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Abstract
Background: Patient satisfaction towards care during encounter with clinicians is key for better treatment outcomes. We as-
sessed patient satisfaction with TB clinical care consultations in Kampala, Uganda.
Methods: This was a facility-based cross sectional study done between September 2012 and February 2013 using qualitative 
method of  data collection.  Participants consecutively completed a pre-tested structured satisfaction questionnaire. A criteria of  
the rating as good; >75% was considered acceptable, (50-75%) as more effort is needed and <50 as unacceptable and require 
immediate action was used to categorize data for analysis using Epi-info 7.1.4.0.
Results: Of  the 260 registered TB patients, 178(68.5%) completed the questionnaire. Overall, 162 (91.0%) were satisfied with 
the clinical consultation.  Factors that contributed to high patient satisfaction, were:  time spent with clinician (85.4%), explana-
tion of  what was done (87.6%), technical skills (91.6%), personal manner of  the clinician seen (91.6%). Factors for low satisfac-
tion were; waiting time before getting an appointment (61.8%), convenience of  location of  consultation office (53.4%), getting 
through to the office by phone (21.3%) and length of  time waiting at the office (61.2%).
Conclusion: Tuberculosis patients in Kampala are satisfied with TB clinical care consultations. Addressing factors with low 
patient satisfaction may significantly impact on treatment outcome. 
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Background: Tuberculosis (TB) remains a major global 
health problem1.  In 2013, there were estimated 9.0 mil-
lion globally with (8.6–9.4 million) new tuberculosis (TB) 
cases annually. Those who died due to TB disease were 
1.5 million of  which 82% were from the 22 high burden 
Countries2.  In the same year, Uganda was estimated to 
have a TB incidence rate of  166/100,000 and  TB mor-

tality rate of  11/100,0002. The burden of  Multidrug Re-
sistant TB (MDR-TB) in Uganda is estimated at 1.4% and 
12% among new and re-treatment TB cases respectively3.
 
There is a high level of  treatment failure and growing 
threat of  MDR-TB cases despite the fact that TB is cur-
able4. Collective efforts between the treating clinician and 
TB patient are urgently needed in the fight against tuber-
culosis. Understanding whether patients are satisfied with 
the clinical care they receive during clinical consultation 
may be one of  the key avenues to improve early patient 
presentation to the clinic for early diagnosis as well as ad-
herence to treatment for better treatment outcome.
 
Patients who are satisfied with clinical consultations are 
more likely to return to clinics, in case of  treatment fol-
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low-up, and to comply with treatment requirements. Stud-
ies have shown that, satisfied patients are more likely to 
utilize health services5, comply with medical treatment6, 
and continue with the health care providers7.

Directly Observed Therapy, Short-course (DOTS) is one 
of  the main components of  the global strategy against 
TB for the World Health Organization (WHO). This 
strategy has been followed by the Uganda National TB 
control program since 19988 with slow decrease in TB 
incidence and mortality.  The slow decrease may be at-
tributed to several factors including policy, practices and 
challenges, experiences during health service delivery. 
Health care workers have been for long highlighted as the 
frontline team in the fight against TB, and interaction be-
tween patient and the clinician may significantly influence 
treatment outcome.
Previous studies have indicated that successful communi-
cation leads to greater adherence to treatment as well as 
treatment requirements. Communication between patient 
and treating clinician is vital, especially for the treatment 
that requires long-term follow-up, and it leads to better 
patient satisfaction and treatment results9-11. Further-
more, patients who are not given sufficient information 
about TB have been found to become TB treatment de-
faulters12,13.
 
We set up a study to understand patient satisfaction with 
TB clinical care consultations in preparation for new 
treatment trials among susceptible and potential multi-
drug resistant TB patients in Kampala.

Methods
Study setting: This was a facility-based cross section-
al study nested within a study conducted to understand 
the epidemiology of  tuberculosis in Kampala district, 
Uganda. The study employed qualitative method of  data 
collection and analysis of  secondary data. Patients were 
recruited into the study from the following TB diagnostic 
and treatment Units (DTUs) in Kampala district: Kisenyi 
health center, Kiruddu health center, Kawaala health Cen-
ter, Kitebi health center, Kawempe health center, Kiswa 
health center and Mulago hospital.  
 
Sampling: All TB patients, new and previously treated, 
registered between September 2012 and February 2013 
were eligible for the study. Study participants were adults 
aged 18 and above attending participating DTUs.  The 

sample size was calculated based on each health facility’s 
workload and details are described elsewhere14. All eligi-
ble participants were considered in the current study.
Trained research assistants reviewed TB laboratory and 
facility registers at study sites on daily basis to capture 
newly diagnosed patients and patients on treatment 
who were expected to return for clinic visits. After clini-
cian’s consultation, patients were requested to complete 
a pre-tested structured satisfaction questionnaire, which 
was administered in the patients’ preferred language.
 
Measurement of  outcome: Variables considered were; 
how long the patient waited to get an appointment, con-
venience of  the location of  the office, getting through to 
the clinician’s office by phone, length of  time of  waiting 
at the office, time spent with the physician/health care 
professional that the patient saw, explanation to the pa-
tient of  what was done to him/her.
In addition, patients’ perceived technical skills (thorough-
ness, carefulness, competence) of  the physician/health 
care professional he/she saw, patients’ satisfaction  with 
the personal manner (courtesy, respect, sensitivity, friend-
liness) of  the person he/she saw and the overall  satisfac-
tion with the consultation visit. Patients were told to rate 
each variable as good, fair, or poor.
 
Data analysis: Raw data was reviewed by the quality as-
surance officer of  the study and all inconsistencies were 
documented and resolved. Quality checked data was 
entered into excel database, cleaned and analysed using 
epi-info software version 7.1.4.0.  Descriptive analysis 
(frequencies and percentiles) was conducted. The levels 
of  patient satisfaction and their clinical demographics 
were analysed. Measurements of  outcome for patient sat-
isfaction were rated as good; >75% and therefore was 
considered acceptable, 50-75% with more effort needed 
and <50 as unacceptable and therefore required immedi-
ate action, at 95% confidence interval.
 
Ethical considerations: Ethical approval was obtained 
from the Makerere University School of  Biomedical Sci-
ence Research and Ethics committee and from the Ugan-
da National Council of  Science and Technology.  Each 
study participant was assigned a unique study number 
for identification. Participant’s names were not used on 
any study related document. Study documents were kept 
under lock and key. All participants provided written in-
formed consent.
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Results
Clinical and social demographics
A total 260 participants were eligible for the study of  

which 178 (68.5%) completed the satisfaction question-
naire. Figure 1. 

Female respondents were 102 (57.3%) with majority of  
respondents 65 (36.5%) indicating incomplete primary 

level as their highest level of  education. Any resistance to 
TB drugs was 11 (6.2%) and three (1.6%) were found to 
be Multidrug Resistant-TB cases, Table 1

Patient satisfaction with TB care clinical consulta-
tions 
Overall, 91.0% (95% CI; 85.8-94.8) of  the respondents 
were satisfied with the TB clinical consultations. The key 
factors that contributed to high satisfaction were; time 

spent with clinician (85.4%) (95% CI; 79.3-90.2), expla-
nation of  what was done (87.6%) (95% CI; 81.9-92.1), 
technical skills (thoroughness, carefulness, competence) 
(91.6%) (95% CI;   86.5-95.2) and personal manner (cour-
tesy, respect, sensitivity, friendliness) of  the clinician seen 
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Figure 1: Study population for patient satisfaction with TB clinical care consultation

Respondents (178)

New TB patients 
(160)

Retreatment TB 
patients (18) Smear positives (95) HIV-infected 

(75)

On ART (45)

Total enrolled (260)

Key: ART= Antiretroviral Therapy

Characteristic Parameter n (%)
Sex Female 102 (57.3)

Male 76 (42.7)

Age (years) <20 10 (5.6)

20-30 97 (54.5)

31-40 44 (24.7)

41-50 22 (12.4)

>50 5 (2.8)

Highest level of education Incomplete primary 65 (36.5)

Incomplete secondary 49 (27.5)

Complete primary 20 (11.2)

Complete secondary 15 (8.4)

Tertiary 17 (9.6)

No formal education 12 (6.7)

Drug Resistance Any resistance 11 (6.2)

MDR-TB 3 (1.6)

Key: MDR-TB = Multi-Drug Resistant Tuberculosis

Table 1: Clinical and social demographics of  participants (n=178)
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91.6%, (95% CI; 86.5-95.2). Factors that contributed to 
low satisfaction were waiting time before getting appoint-
ment 61.8% ( 95% CI; 54.2-69.0), convenience of  loca-

tion of  consultation office 53.4% ( 95% CI; 45.8-60.9), 
getting through to the office by phone 21.3% (95% CI; 
15.6-28.1), length of  time waiting at the office 61.2% 
( 95% CI; 53.7-68.4), Table 2.
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Table 2; Overall TB patient satisfaction with TB care clinical consultations (n=178)

Question
n (%;95% CI)

Poor Fair Good
How long you waited to get an appointment 25

(14.0; 9.3-20.0)
43

(24.2; 18.1-31.1)
110

(61.8;54.2-69.0)

Convenience of the location of the office 29
(16.3; 11.2-22.6)

54
(30.3; 23.7-37.7)

95
(53.4; 45.8-60.9)

Getting through to the office by phone 121
(68.0; 60.6-74.8)

19
(10.7; 6.60-16.2)

38
(21.3; 15.6-28.1)

Length of time waiting at the office 17
(9.6; 5.7-14.9)

52
(29.2; 22.7-36.5)

109
(61.2; 53.7-68.4)

Time spent with the physician/health care 
professional you saw

6
(3.40; 1.2-7.2)

20
(11.2; 7.0-16.8)

152
(85.4;79.3-90.2)

Explanation of what was done for you 6
(3.40; 1.2-7.2)

16
( 9.0; 5.2-14.2)

156
(87.6; 81.9-92.1)

Technical skills (thoroughness, carefulness, 
competence) of the physician/health care 
professional you saw

4
(2.2; 0.6-5.7)

11
( 6.3; 3.1-10.8)

163
(91.6; 86.5-95.2)

The personal manner (courtesy, respect, 
sensitivity, friendliness) of the person you 
saw

1
(0.6; 0.0-3.1)

14
(7.9; 4.4-12.8)

163
(91.6; 86.5-95.2)

The visit overall 3
(1.7; 0.3-4.8)

13
(7.3; 3.9-12.2)

162
(91.0;85.8-94.8)

Among retreatment TB patients, the factors that con-
tributed to low patient satisfaction were; convenience of  

location of  consultation office 8 (44.4%), none was sat-
isfied with getting through to the office by phone and 
length of  time waiting at the office 6 (33.3%), Table 3. 

Table 3; Patient satisfaction with TB care clinical consultations by TB treatment category

Question

New N=160                      
n (%)

Retreatment N=18      
n (%)

Poor Fair Good Poor Fair Good

How long you waited to get an 
appointment

24 (15.0) 37 (23.1) 99 (61.9) 1 (5.6) 6 (33.3) 11 
(61.1)

Convenience of the location of the office 27 (16.9) 46 (28.8) 87 (54.4) 2 (11.1) 8 (44.4) 8 
(44.4)

Getting through to the office by phone 106 (66.3) 16 (10.0) 38 (23.8) 15 (83.3) 3 (16.7) 0
Length of time waiting at the office 15 (9.4) 42 (26.3) 103 (64.4) 2 (11.1) 10 (55.6) 6 

(33.3)
Time spent with the physician/health 
care professional you saw

6 (3.8) 18 (11.3) 136 (85.0) 0 2 (11.1) 16 
(88.9)

Explanation of what was done for you 6 (3.8) 13 (8.1) 141 (88.1) 0 3 (16.7) 15 
(83.3)

Technical skills (thoroughness, 
carefulness, competence) of the 
physician/health care professional you 
saw

4 (2.5) 11 (6.9) 145 (90.6) 0 0 18 
(100)

The personal manner (courtesy, respect, 
sensitivity, friendliness) of the person 
you saw

1 (0.6) 14 (8.8) 145 (90.6) 0 0 18 
(100)

The visit overall 3 (1.9) 11 (6.9) 146 (91.3) 0 2 (11.1) 16 
(88.9)
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On the other hand, those on ART, it was convenience 
of  location of  consultation office 22 (48.9%) and getting 

through to the office by phone 4 (8.9%), Table 4. 

Among smear positive TB patients, only 23 (24.2%) were satisfied with getting through to the office by phone, Ta-
ble 5.

Question

n (%)

Poor Fair Good

How long you waited to get an appointment 4 (8.9) 11 (24.4) 30 (66.7)

Convenience of the location of the office 3 (6.7) 20 (44.4) 22 (48.9)

Getting through to the office by phone 37 (82.2) 4 (8.9) 4 (8.9)

Length of time waiting at the office 4 (8.9) 16 (35.6) 25 (55.6)

Time spent with the physician/health care professional you saw 0 6 (13.3) 39 (86.7)

Explanation of what was done for you 1 (2.2) 4 (8.9) 40 (88.9)

Technical skills (thoroughness, carefulness, competence) of the 

physician/health care professional you saw

1 (2.2) 1 (2.2) 43 (95.6)

The personal manner (courtesy, respect, sensitivity, friendliness) of the 

person you saw

0 1 (2.2) 44 (97.8)

The visit overall 1 (2.2) 2 (4.4) 42 (93.3)

Table 4; Patient satisfaction with TB care clinical consultations among those on 
Antiretroviral Therapy (n=45)

Question n (%)

Poor Fair Good

How long you waited to get an appointment 16 (16.8) 21 (22.1) 58 (61.1)

Convenience of the location of the office 13 (13.7) 28 (29.5) 54 (56.8)

Getting through to the office by phone 63 (66.3) 9 (9.5) 23 (24.2)

Length of time waiting at the office 7 (7.4) 30 (31.6) 58 (61.1)

Time spent with the physician/health care professional you saw 3 (3.2) 11 (11.6) 81 (85.3)

Explanation of what was done for you 3 (3.2) 8 (8.4) 84 (88.4)

Technical skills (thoroughness, carefulness, competence) of the 

physician/health care professional you saw

2 (2.1) 5 (5.3) 88 (92.6)

The personal manner (courtesy, respect, sensitivity, friendliness) of 

the person you saw

1 (1.1) 11 (11.6) 83 (87.4)

The visit overall 2 (2.1) 7 (7.4) 86 (90.5)

Table 5; Patient satisfaction with TB care clinical consultations among smear positive TB patients (n=95)
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Discussion
We have documented that overall, TB patients in Kam-
pala are satisfied with TB clinical consultation visits. Ac-
cess to phone consultations, waiting time before getting 
appointment, convenience of  location of  consultation 
office and length of  time waiting at the clinician’s office 
were the key factors that contributed to low patients sat-
isfaction.

A study done in Ethiopia showed that patients’ percep-
tions of  health care provider interaction had a significant 
influence on patient satisfaction and adherence to TB 
treatment 15. Interpersonal processes including perceived 
empathy, perceived technical competency, non-verbal 
communication, access to treatment point and patient 
enablement significantly influence patient satisfaction15-17. 
Furthermore, low level of  dissatisfaction with the clinic 
and/or doctors has been documented as one of  the risk 
factors for defaulting treatment among adult tuberculosis 
patients18.

Improved communication may be overshadowed by 
practical problems such as waiting time to getting ap-
pointment to see a doctor or at the doctor’s office  and 
convenience of  the location of  the office to patients19-21, 
which may have significant influence on satisfaction22,23.
In agreement with previous studies19,20, waiting time to 
get appointment to see the clinician or at the clinician’s 
office, getting through to the clinician’s office by phone 
and convenience of  the location of  the clinician’s office 
were the key factors that negatively influenced TB patient 
satisfaction during clinical consultation. Good explana-
tions of  what was done to the patient, perceived tech-
nical skills ( thoroughness, carefulness, competence) of  
the clinician seen by the patient, the personal manner ( 
courtesy, respect, sensitivity, friendliness) of  the clinician 
as observed by the patients may have contributed to over-
all patient satisfaction with  the consultation visit by the 
patients as also documented by previous studies15,16. This 
could be due to increased training and staff  sensitization 
on tuberculosis treatment and patient management con-
ducted by the National TB program and several TB/HIV 
care stakeholders in Uganda24.
 
Interesting to note that patients were not satisfied and 
rated getting through to the clinician’s office by phone as 
poor at 68% of  the times. This is very important because 

about 64% of  Ugandan adults who seek care own mo-
bile phones25. A study done by Kunutsor, S. et al 2010 in 
Uganda, documented that mobile phones have a potential 
for use in resource-constrained settings to substantially 
improve the clinical management of  HIV/AIDS25. Use 
of  phones can be important for timely consultations, re-
minder for treatment visits as well as taking medication in 
terms of  long term and strict treatment regimens like in 
TB and MDR-TB treatment26,27.
Co-infection with TB/HIV is likely to lead to a combina-
tion of  treatment challenges including high drug burden, 
and if  the patient is not satisfied at the start of  treatment 
he/she is likely to be misinformed along the way and this 
may result into poor treatment outcome. Elbireer S, et 
al in 2011, indicated that defaulting among HIV-infected 
TB patients is influenced by health systems, staff  factors, 
and patient misinformation, and that healtheducation on 
TB directed at patients combined with staff  sensitization 
could help to improve adherence to anti TB treatment24.
 In our study, we have documented that none of  the 18 
retreatment patient and only 4/45(8.9%) of  those on 
ART were satisfied with access to clinician’s office by 
phone. This is a vital area that require urgent attention as 
these patient are overburdened with the treatment and are 
more likely to lose hope of  being cured or getting better 
and may end up becoming drug resistant than those who 
are just starting the treatment. Therefore, efforts for re-
liable and timely patient-clinician consultations are much 
needed. Improved communication including access to cli-
nician’s office and clinicians accessing patients by phone 
is likely to improve information sharing and treatment 
outcome12,13.
 
This study had some limitations. We conducted the study 
over one quarter of  the reporting year. There may be dif-
ferences in the patients who reported to the health facil-
ities during other times. The study being cross-sectional, 
we had less representation of  some groups of  patients 
like HIV-infected and retreatment category. This may not 
offer a complete picture in those categories of  patients. 
However, being that we studied patients from several TB 
care clinics all-over Kampala district, this is not likely to 
significant affect our conclusions. Furthermore, the par-
ticipating clinics and the participants were mainly from 
urban areas, more studies with participants from rural ar-
eas are recommended.
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Our findings among TB patients in Kampala shows that 
patients are satisfied with clinical consultations.  We fur-
ther highlight that the major areas affecting patient satis-
faction are logistical and practical challenges. We therefore 
highly advocate for improvement in areas of  waiting time 
in the treatment access chain, convenience of  the con-
sultation office and access of  clinician’s office by phone. 
This is likely to increase patient satisfaction with the clin-
ical consultations and positively influence TB treatment 
outcomes.
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