 125 (83.3) 25 (16.7) 150 (100.0) 0.011*
Non-Yoruba 2(33.3) ; 1 '
Daewpiation (33.3) 4 (66.7) 6 (100.0)
Professionals, etc. 25(89.3 3(10.7 28 (100.0 1.924 7 0.382
Middle-level bureaucrats, etc. 51 (82,3; ll((l.7.2/) 62 2100:03 ' l '
Unsklll.ed workers 51(77.3) 15122.7) 66 (100.0)
Educational
University education 19 (86.4 ~

- . 13.6 22 (100.0 0.467 2 0.792
IS\Jec. /"}"epr. below U;uversnty 39 (79.63 T()( @0 21) 49 ElO0.0g

one / Primary only 69 Y
e (81.2) 16 (18.8) 85 (100.0)
Upper class 24 (85 7) 65
i . 4 (14.3) 28 (100.0) 1.143 2 0.5

Middle class 38 (84.4) y gls.s) 45 (100.0)
Lower class 65 (78.3) 18(21.7) 83 (100.0)

*Fisher’s exact test applied
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Table 6. Association between patient satisfaction and family characteristics

Characteristics Satisfaction level Total %2 df P value

Satisfied Dissatisfied

Type of Family

Monogamy 79 (78.2) 22 (21.8) 101 (100.0) 1.929 1 0.165
Polygamy* 48 (87.3) 7(12.7) 55(100.0)

Family size

S or less 58 (81.7) 13 (18.3) 71 (100.0) 3918 2 0.141
6-9 61 (84.7) 11 (15.3) 72 (100.0)

10 or more 8 (61.5) 5(38.5) 13 (100.0)

Number of dependants

<5 66 (76.7) 20 (23.3) 86 (100.0) 2.757 1 0.097
S or more 61 (87.1) 9 (12.9) 70 (100.0)

Family income (NGN)

< 18,000 38 (82.6) 8(17.9) 46 (100.0) 1.957 5 0.855
18,000 - 24,999 20 (87.0) 3(13.0) 23 (100.0)

25,000 - 49,999 30 (81.1) 7(18.9) 37 (100.0)

50,000 - 74,999 7 (70.0) 3 (30.0) 10 (100.0)

75,000 - 99,999 8(72.7) 3(27.3) 11 (100.0)

> 100,000 24 (82.8) 5(17.2) 29 (100.0)

Table 7: Association between satisfaction and some factors of diabetes health care

Variable Satisfaction level Total X2 df P value

Satisfied Dissatisfied

Duration of anti-diabetic

medication (yrs)

<3yrs 70 (78.7) 19 (21.3) 89 1.042 1 0.307
>3 yrs 57 (85.1) 10 (14.9) 67

Number of consultations

in past 6 month

0 - 2 times 58 (84.1) 11 (15.9) 69 1.984 2 0.371
3 - 5 times 41 (83.7) 8(16.3) 49

6 or more times 28 (73.7) 10 (26.3) 38
Healthcare coverage

(Health insurance)
Yes 9 (90.0) 1(10.0) 10 0.091 1 0.763°
No 118 (80.8) 28 (19.2) 146

* Yates' correction for continuity

- 2.0) while the median fasting plasma glucose was
5.3 (4.3 - 6.4) mmol/L.

Association between patients’ satisfaction and socio-
demographic characteristics

Table 5 shows the level of satisfaction based on
socio-demographic characteristics. The proportion
of the participants in the age group 40 — 49 years
(p<0.001) and of the Yoruba ethnic group (p=0.011)
had significantly higher levels of satisfaction when
compared with their counterparts. The participants
who were female (61.4%, p=0.194), domicile in rural
Ekiti, 59.1%, p=0.237), married (84.3%, p=0.266)

and Christians (86.6%, p=0.317) had higher levels of
satisfaction compared to their counterparts however
these differences were not statistically significant.
Similarly, participants who had professional jobs were
more educated and in the upper social economic class
were more satisfied than their counterparts were.
These relationships were not statistically significant.

Association between patient satisfaction and family
characteristics

Table 6 illustrates the relationship between patients’
satisfaction and family characteristics. The
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Table 8: Relationship between patients’ satisfaction and glycaemic control

Satisfaction level

Glycaemic Control Total
Good Poor
Satisfied 114 (89.8) 13 (10.2) 127 (100.0)
Dissatisfied 11 (37.9) 18 (62.1) 29 (100.0)
x2 =39.835, df = 1; P value <0.001
Table 9: Differences in fasting plasma glucose by Satisfaction level
Satisfaction level Fasting plasma glucose t* Df P value
Mean + SD (mmol/L)
Satisfied 5.5+ 2.1 -4.771 29.855 <0.001
Dissatisfied 10.5+5.6

* Student t test with assumption of unequal variances.

140

125

-
N
o

-
o)
(e}
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(e]

60

40

20

Number of subjects

Registration
process

Nursing care

Dimension of care

m Satisfied
3 Dissatisfied

—

Pharmacy services

Physician care

cig. 1: Summary of patients’ satisfaction by dimensions of care

participants from the polygamous setting 48
(87.3%) were more satisfied when compared to
those from monogamous setting 79 (78.2%) but
this difference was not statistically significant
(p=0.165). Similarly, families with more than four
members 93 (83.3%), more than 5 dependants 61
(87.1%) and monthly family income of N1 8,000
—24,999, 17 (87%) were more satisfied than their
counterparts. A significant difference does not
exist between the satisfied and dissatisficd in
terms of family size (P=0.141), number of
dependants (p= (; 0.097) and family income (p=
0.694).

Association between satisfaction and some factors
of diabetes health care
On table 7, the participants who had been on anti-
diabetic medications for more than 3years, 57 out of
the 67 participants accounting for 85.1% were found
to be satisfied compared to the 70 of the 89
participants who have taken medications for less than
3years accounting for (78.7%) were found to be
satisfied. Although this difference was not
statistically significant (p = 0.307), it suggests that
_\satisfaction enhances medication adherence.
Similarly, larger proportion of persons with diabetes
who have health insurance, 9 out of 10 participants
accounting for (90.0%) were satisfied compared to
their counterparts who were not on health insurance,
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Fig. 2: Overall satisfaction of participants

118 out of 146 participants accounting for (80.0%).
However, this difference was not statistically
significant (p = 0.763). This also suggests that health
insurance coverage is collateral to patient satisfaction
and medication adherence.

Relationship between patients’ satisfaction and
medication adherence

In table 8, of the 127 participants who were satisfied,
a larger proportion, seventy-nine (62.2%), had good
adherence. There is a significant association,
(p<0.001) between level of satisfaction and level of
adherence. The satisfied participants are more likely
to adhere to their anti-diabetic medications.

Patients’satisfaction by dimensions of care

Figure 1. Following the operational definition of
overall satisfaction, the nursing care recorded the
highest number of satisfied participants 125 (80.1%).
This was followed by the dimension of physician
care, 116 (74.4%) and pharmacy care, 105 (67.3%).
In contrast, more of the participants (54.5%) were
dissatisfied with the registration process compared
to the number of satisfied participants.

Overall satisfaction of participants

Figure 2. Overall, 81.4% representing 127 of the
participants were satisfied with the services received
from the outpatient services of the Federal Medical
Centre, Ido-Ekiti while the remaining (29) 18.6%
were dissatisfied

Discussion

The socio-demographic profile of the participants
showed that majority were in the age group 60-69
years with a mean of 58 (SD= 12.28). The mean age
in this study was ranked higher than the mean age of
48.9 9 £ 9.2 years obtained in a study to assess the
prevalence rates of type 2 diabetes in Port Harcourt
Nigeria [21] and 53.9 + 14.4 years in Lagos Nigeria
[22] .In this study, there were more female
participants than male. The percentage of females
attending the family medicine clinic in this study
was 59% which is greater than the percentage of
males (41%) attending the same clinic and in the
ratio of 1.4:1. This is similar to the observation of a
cross sectional descriptive study by Udonwa and
Okoi [23]among persons with T2DM in a tertiary
Family Medicine clinic in Southern Nigeria in which
there were more females 72 (57.2%) than males 54
(42.8%) with a sex ratio of 1.3:1. Furthermore this
finding of a female preponderance is in agreement
to the observations from a previous study in South-
western Nigeria [19].

The age characteristic of participants shows that
the mean age of females (62.0 + 9.4) years was
significantly higher than that for males (53.8 + 14.3)
years. This finding is congruent with results of
previous studies and a most likely explanation for
this observation is the combined effect of a greater
number of elderly women than men in most
populations and the increasing prevalence of diabetes
with age [24]. Education and income have been
identified as major socioeconomic determinants of
health and lower education usually begets lower
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income [2]. Although the educational level in the
study was good (68.6%) yet this did not translate to
a high income as only a minority (17.9%) was in the
high social class. Majority of the participants were
of the Christian faith (85.3%); this may reflect the
most predominant religion in Ekiti State Nigeria.
This is similar to a study by Badejoko et al., [25] in
South-Western Nigeria.

In this study, the level of satisfaction of the
patients with the services was generally very good
as 126 (81%) of the participants were actually
satisfied with the services in the Family Medicine
clinics. This finding is similar to the results from
previous studies where high levels of satisfaction
with services accessed were observed [26]. Although,
overall satisfaction in this study was very good, it
was however lower than the overall satisfaction of
83% reported in Kano [27], 94.8% in Abuja [28]
and 95-97% in India [29]. The reason for this
variance may be due to the difference in the sample
population. The patients satisfaction in this study was
however higher than that recorded in Umuahia
Nigeria 62% and Ethiopia where participants were
similarly patients living with diabetes although the
instrument for assessing patient satisfaction was
different [26, 30, 31] .

This study also revealed that the participants
were rather dissatisfied with the registration process.
A similar result was reported by Ogunfowokan and
Iloh [32] in Abuja Nigeria where they also found
that patients were dissatisfied with the medical
records. The dimension of nursing care recorded the
highest level of satisfaction. This finding is similar
to the report from Benin City, Edo state [33], Sokoto
[34], and Ibadan [35]. However, this is dissimilar to
the low rating of the dimension of nurses as reported
in [lorin Nigeria [36] and Eastern Ethiopia [30] The
higher rating of the nurses in current and previous
studies could be attributed to the interactive activities
of the nursing services with the patients in the
author’s place of practice. It was observed that the
nurses regularly organize morning prayers and health
talks each day before commencement of clinical
activities. Oluwadiya er al,,[12] suggested that
patient satisfaction is influenced by how well the
provider meets his or her personal, spiritual,
emotional as well as physical needs beyond the
biomedical aspects of their care. There is also
observed positive significant association between
age and patient satisfaction. A similar cross-sectional
study on the experience and satisfaction of patients
in Ethiopia pointed out that the relationship of age

and patients’ satisfaction was statistically significant
(30]

Results of studies on the influence of gender on
satisfaction with healthcare had been generally
inconsistent [12]. Whereas a work in South Africa
[37] showed that females significantly rated aspects
of healthcare delivery higher than males, report in
South-Western Nigeria observed that females
significantly rated all indices of satisfaction lower
than males in the Accident and Emergency
Department of the hospital [12].

The profile of patient satisfaction with
respect to different social classes indicated that the
upper social class had the highest level of satisfaction
while the lower class had the least level of
satisfaction. The indices of social class (educational
status and occupation) according to Olusanya and
Okpar [17] also follow a similar pattern such that
highly educated and high income professionals had
a higher level of satisfaction when compared with
other participants but these variations were not
statistically significant in this study. However Bener
et al., [38] and Myburgh ef al,[37] in Qatar and
South Africa respectively reported a comparable
finding that socio-economic status of participants
was significantly related to levels of satisfaction with
the health care provider [37,38]. The findings of
this study indicated that married and widowed
subjects had a slightly higher level of satisfaction
than single and divorced/separated subjects. This
difference though not statistically significant is
ascribed to the presence of other family members
which could have resulted in health benefitting
interactions which served to render family support.
Cramer et al.,[39] and Cramer [40] respectively
recognized family influence as one of the patient
related factors responsible for patients’ satisfaction.
However Bener et al.,[38] found even more
important result that persons with diabetes who were
staying alone were significantly more satisfied with
treatment than their counterparts.

In our study, the level of glycaemic control was
80.1% while only 41.8% of the patient had adequate
glycaemic control in a study in Ethiopia. The reason
for this difference may be due to the adherence rates
of participants in the two studies. While the rate of
good adherence in this study was 57.7%, it was 49%
in the Ethiopian study [41].

In this study, there was significant association
between patients’ satisfaction and medication
adherence. This is in agreement with the findings of
previous research that satisfied patients were more
adherent to recommendations regarding medications



Glycemic control among persons with diabetes

and follow-up visits [42]. The majority of studies, like
in this study, demonstrated the significant relationship
between overall satisfaction with care and medication
adherence and ultimately good glycemic control
[43,44,45].

This study also found that satisfied participants
were significantly more likely to have better blood
glucose control than dissatisfied participants. This
finding is in keeping with the results in Umuahia
Nigeria and Qatar where patients who had optimum
levels of glycaemic control were adjudged to be
significantly more satisfied with care [26,31,38].
This finding is however predictable from the
foregoing results in this study where a positive
association was found between patient satisfaction
and glycemic control. This suggests that if healthcare
providers are more committed to the principles of
patient-centred clinical method that will make for
patient satisfaction, glycaemic outcome will
improve. Healthcare providers and administrators
need to continually reinforce and emphasize the
importance of patient satisfaction at every
opportunity of rendering service or care to patients.

Conclusion

Based on the results of the current study, there is a
positive relationship between patient satisfaction,
medication adherence and glycaemic control.
Therefore, we conclude that patient satisfaction with
health care services rendered is a key factor in
ensuring good glycemic control and ultimately good
diabetes treatment outcome.

References

1. Mann DM, Ponieman D, Leventhal H and Halm
EA. Predictors of adherence to diabetes
medications: the role of disease and medication
beliefs. J Behav Med. 2009;32:278-284.

2. Nwankwo CH, Nandy B and Nwankwo B. Factors
Influencing Diabetes Management Outcome
among Patients Attending Government Health
Facilities in South East, Nigeria. Int J Trop Med.
2010;5:28-36.

3. Onyekwere A and Fasanmade O. Prognostic
indices of diabetes mortality. Ethn Dis.
2007;17:721-725.

4. Mbanya JCN, Motala AA, Sobngwi E, Assah
FK, Enoru ST. Diabetes in sub-Saharan Africa.
Lancet. 2010;375:2254-2266.

5. Oyegbade O, Abioye-Kuteyi E, Kolawole B,
Ezeoma I and Bello 1. Screening for diabetes
mellitus in a Nigerian family practice population.
SA Fam Pr. 2007;49 :15.

473

6. Chijioke A. Mortality pattern among type 2 diabetes
patients in Ilorin , Nigeria. JEMDSA. 2010;15:1-
4.

7. Danaei G, Finucane MM, Lu Y, et al. National,
regional, and global trends in fasting plasma
glucose and diabetes prevalence since 1980:
systematic analysis of health examination
surveys and epidemiological studies with 370
country-years and 2-7 million participants.
Lancet. 2011;11:36-35.

8. Donnan PT and Macdonald TM. Adherence to
prescribed oral hypoglycaemic medication in a
population of patients with Type 2 diabetes/ :
Diabetes. 2002;19:279-284.

9. Dal-Fabbro AL. Adherence to long term therapies:
evidence for action. Cad. Saude Publica.
2005;21:1297-1298.

10. Osterberg L and Blaschke T. Adherence to
Medication. N Engl J Med. 2005;353(5):487—-
497.

11. Chinenye S and Ogbera AO. Socio cultural
aspects of diabetes mellitus in Nigeria. J Soc
Heal Diabetes. 2013;1:15-21.

12. Oluwadiya K, Ariba AJ, Samuel AO, ef al.
Patients’ satisfaction with emergency care and
priorities for change in a university teaching
hospital in Nigeria. Int Emerg Nurs.
2010;18:203-209.

13. Gab K and Rwebangila F. Patient satisfaction
with health care services provided at HIV clinics
at Amana and Muhimbili hospitals in Dar es
Salaam. Afr Health Sci. 2011;11:14-18.

14. Doubova SV, Pérez-Cuevas R, Zepeda-Arias M
and Flores-Hernandez S. Satisfaction of patients
suffering from type 2 diabetes and/or
hypertension with care offered in family
medicine clinics in Mexico. Salud Publica Mex.
2009;51:231-239.

15. Bamidele AR, Hoque ME and Heever H Van Der.
Patient Satisfaction and Factor of Importance in
Primary Health Care Services in Botswana. Afr
J Biomed Res. 2011;14 :1-7.

16. Keegan O and Mcgee H. A Guide to Hospital
Outpatient Satisfaction Surveys. Practical
Recommendations and the Satisfaction with
Outpatient Services (SWOPS) Questionnaire.
Dublin: Royal College of Surgeons in Ireland;
2003. Available at: http://epubs.rcsi.ie/
psycholrep/16/ (Accessed 16 Nov. 2013)

17. Olusanya O and Okpere E EM. The importance
of social class in fertility control in a developing
country. West Afr J Med. 1985;4 :205-212.


http://epubs.rcsi.ie/

474

18.

20.

21

NIt Anyahara, OM Shabi, OFE Gabriel, et al.

Adisa R, Alutundu MB, Fakeye TO, B. Alutundu
M and O. Fakeye T. Factors contributing to
nonadherence to oral hypoglycemic medications
among ambulatory type 2 diabetes patients in
Southwestern Nigeria. Pharm Pract.
2009;7:163-169. ‘

. Adisa R, Fakeye TO and Fasanmade A.

Medication adherence among ambulatory
patients with type 2 diabetes in a tertiary
healthcare setting in Southwestern Nigeria.
2011;9 :72-81.

Protocol For Taking Height Measurement.
Interviewer Measurements. 2007;31:1-11.
Available at: http://multimedia.food.gov.uk/
multimedia/pdfs/publication/
ndns0809appendixi.pdf

Nyenwe EA, Odia OJ, Ihekwaba AE, Ojule A
and Babatunde S. Type 2 diabetes in adult
Nigerians/ : a study of its prevalence and risk
factors in Port Harcourt , Nigeria. Lancet.
2011;11:36-35.

22 Ogbera AO, Awobusuyi J, Unachukwu C and

23,

24.

25.

26.

al

28. Ogunfowokan O and Mory

Fasanmade O. Clinical features, predictive
factors and outcome of hyperglycaemic
emergencies in a developing country. BMC
Endocr Disord. 2009:9:9.

Udonwa NE and Okoi NO. The Impact of
Provider Continuity Care on Quality of Care of
Patients With Type 2 Diabetes Mellitus in the
Family Medicine Clinic Of UCTH, Calabar,
Nigeria. Contact Can Change a World. J Gen
Pract 2013, 1:109.

Ekpenyong CE, Akpan UP, Ibu JO and Nyebuk
DE. Gender and age specific prevalence and
associated risk factors of type 2 diabetes mellitus
in uyo metropolis, South Eastern Nigeria.
Diabetol Croat. 2012;41:17-28.

Badejoko OO, Anyabolu HC and Badejoko BO.
Sexual assault in Ile-Ife, Nigeria. Niger Med J.
2014;55:1-6.

lloh GUP, Ofoedu IN, Njoku PU, Odu FU,
Ifedigbo C V, Iwuamanam KD. Evaluation of
patients * satisfaction with quality of care
provided at the Nationa| Health Insurance
Scheme clinic of a tertiary hospital in South
Eastern Nigeria, 2012;15:469-474.

Ah.mad .I, Din S, Tliyasy Z, et al. Patients’
satisfaction with services obtained from Aminu

K:cmo Teaf:lling Hospital, Northern Nigeria.
Niger J Clin Pract. 2010;13:371-378.

M. Time , expectation

and satisfaction/ : Patients * experience at

National Hospital Abuja , Nigeria. African J Prim
Heal Care Fam Med. 2012:4:6-11.

29. Kavitha G and Nirmala N. Patient satisfaction in
diabetes specialty hospital at Erode district, TN,
India 1. J Acad Indus Res. 2013;10 :637-640.

30. Tateke T, Woldie M and Ololo S. Determinants
of patient satisfaction with outpatient health
services at public and private hospitals in Addis
Ababa, Ethiopia. African J Prim Heal Care Fam
Med. 2012;4:1-11.

31.lloh G, Ofoedu J, Njoku P, et al. Satisfaction with
Quality of Care Received by Patients without
National Health Insurance Attending a Primary
Care Clinic in a Resource-Poor Environment of
a Tertiary Hospital in Eastern Nigeria in the Era
of Scaling up the Nigerian Formal Sector Health
In. Ann Med Health Sci Res. 2013;3:31-37.

.32. Ogunfowokan O and Mora M. Time ,
expectation and satisfaction/ : Patients ’
experience at National Hospital Abuja,, Nigeria.
African J Prim Heal Care Fam Med. 2012;4:6-
31

.33 Ofovwe CEC and Ofili ANA. Indices of patient

satisfaction in an African population. Public
Health. 2005;119:582-586.

34 Adamu H and Oche MO. Patient Satisfaction with
Services at a General Outpatient Clinic of a
Tertiary Hospital in Nigeria. Br J Med Med Res.
2014;4 :2183-2204.

35. Ajayi 10, Olumide EA and Opyediran O. Patient

satisfaction with the services provided at a

general outpatients’ clinic, Ibadan, Oyo State,

Nigeria. Afr ] Med Med Sci. 2005;34:133-140.

Salaudeen OA, Babatunde E, Aiyenigba O, e

al. Primary health care consumers ’ perception

of quality of care and its determinants in North-

Central Nigeria. J Asian Sci Res. 2013;3:775-

785.

Myburgh NG, Solanki GC, Smith MJ and Lalloo

R. Patient satisfaction with health care providers

in South Africa: the influences of race and

socioeconomic status. Int J Qual Health Care.
2005;17:473-7.

38.BenerA, Hamaq AO Al, Yousafzai MT and Ghani

MA. Relationship between patient satisfactions

with diabetes care and treatment. Niger J Clin

Pr.2014:17: 2,

Cramer JS, Koenigsberg MR and Bartlett D.

Facilitating treatment adherence with lifestyle

changes in diabetes. Americ an Fam Physician.

2004;69:309-317.

Cramer JA. A systematic review of adherence

with medications for diabetes. Diabetes Care.

2004;27:1218-1224.

36.

37,

39.

40.


http://multimedia.food.gov.uk/

41.

42.

43.

44,

45.

Glycemic control among persons with diabetes

Wabe NT, Angamo MT and Hussein S. Medication
adherence in diabetes mellitus and self management
practices among type-2 diabetics in Ethiopia. NAm
JMed Sci.2011;3:5-10.
Wroth TH and Pathman DE. Primary Medication
Adherence in a Rural Population/ : The Role of
the Patient-Physician Relationship and
Satisfaction with Care. J Am Board Fam Med.
2006;19: 478-486.
Preference P, Alageel SA, Aujan S, AlHarbi and
AlAbdulatief. Patients’ satisfaction with diabetes
medications in one hospital, Saudi Arabia.
Patient Prefer Adherence. 2012;6:735-739.
Martin LR, Williams SL, Haskard KB and
Dimatteo MR. The challenge of patient
adherence. Ther Clin Risk Manag. 2005;1:189—
198,
Dang BN, Westbrook R a, Black WC, Rodriguez-
Barradas MC and Giordano TP. Examining the

475

link between patient satisfaction and adherence
to HIV cate: a structural equation model. PLoS
One.2013;8:€54729.

46. Garcia-Pérez L-E, Alvarez M, Dilla T, Gil-Guillén
V and Orozco-Beltran D. Adherence to therapies
in patients with type 2 diabetes. Diabetes Ther.
2013;4 :175-94.

[47] Diabetes Association of Nigeria. The Clinical

Practice Guidelines for Diabetes

Management in Nigeria. 2nd Ed. Port Harcourt:

Diabetes Association of Nigeria; 2013:p32.

King P, Peacock I and Donnelly R. The UK

Prospective Diabetes Study (UKPDS): Clinica

and Therapeutic Implication in type 2 Diabetes.

Lancet.1999;(9131):643-648.

Dilsad A, Mariam S and Farooq A. J Ayub

Medical College Abbottabad 2009;21(1). Is

Glycaemic control in patients with type 2

diabetes in Rawalpindi improving?

48.

49.



