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Background: The Integrated Management of Newborn and Childhood Illness (IMNCI) 
strategy includes both preventive and curative interventions to improve practices in health 
facilities, the health system and at home. The quality of these interventions has been very 
rarely subjected to scientific inquiry in Ethiopia. This study assessed quality of IMNCI 
services in health centers of Jimma, South West Ethiopia, 2014.
Methods: A facility based cross-sectional study was conducted from March 2–15, 2014 in 
the health centers of Jimma among 411 care takers exit interview and total of 60 consultation 
sessions were observed using checklist and participants enrolled through convenient sam
pling technique. Descriptive statistics were used and factor analysis was employed to create 
measurement scales for satisfaction of caretakers. Factor scores were used in linear regres
sion analyses to determine presence of statistically significant association between explana
tory variables and the outcome variable at P value <0.05.
Results: The response rate for the exit interview was 411 (97.4%). The mean score of 
overall caretakers satisfaction was 63.4. Specifically 23.4%, 33.6%, and 19.2% of the 
respondents were dissatisfied with waiting time, amount of explanation they received about 
the problem or treatment, and availability of medicines, respectively. Availability of pre
scribed medications (95% CI: 0.577 to 0.047), receiving first dose of medication at health 
facility (95% CI: 0.087, 0.552), receiving laboratory services (95% CI:0.455,0.056) were 
among factors that significantly associated with the caretakers’ satisfaction score.
Conclusion and Recommendations: Perceived mean of caretakers’ satisfaction at the 
health centers of Jimma town was low as compared to national standards and long waiting 
time while providing services. Availability of prescribed medications, receiving first dose of 
medication and receiving laboratory services were factors associated with patients’ satisfac
tion. Respective health centers need to ensure availability of medications and supplies and 
professionals need to pay special attention on medical services like laboratory services, 
medication and decrease waiting time while providing health services.
Keywords: Integrated Management of Newborn and Childhood Illnesses, quality, 
satisfaction, Jimma

Background
The Integrated Management of Newborn and Childhood Illnesses (IMNCI) approach is 
a broad strategy, encompassing interventions at home and in the healthcare facilities to 
reduce childhood deaths, illnesses and disabilities and to contribute to improved growth 
and development. IMNCI is a child survival strategy developed by the World Health 
Organization (WHO) and United Nations Children’s Fund (UNICEF).1,2
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Nearly 7 million children die every year in the 
world, before reaching their fifth birthday and most of 
these deaths occur during their first year of life. 
Majority of the deaths take place in developing 
countries.10 More than 50% of these deaths are attrib
uted to diarrhea, acute respiratory infections (ARI), 
malaria or measles.8,11 Every day millions of parents 
take children with potentially fatal illnesses to first- 
level health facilities with signs and symptoms related 
to more than one condition. This overlap means that 
a single diagnosis may not be possible or appropriate 
and that treatment may be complicated by the need to 
combine therapy for several conditions and so it is 
important to treat the child as a whole and not simply 
his or her most obvious disease. Hence, the initial focus 
of IMNCI has been on improving their performance 
through training and support.4,8,12

Multiple bottlenecks such as imperfect supervision and 
monitoring mechanism; inadequate availability of basic 
equipments and drug supplies; inefficient referral system; 
poor training in terms of quality and duration; lack of 
regular reinforcement of guidelines; and poor performance 
of health care staff have been recognized which were 
arresting the reach of IMNCI in the community.5,6,17–19 

Efforts to improve the quality of child health services 
provided by PHC workers in the less developed countries 
should focus not only on resource-intensive structural 
improvements, but also on cheap, cost-effective measures 
that address actual delivery of services (process), espe
cially the proper use of national guidelines for case man
agement, and meaningful supervision.20

In Ethiopia, according to 2011 Ethiopian demographic 
and health survey (EDHS), one in every 17 children dies 
before their first birthday, and one in every 11 dies before 
their fifth birthday.21 The most frequent illness was cough 
or cold (44.8%), followed by diarrhea (32.8%), fever 
(22.4%), and anemia (6%).5

It is estimated that some 50–70% of Quality of IMNCI 
standards are being regularly implemented by hospitals 
and health centers, with the standards relating to outpatient 
services, inpatient services, and pharmacy services most 
effectively implemented. Implementation of referral and 
nursing standards are also partially being implemented.23 

Based on this, Quality of IMNCI services is unknown in 
the study area. Thus, this study was conducted to assess 
IMNCI services quality at the health centers of Jimma.

Methods
Study Area, Design and Period
The study data was collected from March 25–April 15, 2014 
in the health centers of Jimma. Jimma is among one of towns 
found in Oromia regional state and is located at 357 km from 
Addis Ababa. The town has 17-kebeles4 -rural and 13-urban 
kebeles with total population of 174,778 of which 28,664 and 
5418 are under five and under one year age respectively. 
There are two governmental hospitals including Jimma uni
versity specialized teaching hospitals, three fully functional 
health centers and one health center on construction and two 
health posts. Also there are four4 NGO clinics, 22 private 
medium clinics, five higher clinics, 47 drug stores and phar
macies, and other health facilities (unpublished data; Annual 
report of Jimma Town health office; Office Jimma Town 
Health; 2013). A facility-based cross sectional study design 
was used in the study.

Source and Study Populations
All children aged under five, and their caretakers in 
Jimma, were included in the source Population. 
Moreover, all health professionals and heads of health 
centers involved in the delivery and management of 
IMNCI services in the health centers were part of the 
source population. The study population included 
a sample of mothers/caretakers of children aged under 
five who came to the sick baby clinic in the health centers 
of Jimma during the study period. In addition, a purposive 
sample of health professionals and heads of the health 
centers involved in the delivery and management of 
IMNCI services in the health centers were included in 
the study. Patients with severe disease were excluded in 
the study.

Sample Size Determination
The sample size was determined by single population 
proportion formula using the following assumptions 
(Level of significance of the population was taken to 
be 95%, Z α/2 = 1.96). A 5% level of precision (d = 
0.05) and 50% proportion of caretakers satisfied with 
IMNCI service (P = 0.5) and the yields of sample size 
calculation were 384. By considering a non-response 
rate of 10%, the final sample size was 422. Two 
IMNCI service providers and heads of health 
centers were interviewed for each health centers and 
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60 consultation sessions were observed in the three 
health centers.

Sampling Technique and Sampling 
Procedures
All three functional health centers found in the Jimma town 
were included. Desired sample size at each of the centers was 
determined by a proportional to size allocation based on 
numbers of client visits of most recent quarter report of 
each health centers. Convenient sampling technique was 
employed to select study participants.Finally, consecutive 
clients were included in the study until the allocated sample 
size was obtained in each of the three health centers.

Two service providers (those who have more experience 
and providing services in each health centers) were selected 
purposively and heads of health centers was interviewed 
about the availability of necessary resources for IMNCI 
service provision by using interviewer administered semi- 
structured questionnaire. Sick children were randomly 
selected for observation based on the number of clients 
expected for each day of the survey. Where many sick child 
were present and eligible for observation, the rule is to 
observe a maximum of five clients for each health centers 
per day, with a minimum of 20 observations in all three 
health centers. In order to achieve the target number of 
observations, systemic sampling technique was used, thus 
observation session was selected by dividing the total num
ber of expected clients with expected observation in one 
facility to derive the “3rd” interval for selecting the next 
client to be observed.45

Measurement
Data Collection Instruments and 
Procedures
A questionnaire prepared by DHS for child health service 
quality assessment was adopted to the local condition 
(health centers) and it was developed to conduct structured 
interview for service provider, face-to-face exit interview 
for mothers/caretakers and a standard checklist for inven
tory and Observation.46 IMNCI guidelines provide the 
standard against which service provision was assessed.47

The first is an inventory of resources. Head of the 
health centers were interviewed for inventory information 
and it was verified by observation. These was to gather 
information on the availability of specific items (including 
their location and functional status), and facility infrastruc
ture, including the service delivery environment. The 

resources assessed were those required to provide service 
at nationally accepted standard. The second is service 
provider interview. Two health service providers were 
interviewed from each health center for information on 
their qualifications (training, experience, and continued 
education), supervision they have received, and percep
tions of the service delivery environment by using inter
viewer administered structured questionnaire.

The third is an observation protocol tailored to the service 
being provided. Direct observations were conducted during 
consultations to assess the extent to which service providers 
comply to the service delivery standards based on national 
accepted components for good service delivery. The process 
used when conducting specific procedures, physical exam
inations, and the content of information exchanged between 
the provider and client (history, symptoms, and advice) were 
components of the observation.

The fourth is face-to-face exit interview with the cli
ents who received service during the data collection using 
structured questionnaire. The exit interview assessed the 
client’s understanding of the consultation/examination, as 
well as recall of instructions received for treatment or 
preventive behaviors and on their perceived satisfaction 
on the services they received (after provider classification 
and treatment). Clients were interviewed after they com
pleted the service in comfortable and isolated place.

Variables in the study were mothers'/caretakers' satisfac
tion as dependent variable and independent variables were 
Service availability, Availability of equipment and supplies, 
Opening time, Counseling of clients, Referral system, 
Availability of guideline, Staffing training, Supervision, 
Quality assurance, Waiting area, Waiting time, Information 
provision and Socio-demographic and socio-economic char
acteristics of caretakers (age, sex, family income, educational 
level, occupation status, religion, marital status).

Data Processing and Analysis Procedures
To ensure high-quality of information the data were 
checked for completeness. Data were entered into EPI- 
DATA version 3.1, and then exported to SPSS version 
16.0 for analysis. Descriptive statistics like frequencies, 
mean, proportion, graphs and charts were used to present 
study results. One-way ANOVA (analysis of variance) was 
used for comparing perceived caretakers satisfaction score 
among health facilities. Perceived mean of satisfaction of 
caretakers was measured using a Likert scale having 11 
items. Reliability check showed that the scale had high 
internal consistency (Cronbach’s α= 0.884).
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The Kaiser-Meyer-Olkin (KMO) measure, correlation 
of variable, homoscedasticity and normality of distribu
tions was checked. The KMO measure of sampling ade
quacy and Bartlett’s test of sphericity was carried out. The 
KMO value was 0.827 which means the data were appro
priate for factor analysis. The Bartlett’s test of sphericity 
was significant (p <0.001). To examine the underlying 
factors of the scale, exploratory factor analysis was con
ducted and only one factor with eigenvalue greater than 
one was identified (named as perceived caretakers satis
faction score) and it explained 62.7% of the overall var
iance. Using this regression factor score created further 
analysis was performed. After bivariate analysis was done 
and variables with p value < 0.25 were selected for entry 
in the final model. Then multiple linear regression analysis 
was performed and the association of explanatory vari
ables on the regression factor score of the dependent vari
able was quantified and significance of the findings was 
considered at p<0.05. Enter method was employed to enter 
independent variables into both the first and the final 
model.

Data Quality Management
To ensure the completeness, accuracy and consistency of 
data collection, a session was held each day of the data 
collection period. During each session thorough checking 
was done before receiving the filled questionnaires from 
each data collector, which helps to crosscheck for their 
performance and improving proper data collection. The 
data were explored using descriptive analyses to clean 
data entry errors. The client exit interview questionnaire 
was translated into Afan Oromo and Amharic version by 
qualified individual graduate and back translated to 
English, to check for consistency by different persons. 
The inventory and service provider questionnaire was col
lected by principal investigator.

Three diploma nurses and one supervisor (BSc. nurse) 
graduate participated in data collection after they were 
informed of the aim and principle of the study. After their 
willingness to participate in the study they received two days' 
training from a principal investigator. Each data collector was 
exposed to training before the start of any actual work.

Pre-test was undertaken in Serbo health centers outside 
of the study area. The selected health center for pre-test 
assumed that it had all the required facilities for service 
and similar with selected health centers. In the presence of 
principal investigator both the interviewers and supervisor 
assessed clarity, understandability, flow of questions, the 

time needed to fill the questionnaires and completeness of 
the questions. Then, after through discussions some minor 
modification and omissions was made in some of the 
ambiguous questions. Data collection took place immedi
ately after approval of the proposal by the university. 
Three trained nurses and a Bsc. nurse graduate supervisor 
with the assistance of principal investigator participated 
throughout the data collection.

Operational Definitions
Quality: is a multidimensional concept, but in this study, 
it was measured in terms of caretakers satisfaction, 
availability of necessary resource and compliance of 
service with national guideline for IMNCI service 
provision.24

Resource availability: encompasses availability of 
necessary resource inputs for IMNCI provision such as 
features of the setting the number and types of person
nel, the age and type of equipment and other facilities, 
and aspects of organization such as administration 
structures.

Level of compliance includes the content of informa
tion shared for the caretakers during consultation and 
observation based on IMNCI national guideline 
Caretakers’ satisfaction: perceived opinion of care 
received from IMNCI services/staff by caretakers. 
Perceived mean of caretakers’ satisfaction was measured 
using a Likert scale having 11 items. Each item was 
scored on a 5-point scale ranging from 1 – very 
dissatisfied to 5 – very satisfied which yields a score 
range of 11–55.

Perceived mean of caretakers’ satisfaction score was 
calculated based on percentage of possible maximum 
scale score (%SM).48

%SM ¼
actual score � minimum possible scoreð Þx100

Maximum possible score � minimum possible scoreð Þ

Waiting time was the time clients had to wait before 
receiving their services after arrived at Facility.

Results
The response rate for the exit interview was 411 
(97.4%), of which 80% and 77.1% of them were 
females and mothers, respectively. Nearly half of 
respondents were Muslim and Oromo (52.8% and 
51.8%, respectively). The mean age of the respondents 
was 28.2 (SD of 6.4) years and ranging between 17 and 
57 years. About 94 (22.9%) of the respondents cannot 
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read and write and 46 (11.2%) were college and above 
by educational status. The majority (197; 47.9%) of the 
responds were housewives. Over three-quarters (317; 
77.1%) of the sick children were brought to the health 
centers by their mothers (Table 1).

Structural Attributes of Quality
Basic child health services like child curative service, 
growth monitoring, child immunization, TB/leprosy diag
nosis, HIV counseling and testing (HCT) and laboratory 
service were provided in all of the three health centers. 
Services like diagnosis and treatment of malnutrition, vita
min A supplementation, iron and zinc supplementation 
were also part of child curative service in all of the health 
centers (Table 2).

Concerning training and support of health workers, 
out of interviewed health service providers two of them 

Table 1 Socio-Demographic Characteristics of Caretakers and 
Sick Children at Health Centers of Jimma Town, 2014

Socio- 
Demographic 
Variables

Response Category Frequency 
(n=411)

%

Sex of caretaker Male 82 20.0

Female 329 80.0

Age of caretaker 15–24 106 25.8

25–34 320 56.0

≥35 75 18.2

Relationship of 
caretakers to the 

child

Mothers 317 77.1

Others* 74 22.9

Ethnic group Oromo 213 51.8

Amhara 89 21.7

Keffa 21 5.1

Dawro 27 6.6

Gurage 21 5.1

Yemi 25 6.1

Others** 15 3.6

Marital status Married 370 90.0

Single 15 3.6

Divorced 18 4.4

Widowed 8 2.0

Religion Muslim 217 52.8

Orthodox 127 30.9

Protestant 57 13.9

Catholic 10 2.4

Educational 
status

Illiterate 94 22.9

Read and write only 41 10.0

Primary(1–8) 150 36.5

Secondary(9–12) 80 19.4

College and above 46 11.2

(Continued)

Table 1 (Continued). 

Socio- 
Demographic 
Variables

Response Category Frequency 
(n=411)

%

Occupational 
status

Housewife 197 47.9

Farmer 36 8.8

Government employee 38 9.2

Private employee 43 10.5

Private business 23 5.6

Daily laborer 13 3.2

Merchant 61 14.8

Sex of the Child Male 216 52.6

Female 195 47.4

Age of the child 

(in months)

< 12 151 36.7

12- ≤24 140 34.1

24 - ≤36 74 18.0

>36 46 11.2

Notes: Mean (SD) age in months=19.7 (SD of 1.5). Others* (siblings, grand
mother/father), others** (Tigre, Siltie, Woleyta).
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were diploma holders in clinical nursing whereas four 
were health officers. None of service providers have 
received/took training within the past 24 months on 
the topic related to child health or childhood illness. 

Almost all service providers provide all basic child 
health service in their current position and as part of 
their work for the facility. Almost all service providers 
reported that there was no written job description. Salary 
supplement mentor and nonmonetary incentives ever received 
by service providers include monthly salary supplement, per
diem when attending trainings, duty allowance, vacation/time 
off, training, and uniforms.

Table 2 Availability of Equipment for IMNCI Service at Sick Baby Clinic in Health Centers of Jimma Town, 2014

Equipment Jimma  
Health Center

Higher Two  
Health Center

Kochi Mandera  
Health Center

Child weighing scale (250gram gradation) 1* 1 1

Infant weighing scale(100 gram gradation) 0 0 0

Thermometer 1 1 0
Stethoscope 1 1 1

Timer or watch with seconds hand 1 1 1

Calibrated 1/2 or 1-liter measuring jar for ORS 0* 1 1
Cup and spoon 0 1 1

Examination bed 0 0 1
Height or length board 1 1 1

Tape for measuring circumference 1 1 1

Notes: 1* – available and observed, 0* – not available and observed.

Table 3 Symptoms of Children Seeking Medical Advice at the 
Survey Time in Health Centers of Jimma Town, 2014 (n=411)

Symptoms/ 
Complaints

Response 
Category

Frequency %

Fever Yes 247 60.1

No 164 39.9

Cough or difficulty 

breathing

Yes 181 44.0

No 230 56.0

Diarrhea Yes 160 38.9

No 251 61.1

Ear problem Yes 46 9.7

No 365 90.3

Skin problems Yes 35 3.4

No 376 96.6

Eye symptoms Yes 19 4.6

No 392 95.4

Others* 16 3.9

Duration of symptoms One day 44 10.7

Two days 54 13.1

Three days 104 25.3

Four and more 
days

209 50.9

Note: Others* (injury, throat problem, dog bite).

Table 4 Information on the Treatment and Caretaker Comfort 
Level at Health Centers of Jimma Town, 2014

Variables Response 
Category

Frequency %

Medicines prescribed Yes 376 91.5

No 35 8.5

Information on the 

availability of 

prescribed 
medications

Received all 

medications

265 70.5

Received Some 

medication and 
or prescription

111 29.5

Explanation on how to 
give the medications

Yes 300 97.7

No 7 2.3

Caretakers correctly 

knew all the dose and 
frequency of each 

medication

Yes 296 96.4

No 11 3.6

A dose of any 

medications given to 

the child at the facility

Yes 53 17.3

No 254 82.7

Child weighed Yes 157 38.2

No 254 61.8
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Compliance to Consultation Standards
Exit Interview
The most common complaints of sick children were fever 
(60.1%), cough/difficult breathing (44%), diarrhea 
(38.9%) and followed by ear problems (9.7%). Only 44 
(10.7%) of the children sought medical advice within 
one day of complaint and about half(209; 50.9%) of 
them within four and more days of the start of symptoms 
(Table 3).

Regarding Information provided to the care taker, more 
than half (245; 59.6%) of caretakers were informed about 
the illness the child had. Nearly half (199; 48.4%) of the 
caretakers were informed/notified on the signs and symp
toms that would necessitate immediate return to health 
facility. Out of those symptoms, 166 (83.4%) and 11 
(5.5%) respondents were informed if symptoms became 
worse and poor/not eating or drinking respectively.

Out of the 218 (53.0%) respondents advised to bring the 
child back to the health centers for none emergency reasons, 
30 (15.5%), 31 (16.1%), and 17 (8.8%) of them were for more 
medicine, follow up, and immunization respectively. About 
283 (68.9%) and 128 (31.1%) of the respondents intended to 
visit the same health facility and other health facility if the 
child was failed to improve or became worse respectively.

The majority of respondents (296; 96.4%) felt comfor
table or confident that they knew how much of each 

medication to give their child each day and for how 
many days to gave it. Only 53 (17.3%) of the children 
received their first dose of medication at the facility before 
they left. About 157 (38.2%) of the children were weighed 
at the time of their visit and 20 (12.7%) caretakers were 
informed on the growth status of their children (Table 4).

The mean waiting time for the respondent was 44.6 
minutes (SD of 3.5) before being seen. An out of pocket 
payment system was the only way of getting service and 
no prepayment plan was available. Accordingly, 393 
(95.6%) paid for the service they got. The majority of 
respondents (371; 90.3%) visited the health center nearest 
to their home and 40 (9.7%) did not visit a nearby health 
center. The main reason they did not visit the nearest 
health center was lack of medicine and good service pro
vision, which accounts for 75% and 65%, respectively.

The majority of the respondents (352; 85.60%) recom
mended that their friends or family visit the facility. 
Among major suggestions for improvements made by 
respondents was to improve the supply of drugs and reg
ularly availing the service providers on time that accounts 
for 179 (43.6%) and 181 (44%) respectively.

Observation
Observations on 60 clients were done to assess compliance to 
standards while they receive the service in sick baby clinic. 

Table 5 Caretaker’s Satisfaction on the IMNCI Service Provision at Health Centers of Jimma Town, 2014

Statements Very Dissatisfied 
(n/%)

Dissatisfied 
(n/%)

Neutral 
(n/%)

Satisfied 
(n/%)

Very Satisfied 
(n/%)

Time you waited to see a provider 58(14.0) 96(23.4) 9(2.2) 166(40.4) 82(20)

Ability to discuss problems or concerns about illness 27(6.6) 132(32.1) 44(10.7) 160(38.9) 48(11.7)

Amount of explanation you received about the 

problem or treatment

28(6.8) 138(33.6) 42(10.2) 152(37.0) 51(12.4)

Privacy from having others see the examination 9(2.2) 52(12.6) 87(21.2) 228(55.5) 35(8.5)

Privacy from having others hear your consultation 
discussion

11(2.7) 50(12.2) 88(21.4) 220(53.5) 42(10.2)

Availability of medicines at this facility 37(9.0) 19(19.2) 21(5.1) 149(35.3) 129(31.4)

The hours of service at this facility 10(2.4) 73(17.8) 76(18.5) 198(48.2) 54(13.1)

The number of days services are available to you 9(2.2) 64(15.6) 63(15.3) 226(55.0) 49(11.9)

The cleanliness of the facility 15(3.6) 80(19.5) 32(7.8) 208(50.6) 76(18.5)

How the staff treated you 9(2.2) 86(20.9) 30(7.3) 171(41.6) 115(28.0)

Price for services or treatments 8(1.9) 31(7.5) 12(2.9) 214(52.2) 146(35.5)
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The mean consultation duration was 11.9 (SD of 4.0) and 
ranged between 5–22 minutes. About 44 (73.3%) of them 
asked whether the child had cough or difficulty breathing. 
Only 10 (16.7%) respondents were asked about history of 
tuberculosis infection in any parents in the last 5 years and 
none of the respondents were asked about mothers HIV status.

During physical examination, for half (30; 50%) of the 
sick children their temperature were checked using 
a thermometer and 21 (35%) of them were weighed. 
None of the cases were checked for neck stiffness, pallor 
by looking at palms and conjunctiva, plotted weight on 
growth chart and enlarged lymph nodes in 2 or more of the 
following sites (neck, axillae, groin).

Concerning counseling of caretakers during observation, 
Only 11 (18.3%) caretakers were informed about child feed
ing, even when the child was not sick. Nine (15%) of them 
were advised to give extra fluid to the child during illness and 
18 (30%) of the providers advised the caretaker to continue 
feeding the child during illness. Six (10%) of the clients were 
informed about what illness the child had. Only 8 (13.3%) 
were notified of signs and symptoms for which they should 
immediately bring the child back to the health center. None of 
providers used a visual aid to educate the caretaker.

Caretakers’ Satisfaction
The mean score of overall satisfaction (as the percentages of 
maximum scale scores) on IMNCI service provision was 63.4 
(SD of 18.9). Regarding each item, more than half (55.5%) 
and (55.0%) of the caretakers were satisfied with privacy from 
having others see the examination and the number of days 
services are available to them, respectively. However, 23.4% 
and 33.6% of the respondents were dissatisfied with waiting 
times and the amount of explanation they received about the 
problem or treatment, respectively. The result of a one-way 
ANOVA shows that there is no significant difference on mean 
of caretakers’ satisfaction scores among three health centers [F 
(2406) =1.672, P-value=0.189] (Table 5).

Factors Associated with Caretakers’ Satisfaction
Based on the outputs of simple linear regression analysis 
age, sex, educational status, telling the name of child ill
ness, availability of prescribed medications, receiving first 
dose of medications, receiving laboratory services and 
recommending health facility for relatives or friends 
were the variables that candidates for the final model.

From multiple linear regression analyses the indepen
dent predictors of perceived caretakers’ satisfaction in this 
study were the availability of prescribed medications, 

information provided to the caretakers on the child's ill
ness, receiving the first dose of medications at the facility, 
receiving laboratory services and recommending health 
facility for relatives or friends.

Accordingly, caretakers who had received some medi
cation had an average decrease of 0.312 units in perceived 
satisfaction score when compared to those who had 
received all medications (95% CI: 0.047, 0.577). 
Respondents who were told about their child’s illness 
had average increases of 0.223 in satisfaction score when 
compared to those who were not told (95% CI: 0. 041 to 
0.406). Those respondents that received laboratory ser
vices had on average 0.256 units perceived higher satisfac
tion scores when compared to their counterparts (95% CI: 
0.056, 0.455). Those caretakers whose child received their 
first dose of medication at health facility had on average 
0.320 units higher perceived satisfaction scores when com
pared to their counterparts (95% CI: 0.087 to 0.552). 
Caretakers those recommending health facility for rela
tives or friends had on average 0.670 higher satisfaction 
scores when compared to their counterparts (95% CI: 
0.387 to 0.952) (Table 6).

Discussion
This study identified constraints in sick baby clinics in 
Jimma town health centers related to quality of IMNCI 
service provision. This study showed that the mean score 
of overall satisfaction of caretakers on IMNCI service 
provision was 63.4 (SD of 18.9) and the mean of waiting 
time for the respondents was 44.6 minutes (SD of 3.5). 
Availability of prescribed medications (95% CI: 0.577 to 
0.047), receiving first dose of medication at a health facil
ity (95% CI: 0.087 to 0.552), receiving laboratory services 
(95% CI:0.455,0.056) were among factors that signifi
cantly associated with the caretakers’ satisfaction score.

According to this study more than half (59.6%) of the 
caretakers knew their child illness. This finding was higher 
than the study done in Jigawa, Nigeria, only 5.1% of 
mothers/caretakers knew about their child’s illness.37 The 
difference might be due to the differences in geographical 
areas covered by these studies in which about three dis
tricts were included for the Jigawa study but our study 
confined to only one town.

This study revealed that majority of the caretakers 
(70.8%) did not receive any information about feeding of 
solid foods and giving fluids (or breast milk) during the 
visits. This finding was in line with the study done in 
Nnewi of Nigeria.30 However, it was higher than the 
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studies done in Iran and Uganda where 90% and 82% of 
caretakers had not received advice on how to care their 
sick children at home, respectively.29,35

In our study only 53 (17.3%) children received their 
first dose of medication at the facility before they left. This 
finding was lower than the study done in Zimbabwe which 
was 50%39 and 34% in KSPA.32 However, it was higher 
when compared to the studies done in Morocco, Iran, and 
Dhaka, Bangladesh, which indicate that none and/or one of 
the children received their first dose of medication in the 
health facility28,34,42 and in Tikur Anbessa hospital 
(4.8%).41 A possible explanation for the difference might 

be due to the client flow variation at health facilities 
centers. This might make it difficult to manage all clients 
properly if the client flow is high due to and also differ
ence in working environment. This needs to be improved 
as IMNCI recommends that sick children should receive 
their first treatment in the health facility to avoid unneces
sary delay in the initiation of treatment.

In our study it was found that the weighing scale, 
thermometer, and height or length board were available 
and functional in all of the 3 health centers while measur
ing jar of 1 liter, cup- spoon and examination bed were 
available and functional in one of the health centers.

Table 6 Final Model Predicting Perceived Caretaker’s Satisfaction with the IMNCI Service Provision at Health Centers of Jimma Town, 
2014

Variables No (%) Unstandardized 
Coefficients (B)

Standardized 
Coefficients (Beta)

Sig. 95% Confidence 
Interval for B

(Constant) −0.766 0.092 (−1.659, 1.127)

Sex of caretaker

Male* 216(52.6)

Female 195(47.4) −0.044 −0.020 0.714 (−0.281, 0.193)

Educational status
Illiterate* 135(32.9)

Primary (1–8) 150(36.5) −0.175 −0.094 0.110 (−0.389, 0.040)

Secondary (9–12) 80(19.4) −0.034 −0.015 0.785 (−0.275, 0.208)
Above secondary 46(11.2) −0.207 −0.076 0.178 (−0.508, 0.095)

Telling the name of child 
illness

Yes 245(59.6) 0.223 0.123 0.017 ** (0. 041, 0.406)

No* 166(40.4)

Receiving first dose of 

medications at facility
Yes 53(17.3) 0.320 0.137 0.007** 0.087,0.552

No* 254(82.7)

Receiving laboratory services

Yes 105(25.5) 0.256 0.126 0.012** (0.455,0.056)

No* 306(74.5)

Recommending health facility 

for relatives
Yes 352(85.6) 0.670 0.239 0.000** (0.387, 0.952)

No* 59(14.4)

Availability of prescribed 

medications

- Receiving all medications* 265(70.5)
-Receiving some medication   

and prescription

111(29.5) −0.312 −0.121 0.021** (0.577, 0.047)

Notes: Model Summary (R=0.649, R Square=0 0.421, Adjusted R Square=0.409). *References category (categories with highest frequency taken as reference categories). 
**Significant at P-value <0.05.
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Similar findings were reported from the Bhavnagar 
District, Gujarat.26 This study revealed that IMNCI guide
line/health workers chart booklet was not available at all 
health centers. This finding was inconsistent with the study 
in Bhavnagar district in India (71%), 10% in Gujarat of 
India,26 82% in Morocco28 and 53% in Kenya32 where the 
IMNCI chart booklet was available at health facilities. 
However, a similar with study done in Ahmadabad 
District, Gujarat.27 A possible explanation might be the 
lack of supportive supervision and follow up that initiates 
them to adhere to guideline during service provision as it 
is used as reference for treating children. It might also be 
due to the difference in refreshment training that was 
related to child health service.

In the current study, the mean waiting time for the 
respondents was 44.6 minutes (SD of 3.47). This is 
lower than the study conducted in Johannesburg of 
which the mean waiting time of caregivers was 135 (SD 
of 72) minutes.36 This variation might be due to the 
difference in clients’ flow in which only clinics that man
age 40 or more patients per day qualified for the study 
done in Johannesburg. Waiting time resulting from medi
cal and administrative procedures is a critical factor in 
predicting patient’s satisfaction with quality of health 
care delivery. This means that service delivery with no or 
little waiting time will positively affect patients’ 
satisfaction.

In our study the most the commonest areas of problems 
felt by the clients were waiting time (23.4%), ability to 
discuss problems or concerns about illness (32.1%), and 
availability of medicines (19.2%). This finding was con
sistent with the study conducted in primary health care 
services in Nnewi, Nigeria where availability of drugs/ 
vaccines (37.7%), cleanliness of facility (35.7%), amount 
of explanation received (34.1%).30 In our study about 
33.6% of respondents were satisfied on the amount of 
explanation they received about the problem or treatment 
of their child's illness. This finding was lower than the 
study done in Rural Health Units of Assiut Governorate 
(79.1%)40 and in Zagazig City, Sharkia of Governorate of 
Egypt (69.5%).

This might due to the difference in qualifications of 
health service providers as most of the service providers in 
our study were diploma nurses and also might be due to 
lack of refreshment training. The findings of this study 
may be affected by some limitations. Health workers being 
observed may follow the IMNCI guidelines more closely 
than they would have if they were not observed. It is 

impossible to estimate the magnitude of this bias (i.e., 
Hawthorne bias). Social desirability bias might also 
occur in this study as the respondents were interviewed 
in the compound of the health facility and there might also 
introduction of observer bias and there is limitation from 
our sampling procedure used. This may potentially over
estimate the quality of IMNCI service provision.

Conclusion
Perceived mean of caretakers’ satisfaction at the health 
centers of Jimma town was low as compared to most of 
earlier studies. And shortage of medicine was still 
a problem as nearly one fourth of the clients did not 
receive the prescribed medication from the health centers. 
Dissatisfaction was more with waiting time, ability to 
discuss problems or concerns about illness and amount 
of explanation received about the problem and treatment 
and satisfaction of caretakers about the drug price was 
high. Availability of prescribed medication, receiving 
first dose of medication at health facility and receiving 
laboratory services were factors found to predict caretaker 
satisfaction in this study. Respective health centers need to 
ensure availability of adequate water supply and essential 
drugs, supplies and re-engineer its operations to decrease 
dissatisfaction with waiting time by managing time prop
erly like availing of service providers on time to meet the 
satisfaction of caretakers. Health service providers need to 
pay special attention on information provision in compli
ance to the guideline and recommend other studies to 
measure qualitative aspect of quality measurement.
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