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Patients’ Satisfaction with Healthcare Services Among Older People with Multimorbidity: 
Subnational Gender Perspective 

Abstract  

 The universal use of patient satisfaction as a measure of quality of healthcare cannot be 
overemphasized, but studies of healthcare satisfaction between older women and older men 
with multimorbidity in our contemporary society has been questioned over the years. This paper 
explores the disparities in patient satisfaction between older women and men with 
multimorbidity in Nigeria using survey data. Methods We analyzed data collected between 
October 2021 to February 2022 from a cross-section of randomly sampled 734 participants with 
multimorbidity with age 60 years and above who presented for routine check-ups and 
consented to participate in the study. The data were entered into JISC online data collection tool 
and exported to IBM Statistical Package for Social Science (SPSS) version 27 for analysis. Mann-
Whitney U test analysis was performed to compare the participant’s mean satisfaction level and 
gender. Results Despite higher education among males, females utilize healthcare services 
more. Our study shows that females are less likely to be satisfied with factors that are linked to 
access and quality of healthcare, and financial burden of medical care. Whereas males are 
more likely to be satisfied with factors that relate to patient-physician interaction time and 
patient waiting time and confidence and trust in medical care. Conclusions Female and male 
patients may have different expectations regarding healthcare, especially in our society where 
men are more educated, but females utilize the healthcare services more. The development of 
appropriate strategies for the implementation of knowledge about patient gender differences 
will be crucial for the delivery of high-quality gender-sensitive healthcare.  

Keywords Gender, Patients Satisfaction · Multimorbidity · North-central · Nigeria and Older 
Adult  

Introduction  

The coexistence of multiple chronic diseases in an individual at the same time a term known as 
multimorbidity is increasingly recognized as an imperative issue of public health and health 
care system in present-day societies (Nguyen et al., 2019). Despite the rise in life expectancy 
among lower- and middle-income countries over the last decades, the growing prevalence of 
multimorbidity has led to a decreased quality of life in patients with chronic diseases, especially 
in populations with limited resources (Reza et al., 2013), because most healthcare systems are 
not wholly intended nor satisfactorily prepared to provide personalized care to patients with 
multimorbidity (Boyd & Fortin, 2010; Hughes et al., 2013). Multimorbidity intensifies the 
physical complications, social hardships for patients, heavy burden for healthcare systems 
(Alimohammadian et al., 2017) and could affect overall perceived patient satisfaction with 
healthcare. Patient satisfaction promote adherence to prescribed medical and follow-up 
(Zolnierek & DiMatteo, 2009), however, does not always signify the best outcomes in all cases 
(Chen et al., 2019). Overall, researchers have identified perceived patient satisfaction to 
improve healthcare (Chen et al., 2019; Oljira & Ajema, 2016; Ahmad, Nawaz and ud Din, 2011; 
Khamis & Njau, 2014; Mpinga & Chastonay, 2011; Batbaatar et al., 2015; Abdulsalam & Khan, 
2020). Determinants of patient satisfaction are (i) the personal preference of the patient, (ii) the 
patient’s expectation, (iii) the response tendency of the patient due to personal characteristics, 
and the quality of care received (Coulter et al., 2009), (iv) the previous experience of the patient 
and the views of others, such as relatives and friends (Elliot et al., 2010). However, balancing 
between patients having a great healthcare experience and physicians providing great 



healthcare is almost always difficult to align. Studies in the USA(Moret et al., 2007) and the 
UK(Fox & Storms, 1981; Hekkert et al., 2009a) have found that patients with advanced age and 
literacy-deficient tend to have a higher degree of satisfaction than their younger and functionally 
literate peers. While some researchers argued that this could be due to lower expectations 
among older adults (Hekkert et al., 2009a), similarly others observed that their understanding of 
standard requirements for health facilities may be limited because of their low educational 
background, and their current experiences may be beyond their expectations (Ahmed et al., 
2022a). Some believed that older patients are also likely to be treated with more respect by 
physicians (Hall & Dornan, 1990). Gender differences in perception of patient satisfaction 
attract mixed feelings, with some claiming that female patients have a higher degree of 
satisfaction and others reaching an opposite conclusion (Hekkert et al., 2009a; Fox & Storms, 
1981). Investigating patient satisfaction by gender is worthwhile not only because women are 
often the healthcare decision-makers in their families, but also, because quality improvement 
and research in women’s healthcare could benefit from a gender analysis of patient satisfaction 
data and gender-sensitive perception of patient satisfaction measures (Weisman et al., 2000). 
Patients have a wide range of expectations regarding organizational aspects of care which 
should be taken into reasoning when considering likely improvements to the quality of primary 
care (Sebo et al., 2015). This has important public health implications, and measures should be 
undertaken to promote equitable healthcare delivery (Okunrintemi et al., 2018). Lastly, 
improving patient perception of level of healthcare satisfaction positively is vital to high levels of 
life satisfaction, and studies have shown that it is essential to support the elderly to maintain a 
high level of life satisfaction, as the elderly with high life satisfaction tend to be more 
emotionally positive, maintain good health, and have a lower risk of mortality (Bai et al., 2018). 
Previous studies have shown that prevalence of multimorbidity is higher among women than 
men (Ahmed et al., 2023), and that women use more healthcare facilities, particularly public 
funded healthcare, compared to men (Autenrieth et al., 2013). However, little is known on 
patient health care satisfaction based on gender among individuals living with multimorbidity in 
Niger state north central Nigeria. To boost patients’ satisfaction of older people with 
multimorbidity, it is necessary to investigate the relevant factors of patient satisfaction and to 
examine the contrasts in factors according to gender. This paper explores the disparities in 
patient satisfaction between older women and men with multimorbidity in Nigeria using survey 
data.  

Methods  

This institutional-based cross-sectional study analyzed data from 4 high-volume purposefully 
selected public secondary health facilities in Niger state north central Nigeria. We analyzed 
data from randomly selected 734 participants from these health facilities between October 
2021 and February 2022. The inclusion criteria include patients with multimorbidity aged 60 
years and above who presented for routine outpatient checkup and consented to participate in 
the study. Data were collected by a structured interviewer-administered questionnaire, entered 
into JISC online data collection tool, and exported to SPSS version 27 for analysis. Detailed of 
the data collection of this study have been described in our previous study (Ahmed et al., 
2022a). The sample size was calculated using the formula for sample size determination when 
the target population is more than 10,000 (Yamane, 1967). A purposive sampling method was 
used to select 4 high-volume general hospitals, one each in the 3 senatorial districts and one in 
the state capital, all having a good representative of multimorbid patients. The total average 
number of patients seen in 2020 at the four selected secondary health facility was 336,000 total 
patients and about 105,000 patients 60 years and above (sample frame) are seen at the 



outpatient department of the 4 sampled hospitals. Substituting the values in the formula. 
n=N/1+N (e)2. Where n=sample size, N is the population size (sample frame), and e is the level 
of precision. e was defined from power calculations used in other calculation in other similar 
studies. 105,000/1+105,000 (0.05) * (0.05)=396 To reduce the margin error and allow for drop 
out of the participants the sample size was increased to about double the calculated value to 
800. A systematic random number of 5 was used to select every 5th patient, after identifying the 
first patient randomly daily. Of the 800 participants contacted for the studies, 734 consented 
and answered the questionnaire (response rate 91.8%), 66 refused to participate for personal 
reasons. All four secondary health facilities attained or surpassed the minimum required 
sample size. Measures The outcome variable patient satisfaction was measured with a patient 
satisfaction questionnaire (PSQ)-18(Marshall & Hays, 1994a) that was adopted on a Likert scale. 
It is the revised short-form version of PSQ-III and PSQ that retains many characteristics of its 
full-length counterpart. The PSQ is an assessment tool used to evaluate patients’ perspectives 
of their doctor’s communication and interpersonal skills (Henriksen et al., 2014). This includes 
general satisfaction, Technical Quality, Interpersonal Communication, Financial Aspects, Time 
spent with Doctor, Accessibility, and Convenience. The PSQ-18 has been validated for use in 
different settings (Marshall & Hays, 1994b). This was developed through rigorous research and 
abbreviated from much larger questionnaires maintaining internal consistency and reliability 
(Ware et al., 1976). And the socio-demographic feature i.e. Gender as the predicted variable. 
The morbidity was assessed by adopting the list of chronic diseases used in prospective urban 
and rural epidemiology (PURE) studies (Teo et al., 2009) because the disease on the list fulfils 
WHO criteria for chronic diseases. For this study, multimorbidity is commonly defined as the 
co-occurrence of at least two long-term conditions in the same individual and simple disease 
count was used to measure multimorbidity. Statistical Analysis Descriptive statistics were used 
to summarize the overall characteristics of the participants including gender, age, marital 
status, family structure, educational level, ethnicity, occupation, and level of income. Mann-
Whitney U test analysis was performed to compare the participant’s mean satisfaction level and 
gender. The assumption for this test was fulfilled because the dependent variable was 
measured as ordinal (non-parametric) and our independent variable consisted of two 
categorical (male and female), and there is no relationship between the observations in each 
group or between the groups themselves. Chi-square was used to test the statistical difference 
between gender and educational level. Unadjusted and adjusted analysis for gender with 
education and confounders was perform with Pearson’s correlation. Results The socio-
demographic characteristics of the respondents for this study include gender, age, marital 
status, family structure, educational level, occupational level, ethnicity, level of income. 
Majority of the participants are female (60%), the mean age of the sample is 67.3 years (male 
66.3 years and female 68.1 years), married (65.8%), in extended family structure (60%), without 
any form of education (62.9%), own a business as their occupation (38.1%) and are from the 3 
major ethnic groups in the state, see Table 1. The association between sociodemographic 
features and multimorbidity is shown in Table 2.  

Association Between Gender and Educational Level of the Respondents  

Table 3 shows the association between gender and educational level. There is a statistically 
significant difference in educational level between males and females. Males are more 
educated even though females utilize healthcare services more. Table 4 shows multiple 
regression analysis for patients’ healthcare satisfaction. In the unadjusted model, gender, 
family structure, education and ethnicity were found to be associated with patient satisfaction. 



Moreover, all the factors after adjusted analysis were found to be still present conditional on 
patient satisfaction with healthcare services.  

Association Between Gender and Patient Satisfaction  

A statistically significant difference was observed in mean values of patient satisfaction level of 
males and female with their healthcare pathway experiences. There is a statistical difference in 
the mean of the males and females in all the items of access to quality healthcare, see Table 5. 
The mean values were mostly slightly higher in males than females. For items that relate to 
patients waiting time and patients-physician interaction time, the mean values were higher in 
females than males except for one item which is Doctors usually spend plenty of time with me. 
And in all items, except my medical bills are often beyond my reach, there is statistically 
significant difference in the means of males and females. For perceptions on the financial 
burden of healthcare the mean values of satisfaction are higher in males. And the item I feel 
confident that I can get the medical care I need without being set back financially was 
significant statistically. For perception of confidence and trust in medical care, the mean values 
were higher in females for 2 items, see Table 5. The item sometimes doctors make me wonder if 
their diagnosis is correct is statistically significant and the mean value is higher in the males 
than female. From our previous study (Ahmed et al., 2022b), patient satisfaction items were 
grouped into 4 dimensions: (1) accessing quality care, (2) patient-physician interaction time and 
waiting time (3) The financial burden of medical care (4) Confidence and trust in medical care. 
Fig. 1 shows the mean summary of the dimension by gender. The overall mean satisfaction 
score of males is higher than that of females in 2 dimensions i.e., access to quality care and 
financial burden of treatment, it can be interpreted that females are less likely to be satisfied 
with access and the quality of healthcare, and financial burden of medical care. Similarly, males 
are more likely to be satisfied with the patient-physician interaction time and patient waiting 
time and confidence and trust in medical care. 

Discussion  

This paper explores the disparities in patient satisfaction between older women and men with 
multimorbidity in northern part of Nigeria using survey data. Patients’ satisfaction is said to be 
influenced by the literacy level of the patients and has been adopted widely in developed 
countries as an index of health care quality (Al-Abri & Al-Balushi, 2014). However, the use of 
patient’s satisfaction in low-and middle-income countries for quality measurement is 
inadequate (Kruk & Freedman, 2008). It is important to note that the role of gender in different 
cultures may vary considerably. Our study was conducted in northern part of Nigeria, where 
cultural beliefs influence how individuals perceive health and illness. These beliefs are shaped 
by factors such as religion, language, historical origin, and social constructs of race. In this 
study males were found to be more educated than females, but females utilize healthcare 
services more. This might not be unconnected with the fact that the overall mean score 
satisfaction of females with medical care was higher in females than males. And the higher 
satisfaction level among women may justify the higher utilization of healthcare services despite 
their low education. Possibly, the low level of education among the participants might have 
contributed to the level of satisfaction seen in this study because two-thirds of the participants 
do not have any form of education. Our finding is in congruent with findings in the UK and USA 
that reported higher satisfaction among older adults and advance age/lower education for 
primary healthcare services (Moret et al., 2007). This was buttressed by researchers who stated 
that older patients have lower expectations (Hekkert et al., 2009b). Gender differences in 
patient satisfaction are not straightforward because they vary according to underlying cultural 



and social factors (Foss, 2000). The inconsistency in the satisfaction score across items of 
satisfaction in studies may indicates that female and male patients may have different 
expectations regarding the practice of the organization (Schmittdiel et al., 2000). For this study, 
females were more statistically significantly satisfied than males mainly in all items of patient-
physician relationship and timing except doctors usually spend plenty of time with me. Although 
patient satisfaction with healthcare studies across gender among multimorbidity patients is not 
popular, our findings are tantamount to (Delanois et al., 2018), which reported that staff 
responsiveness and communication with doctors and nurses were more influential factors of 
satisfaction for women. In single morbidity studies like patients with inflammatory bowel 
disease that measured quality of care, it was found that female patients reported lower 
satisfaction with their overall quality of care (Vasudevan et al., 2013). Also, of importance to 
note is that the gender disparities were generally larger for older patients with worse self-
reported health status (Elliott et al., 2012), this in congruent with our study bearing in mind that 
the participants in our studies are older patients having 2 or more chronic medical conditions. 
Only three items do not show statistically significant differences in the mean satisfaction score 
between males and females, which include My medical bills are often beyond my reach, I have 
some doubts about the ability of the doctors who treat me, and Doctors sometimes ignore what 
I tell them. Therefore, we recommend that practitioners, hospital administrators, relevant 
stakeholders, and policymakers look for the results based on the findings of every single item of 
the patient’s experience satisfaction as it is aggregated by gender instead of those based on 
overall patient satisfaction.  

Conclusion and Limitations  

Female and male patients may have different expectations regarding healthcare, and this 
should be taken seriously, especially in our society where men are more educated, but females 
utilize the healthcare services more. The development of appropriate strategies for the 
implementation of knowledge about patient gender differences will be crucial for the delivery of 
high-quality gender-sensitive healthcare. And exploring knowledge of patient-physician gender 
differences in the future will be paramount to high-quality healthcare. Although our study 
contributed new perspectives around patient satisfaction in Nigeria, its findings cannot be 
generalized, however, they can be replicated elsewhere to increase its impact. 


