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ABSTRACT 
 

OBJECTIVE:  The study examined the expectations of health consumers and perception used in judging 
the Quality of health care services at the primary health care level. 
METHODOLOGY: A cross-sectional study was carried out among randomly selected health consumers 
that had received health care services in the hospitals designated as primary health care facilities in 
Kwara State Nigeria.   
RESULTS: Overall health consumers’ means score expectations was 6.57 while perception was 5.80. 
Though was high in favour of females with no statistics significant difference.  However, correlation test 
revealed significant association in socio-demographic variables such as age, occupation and  
educational status. Conversely, relationship was inverse in term of increase in education attainment 
with lower perception value (pv = <0.001).  
CONCLUSIONS: Expectation- perception gap was a major determinant of quality of health care services 
at primary health care levels. Significant relationship occurred between heath consumer’s age,  
occupation, educational status and overall expectation -perception of quality health care received. It is 
recommended that hospital management need to monitor the link between the expectations including 
perception of services received by patients for quality improvement at primary health care level. 

KEY WORDS: Health Consumer Expectations, Quality Care Services, Perception, Nigeria 

INTRODUCTION  

Quality of health care involves offering technical  
competent, effective and safe care that contributes to 
the client’s well-being, it is doing the right thing right, 
right away so as to meet the health consumer  
expectations, obtaining the best possible clinical  
outcome and maintaining positive perception of  
services1.  
Expectations, with reference to healthcare, refer to the 
anticipation or the belief about what is to be  
encountered in a consultation or in the healthcare  
system. It is the mental picture that health consumers 
or the public will have of the process of interaction 
with the system. Every patient who comes for  
consultation has expectations based on his  
understanding of the illness, cultural background, 
health beliefs, and attitudes, level of understanding 
and socio-demographic characteristic of the health 
consumers. How far the physician reaches an  
understanding with the health consumers will also 
have an impact on the successful outcome of the  
consultation2.Not meeting expectations can result in 
non-compliance, the health consumers may never 
complain to the physician directly but instead they just 

will not return for on-going and follow-up care3,4. 
Perceptions mean how health plans, hospitals,  
physicians, and health care in general are viewed  
currently by the health consumers. It is affected by (a) 
the dominance of market-oriented approaches to  
reforms in health care delivery and cost; and (b) the 
emergence of a normative perspective on clinical 
practice that emphasizes the need to deliver health 
consumer-centered care5-10. There are two  
perspectives on the important of patient perceptions of 
quality of health care, firstly, one can be normative 
that patient perceptions of quality are inherently  
meaningful and should be a primary focus of attention 
within the health care system. Secondly, one can take 
the position that we have to pay attention to patient 
perceptions because they are powerful drivers of  
outcomes important to various other stakeholders, 
outcomes such as patient choice of plan or provider, 
patient adherence to medical advice,11-13 patient  
complaints,14 grievances,15 the level and seriousness 
of malpractice claims,16,17or, perhaps most important, 
actual health and functional status outcomes18-21 Many 
researchers took both positions that patient percep-
tions have both inherent and instrumental value21-24. 
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Quality of health care services in the hospital is the 
discrepancy between patient‘s perceptions of services 
offered by a particular hospital and their expectations 
about hospitals offering such services. The patient's 
expectations are derived from their perception of the 
ideal care standards of their previous experiences in 
the use of services25. A health customer that is  
satisfied will be more likely to continue to use the  
services, spread positive views that will help  
healthcare providers get new patients without  
additional cost such as advertising26. 

Fundamentally, patients express their requirements in 
terms of what they need, want, prefer and demand 
with respect to the health care they receive27. The  
requirements of patients could be considered as a 
demand for quality health care that health workers at 
primary level of health system attempt to meet28-30. 
Excellence in health care is what those in need of 
healthcare services at the primary health care level 
wish for, and it is also the main goal for those  
providing the care31,32. Given that the combined  
product of health consumers’ expectations and  
perceptions determined quality of health care  
services, this study therefore examined the  
expectations and perception the health consumers 
used in judging the quality of care services at the  
primary health care level. 
Kwara State was created in 1967 as one of the 36 
federating units of Nigeria. It is in the North central 
geopolitical zone of the country. It has an estimated 
population of 2,371,000, with annual growth rate of 
3.4%. The Kwara State has 16 Local Government  
Areas grouped into 3 senatorial districts; the State 
capital is Ilorin33. The public health service is  
organized into primary, secondary and tertiary health 
care levels. While the constitution is silent on the roles 
of the different levels of government in health services 
provision, the national health policy ascribes  
responsibilities for primary health care to local  
governments, secondary health care to states  
government and tertiary health care to the federal  
government34. Primary health care (PHC), which 
forms the bedrock of the national health system, is the 
first level of care to the people35.  

METHODOLOGY  

It was a community based cross sectional study using 
systematic sampling method to randomly selected 325 
health consumers in selected primary health care  
facilities in Kwara State, Nigeria. Multistage sampling 
technique was adopted. First stage on the selection of 
primary health facility, all the Local Government Areas 
(LGAs) in the State were listed then all the primary 
health care facilities within the LGA in the State, from 
the listed PHC facilities in each LGA, two PHCs  

facilities were randomly selected by balloting and total 
of thirty-two PHCs facilities were randomly selected by 
balloting for the study. 
In second stage on the selection of health consumers, 
in each of the selected primary health care facility all 
the service delivery areas/units were listed. The list 
also includes supportive service area of the hospital 
and service delivery department / units include but not 
limited to hospital reception area, emergency services 
unit, general outpatient department, immunization 
unit, maternal and child health unit, laboratory  
services and health record unit, etc). In each of these 
service delivery areas/units, the first client i.e. health 
consumer to be registered and attended to by the 
health care providers was selected; thereafter every 
2nd consecutive health consumers who had received 
any service or had at least one overnight stay and 
discharged in the hospital were randomly selected for 
interview in each service delivery point. However, 
health consumers that are in serious medical  
conditions that by virtue of illness will not be able to 
respond well to questions were excluded from study. 
In the Measurements instruments used, the questions 
being asked comprises of open ended, dichotomous, 
rating and ranking questions. The tool was designed 
to elicit factual and definitive responses from the  
participants. The questionnaire was sectionalized into 
different parts of socio-demographic characteristics 
data, information on the respondents’ perception and 
expectation of quality of health care services received. 
The research instrument was pre-tested among health 
consumers in other health institutions in Nigeria.  
Research assistants made up of resident doctors, 
master students and medical students were recruited 
and trained for five days on data collection survey 
method. Proficiency of the interviewers was verified 
through role-play and pre testing. The researcher  
carried out visitation and checks in order to validate 
the collected data, each research assistant was  
recruited within the locality of the study site. Clearly 
define the outcome variables to be measured as  
products of the analysis, trained clerks entered the 
data from the interviews into the computer the same 
week the interviews are conducted and initially  
processed using excel then SPSS software version 20 
packages were used for the analysis, p value, stan-
dard deviation and confident interval was calculated.   
The qualitative section of the research was performed 
on one-to-one interviews with health consumers who 
had visited hospitals in the preceding six months  
especially women who delivered at the health facility. 
Three health consumers were interviewed in each 
PHC facility. Topics discussed include socio-cultural 
perception and expectation of quality health care  
services, feeling and if there any difference between 
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the ways clients are treated. After each session, the 
tape recordings was transcribed and reconciled with 
the notes taken. The full recording was then edited to 
remove responses / session that was poorly  
transcribed. Finally, similar responses were  
group-coded, analyzed and presented. 
After the ethical clearance from University of Ilorin 
ethical review committee, a letter of introduction was 
obtained from the department of epidemiology and 
community health, university of Ilorin. This was  
presented to the relevant authorities of the respective 
health Institutions that was selected requesting for 
their consent and participation in the study. During the 
surveys, consent was obtained from the respondents. 
Informed sheets and consent forms were translated 
into relevant languages. Verbal consent was obtained 
prior to the survey, and all verbal consent was  
witnessed by a field worker. All survey data was kept 
confidential. At each facility verbal consent was  
obtained to avoid suspicious of having to sign  
documents that may be used to identify them or their 
outlet/facility. Participants were allowed to drop out at 
any time during the survey and do not have to  
respond to questions they do not wish to answer.  
Ethical approval received from institution and protocol 
Identification code is UERC/CLS/007.  

RESULTS 

This study response rate was 100%, there were more 
females 300 (92.3%) than male respondents, the  
predominant religious groups are Christianity and  
Islam accounting for 75 (23.1%) and 250(76.9%)  
respectively. Married respondents are 175(53.8%) 
while 150(46.2%) were single. On educational status 
post- secondary education 175(53.8%) while others 
had secondary education 100(30.8%). Only 125
(38.5%) of the respondents had monthly income of  
≤ $28.00 (Table I) 
As seen in (Table II), explained positive perception 88 
(27.1) and patient expectation 178(54.7) of total  
variance for medical doctor satisfaction scores. The 
clients had high positive expectation 223(68.5%) of 
the health facility premises but not much in difference 
on positive perception (61.6%) and negative  
expectation (61.0%) of diagnostic services. Other  
domains disparity in positivity or negative expectations 
or perceptions in services quality the clients received 
from nurses, during admission to the hospital, the 
meals giving to them with services received in the 
wards in Table II. The reliability of the existence of 
quality gap in term of overall perception (5.80) and 
expectations (6.57) of services is showed in Table III.   
An in-depth interview analysis of the tool showed that 
most of the patients were positive, such as "the  
service was good and doctors and nurses responded 

to questions quickly and completely". Though, prolong 
waiting time, unpleasant smelling of the reception area 
and young age of some nurses was an issues. In  
Table IV, the chi square test on gender showed no 
disparity in overall expectation-perception, though  
females had higher expectation than the male  
counterparts. Correlation test revealed significant 
changes in socio-demographic variables such as age, 

TABLE I: SOCIODEMOGRAPHIC  
CHARACTERISTIC OF THE HEALTH CONSUMERS 
AT MPHCH 

* p < 0.05; ** p < 0.01; + p = 0.047; # p = 0.05 
*variables significant for levels of care are highlighted 
Mean age of 35.95±10.5  
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Variable/
Factors 

MPHC (N=325) Frequency (%)  

Age groups   

≤ 30  111 (34.2) ** 

31- 40 100(30.8)  

41- 50 56 (17.2)  

51- 60 44 (13.5)  

≥ 61  14 (4.3)   

Gender   
Male 25 (7.7) ** 

Female 300 (92.3)  

Religion   

Islam  250 (76.9) ** 

Christianity  75 (23.1) 

Traditional  0(0) 

Education 
Status   

No Formal Edu.  00 (00.0) ** 

Primary  50 (15.4) 

Secondary  100 (30.8) 

Post-Sec.  175 (53.8) 

Marital Status   

Single  150 (46.2) ** 

Married  175 (53.8) 

Separated   0 (0) 

Occupation   

Civil Servant     75 (23.1) ** 

Self Employed 50(15.4)  

Unemployed     80(24.6) 

Farmers 70 (21.5) 

Artisans 50(15.4) 

Students 0(0.0) 

Other  0(0.0) 

Monthly  
Income ($)  

≤28.00  125(38.5)* 

28.00 – 139.00    125 (38.5)  

139.00 – 270.00  50 (15.4) 

≥270.00 25 (7.6) 

Overall  Total  325(100) 
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TABLE II: DOMAINS OF QUALITY OF HEALTH CARE SERVICES HEALTH CONSUMERS EXPECTATION - 
PERCEPTION OF SERVICES RECEIVED 

S/N Domains variables 
Expectation 

Positive  
Frequency (%) 

Expectation 
Negative 

Frequency (%) 

Perception 
Positive 

Frequency (%) 

Perception 
Negative 

Frequency (%) 

1 Hospital Premises and Employees 223(68.5) 102(31.5) 71(21.7) 254(78.3) 

2 
Quality of Services from Medical 
Doctor 

178(54.7) 147(45.3) 88(27.1) 237(72.9) 

3 Quality of Diagnostic Services 125(38.4) 200(61.6) 198(61.0) 127(39.0) 

4 Quality of Services from Nurses 205(63.6) 120(36.4) 4(14.0) 321(86.0) 

5 Quality of Admission Services 316(97.3) 9(2.7) 37 (11.1) 288(88.9) 

6 
Quality of Meals & Laundry (ML) 
Services 

106 (32.6) 219(67.4) 215(66.4) 110(33.6) 

7 
House Keeping Services Clinics, 
and Wards 

177(54.3) 148 (45.7) 24(7.2) 301(92.8) 

TABLE III: RELIABILITY AND PAIRED T TEST 

Variables Mean score SD t-test Cronbach's alpha 

Expectation 6.57          0.234 1.08** 0.947 

Perception 5.80          0.135   0.858 

Note * means significant at 0.05 level  

TABLE IV: RELATIONSHIP BETWEEN  SOCIO-DEMOGRAPHIC CHARACTERISTICS AND PATIENTS  
EXPECTATION- PERCEPTION ON QUALITY OF HEALTH CARE SERVICES 

Socio-demographic 
Variables  

PHCF (%) N=325 
Expectation Freq.(%)
Perception Freq. (%)  

Age Group 
(years)  

≤ 30 100 (36.4) 25 (50.0) 

31- 40 100 (36.4) 0 (0.0) 

41- 50 75 (36.4) 25 (50.0) 

51- 60 0 (0.0) 0 (0.0) 

≥ 61 0 (0.0) 0 (0.0) 

χ²/p-v  27.330/ <0.001  

Gender   

Male 25 (9.1) 0 (0) 

Female 250(90.9) 50 (100.0) 

χ²/p-v 4.924/0.026   

Islam 200(72.7) 50 (100.0) 

Christian 75 (27.3) 0 (0) 

Other 0 (0) 0 (0) 

χ²/p-v 17.727/<0.001  

Religion   

Education 
status   

None 0 (0) 50 (100.0) 

Primary 50 (18.2) 0 (0) 

Secondary 50 (18.2) 0 (0) 

Tertiary 175(63.6) 0 (0) 

χ²/p-v 32.50/<0.001  

Single 100(36.4) 50 (100.0) 

Married 17 (63.6) 0 (0) 

Separated   

χ²/p-v 68.939/<0.001   

Occupation   

Civil.Servt 175(63.6) 0 (0) 

Self Emp 0 (0) 0 (0) 

Unemploy 75 (27.3) 0 (0) 

Farmer 25 (9.1) 50 (100.0) 

Artisan 0 (0) 0 (0) 

Students 0 (0) 0 (0) 

Other 0 (0) 0 (0) 

χ²/p-v 1.974/<0.001 

Marital 
Status   
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occupation, educational status and services quality 
variable examined. With increase in level of education 
there is decrease in perception scores of the clients 
(pv = <0.001).  

DISCUSSION  

Hospitals establishments like many other  
organizations are playing an increasingly important 
role that affects the health, wellbeing and economy of 
less-developed countries. One of the strong points of 
this study is the high percentage of responses, which 
reduces the non-response bias. This response rate 
was slightly higher than 99.9% rate of similar research 
in Latin American,36,37 and higher than the 63% in a 
study conducted among six hospital wards at the  
Academic medical center, Amsterdam. 
With mean age of 35.95±10.5, it implied that  
respondent’s experiences are still recent enough for 
accurate recall and that majority of the respondents 
are within the reproductive age group (women of child 
bearing age). The pattern of age distribution of health 
consumers is in keeping with the population pyramid 
of most developing countries with a preponderance of 
the mid-aged compared with few elderly individuals 
WHO technical report series,38 there are more females 
than males this could be due to the fact that health 
care received at the primary health care in Nigeria 
was supported by midwives’ services scheme  
programme of federal government as the cost of  
delivery was relatively free. Though, majority of the 
respondents are married which is keeping with  
national demographic health survey39. However,  
significant difference observed in expectation and  
perception gaps in patients age, occupation and  
income level, the results was different from study  
conducted among patients with refractive visual  
disorders40. 
The higher proportion of Muslim respondents in this 
survey is not surprising because large percentages of 
people in study area are Muslims. The religious  
affiliation of the respondents is important since some 
beliefs about sickness and getting well were premised 
on the socio-cultural and religious practices of the  
individuals. Though, differ from other study,40 on  

traditional and religious practices affecting the health 
of other women in Nigeria that many Muslims women 
are kept in purdah(Vail), during their reproductive 
years with social restrictions and low utilization of  
primary health care services in the hospital, utilization 
of primary health care services by many Muslim 
women may be supported with the fact that all the  
respondents interviewed were in one form of  
occupation or the other (Table I).  More than half of 
respondents had formal education which is higher 
than the national figure of 43%. Educational level is an 
important index of health status, wellbeing and  
provided greater access to health information41. 
Though high expectation-perception gap was found in 
this study, however, the use of only perceptions to 
determine quality of healthcare services was found in 
others studies42,43 conducted among nurses and  
dentists respectively, where it was reported that  
addition of expectations is unnecessary especially in 
the hospitals setting where expectations from  
healthcare providers usually range from high to very 
high due to the importance of all different dimension of 
the services provided in the hospital. In another 
study44 on a gap analysis of professional on quality of 
services, supported that use of only perceptions for 
determination of quality of services as it reveled recent 
events, problems or challenges in the establishment 
on services provided to the consumers which will  
enhance immediate short-term solution than to start 
on long-term planning. However, this study was  
corroborated by study on customers’ perception and 
expectation of primary health care services quality in 
health centers of Bandar Abbas45 found that periodic 
(e.g. quarterly, biannual or annually) collection of data 
on consumers’ expectation can provide an insight for 
the long-term planning and improvement process for 
the hospital. 
The results of comparing individuals’ expectation-
perception with the socio-demographic characteristics 
shown significant effects (Table IV). For example, 
classification of educational level had significant effect 
on expectation–perception of clients at the significant 
level of p < 0.05 which may be due to the fact that 
health consumers with lower educational status had 
lower expectations of quality of healthcare services 
than the health consumers with tertiary education 
level. This study also found that women’s expectation 
of quality of healthcare services was higher than that 
of the men expectation of quality of healthcare  
services. The women’s higher expectations compared 
with the men had been reported in a study conducted 
on quality of screening service for chronic kidney-
disease research evidence from Taichung City46. 
Apart from socio-demographic characteristics effects 
on patients’ expectation- perception of quality of 
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Monthly  
IncomeX000   

≤10 50 (22.2) 0 (0) 

11 – 50 100(44.4) 25(100.0) 

501 – 100 50 (22.2) 0 (0) 

≥101 25 (11.1) 0 (0) 

χ²/p-v 27.778/<0.001  

Impatient 125(45.5) 0 (0) 

Outpatient 150(54.5) 50(100.0) 

χ²/p-v 36.932/<0.001  

In-Outpatient   
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healthcare, other study have shown that patients 
‘expectations of quality of healthcare exceed  
perceptions of the healthcare as the patients felt that 
waiting time of more than an hour to receive the  
service was excessive and that the healthcare  
providers did not respond fast enough when problems 
arose in the hospitals47. It was also found that  
expectation-perception gap enables healthcare  
providers to analyze the important of health services 
from the consumer perspective and to prioritized the 
areas or sections in the hospital that need immediate 
improvement for clients. Expectation-perception gap 
analysis of different domains in the hospital ensured 
proper allocation of resources starting with areas or 
units deemed most important for a short term than for 
long term. 

The results of this research showed increase  
expectations of health consumer’s in hospital  
premises and employees. Expectation from medical 
doctors and nurses working in the hospital at the  
primary health care level, quality of diagnostic  
services received from time of admission to wards and 
in the clinics. Overall respondent’s expectation on 
quality of health care services received was more than 
average while perception of the services was less 
than one third. When compared with other studies 
conducted among patients in district hospitals and 
primary health centers in India48 the scores were less 
than the findings in this study.  
There were extremely gaps in housekeeping services 
clinics and wards, nurses, and environmental  
premises. The reliability, assurance, and empathy 
were affected by the gaps. This study suggested that 
health workers should increase discussions and  
communication with their patients for satisfaction of 
services received as reported in other study49. 

CONCLUSIONS   

This study found that expectation- perception is a  
major determinant of quality of health care services at 
primary health care levels; there is disparity in  
expectation-perception gap among males and females 
respondents. However, significant relationship  
occurred in patients’ age, occupation, educational 
status and overall expectation -perception of quality 
care received. Behaviour variables and the  
methodology of this stud can be easily adopted by the 
research team in the hospital to determine patient  
behaviours with service quality expectation.  
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