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Abstract 
Background: HIV/AIDS Non-governmental organizations (NGOs) in Benin 
can use evaluations (including client satisfaction surveys) as tools to improve 
the effectiveness of their interventions. Objective: It is to identify the dimen-
sions of NGO clients’ satisfaction and their associated factors. Methods: We 
conducted a cross-sectional survey of 2413 clients receiving both preventive 
and curative services from 31 NGOs working in HIV/AIDS preven-
tion-screening and providing care to persons living with HIV. Results: We 
identified four dimensions of satisfaction relevant to our setting: reception 
and humane attitude, accessibility of care and resources, staff availability and 
competence and continuity of care. Individual factors [(age positively and 
gender (men negatively)] statistically significantly influenced global satisfac-
tion and three of its four dimensions but the strength of these associations 
was too weak. Concerning organizational factors, involvement in evaluation 
had a negative effect on reception and humane attitude. A local source as 
principal source of funding was associated with greater satisfaction with ac-
cessibility of care and resources, while foreign partners as the principal source 
of funding were associated with greater satisfaction in terms of both global 
satisfaction and its dimensions, except for continuity of care. Organizational 
factors explain from 12.5% to 15.6% of the variance of global satisfaction and 
its dimensions (except for continuity of care). Conclusion: These informa-
tion on the global satisfaction and its dimensions as well as the influencing 
factors are important for NGOs and their partners as these can help them to 
plan and implement actions to improve performance. 
 

Keywords 
Local NGO, HIV/AIDS, Client Satisfaction, Individual and Organizational 

How to cite this paper: Agonnoude, M.T., 
Champagne, F. and Leduc, N. (2020) Local 
HIV/AIDS NGOs and Client Satisfaction: 
Dimensions and Explanatory Factors through 
a Multilevel Regression Analysis. Open Jour-
nal of Epidemiology, 10, 303-322.  
https://doi.org/10.4236/ojepi.2020.103025  
 
Received: July 14, 2020 
Accepted: August 24, 2020 
Published: August 27, 2020 
 
Copyright © 2020 by author(s) and  
Scientific Research Publishing Inc. 
This work is licensed under the Creative 
Commons Attribution International  
License (CC BY 4.0). 
http://creativecommons.org/licenses/by/4.0/   

  
Open Access

https://www.scirp.org/journal/ojepi
https://doi.org/10.4236/ojepi.2020.103025
https://www.scirp.org/
https://orcid.org/0000-0001-8056-1921
https://doi.org/10.4236/ojepi.2020.103025
http://creativecommons.org/licenses/by/4.0/


M. T. Agonnoude et al. 
 

 

DOI: 10.4236/ojepi.2020.103025 304 Open Journal of Epidemiology 
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1. Introduction 

Despite recent advances [1] the HIV/AIDS pandemic continues to have negative 
effects, with very harmful sociodemographic consequences in Africa [2]. To 
contend with this situation, countries and their technical and financial partners 
have become increasingly reliant on local non-governmental organizations 
(NGO). Despite their willingness to act, the NGOs’ work is perceived as ineffi-
cient [3] [4] due to their lack of monitoring evaluation capacities [5]. As well, 
because NGO involvement in evaluation leads to acquisition of individual skills, 
strengthening of decision-making capacity [6], organizational learning [7] and 
results utilization, it could be a useful means for NGOs to continuously improve 
their programs [8] [9]. Healthcare quality comprises a set of healthcare process 
attributes oriented toward the best outcome possible for clients; as such, client 
satisfaction levels are highly relevant because they reflect consumers’ perceptions 
of the standards achieved, their judgments of the “goodness” of care, and the ex-
tent to which providers are successful in meeting their values and expectations 
[10] [11] [12]. Client satisfaction surveys can be used to monitor healthcare 
quality for continuous improvement purposes and to help inform treatment 
evaluations. Moreover, client satisfaction can affect health outcomes by improv-
ing self-confidence and therapeutic compliance. It is therefore important for all 
health system actors to know the factors influencing that satisfaction. This paper 
has been written in an effort to know if local HIV/AIDS NGOs’ involvement in 
evaluation in Benin is associated with the effectiveness of their interventions, 
considering client satisfaction as an indicator of effectiveness. 

The general objective is to identify the dimensions of client satisfaction relat-
ing to HIV/AIDS NGOs in Benin, as well as the organizational, contextual, and 
individual factors associated with those dimensions. 

2. Literature Review 
2.1. Client Satisfaction: Definition, Conceptualization 

Client satisfaction, defined as individuals’ reactions to core aspects of their hos-
pital care, is considered a critical indicator of health outcomes [13]. It is a posi-
tive attitudinal response that occurs when a given individual’s cognitive evalua-
tion of core aspects of care meets or exceeds his personal subjective standards. 
The literature is replete with studies of satisfaction, ranging from theoretical stu-
dies that investigate how different factors co-vary, to more detailed theoretical 
models based on clients’ expectations, on attributes of care, and on approaches 
inspired by economic theories. However, there is consensus among commenta-
tors that a complete definitive conceptualization of satisfaction regarding 
healthcare remains to be established, and that the understanding of the process 

https://doi.org/10.4236/ojepi.2020.103025


M. T. Agonnoude et al. 
 

 

DOI: 10.4236/ojepi.2020.103025 305 Open Journal of Epidemiology 
 

by which a user becomes satisfied or dissatisfied is incomplete [10] [14] [15]. 
According to Crow et al. [10], this difficulty of conceptualization has several ex-
planations: views on given standards of care evolve; satisfaction expresses users’ 
experience, knowledge and expectations regarding care, rather than the actual 
quality of the service and care provided; it is hard to separate feelings of satisfac-
tion or dissatisfaction with the service delivery or process of care from those re-
lated to the outcome of care (health status) because of the complex reciprocal 
nature of the relationship between health outcomes and satisfaction with care; 
and, finally, theories of cognitive dissonance predict that people will not admit 
to dissatisfaction with services they have chosen to use. Other complexities in 
measurement arise when people express different degrees of satisfaction with 
their personal care and with the healthcare system in general. For these reasons, 
the aim of this paper is not to elaborate a conceptual framework, but rather to 
identify, in one particular setting, the relevant dimensions of satisfaction and 
different individual (age, gender, length of frequentation) or organizational (lev-
el of involvement in evaluations, principal source of funding, intervention do-
main, geographic area, experience of NGO, procedure for taking clients’ opi-
nions in account, staff’s number) factors associated with satisfaction and/or its 
dimensions. 

2.2. Dimensions of Satisfaction 

Sitzia et al. [15], inspired by Donabedian’s framework for health services evalua-
tion, considered patient satisfaction to consist of measuring the process of care 
in order to isolate problems areas and generate solutions. This process encom-
passes eight aspects, which can be seen as the dimensions of satisfaction: inter-
personal demeanour; technical quality of care; accessibility and convenience; 
material and financial resources; efficacy or outcomes of care; continuity of care; 
physical environment; and availability. Many satisfaction studies conducted in 
very specific contexts reveal the importance of one or another dimension of sa-
tisfaction. The interpersonal and relational skills of healthcare providers, the 
clarity of diagnostic and therapeutic communications and of specific informa-
tion received from providers, the role played by providers in terms of helping 
clients maintain health status (e.g., preventive healthcare counselling), length of 
inpatient stays, and the convenience of location and hours available for outpa-
tients are some of the dimensions of satisfaction identified by Ashley and Strass-
er [16]. Mishra and Mishra [17] took into account these dimensions while add-
ing courtesy of staff at admission counter, behavior and cooperation of nurses, 
cleanliness of toilets, quality of food, explanation about rules and regulation, be-
havior of orderlies and sanitary attendant and room preparedness. Thornton et 
al. [18] identified satisfaction with Physician, availability/convenience, and or-
derly/time as major dimensions. Fan et al. [19] emphasized the important role of 
continuity of care in satisfaction, while Larson et al. [20] reaffirmed the impor-
tance of healthcare providers’ ability to communicate information as fundamen-
tal to both quality of care and patients’ quality of life. Ahenkan and Aduo-Adjei 
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[21] in Ghana added effective communication, empathy, culture, tangibles, and 
priority as important dimensions of patient satisfaction. In South Africa, in a 
study on health system responsiveness, Peltzer [22] identified four major priority 
areas for action, including healthcare access and communication. In North East 
India Rajkumari and Nula [23] found that physician and nursing care, comfort 
and cleanliness of the wards and quality of food service were the dimensions of 
concerns for patient’s satisfaction in public facilities. In the case of post-test 
counselling for HIV-infected women in Vietnam, Nguyen Thi et al. [24] discov-
ered that it was not only medical care but also social and emotional support of-
fered by healthcare staff which were most important for women’s satisfaction. 
Tehrani et al. [25] found that wait time and time spent by providers with pa-
tients were most important, while at the end of their literature review, Crow et 
al. [10] concluded that the patient-practitioner relationship, the ability to choose 
the service provider, and the healthcare payment methods were the most impor-
tant dimensions. Thus, clients’ expectations of healthcare systems are characte-
rized by a multitude of dimensions in a variety of contexts, and it is important in 
any given context to clearly identify the relevant dimensions in order to be more 
effective in satisfying clients. However, all of the above components of satisfac-
tion can be seen as representing management agendas for healthcare rather than 
patients’ concerns [15]. Also, in our context of fighting an HIV/ADS epidemic in 
a developing country, dimensions such as care access and professional empathy 
are probably also important. Given that several studies conducted in different 
contexts uncovered different relevant dimensions, there is no single standard 
classification of satisfaction dimensions that is fully appropriate; therefore, it was 
important in this study to start with a questionnaire combining the most fre-
quently used dimensions in the literature to find out which were most relevant 
to our context. 

2.3. Factors Influencing Client Satisfaction 

There are multiple factors influencing client satisfaction, which depend not only 
on individuals (providers and patients), but also on the organizational, political 
or social contexts in which the intervention is operating. From an organizational 
standpoint, Coovadia [26] in South Africa found that client satisfaction was best 
explained by the kind of hospital structure (private or health maintenance or-
ganization). In England, Aiken et al. [27] found that patient’s satisfaction was 
strongly associated to poor professional nurse (RN) staffing and poor hospital 
work environments. Grytten et al. [28], in a study on primary healthcare in 
Norway, saw a positive and relatively strong association between general practi-
tioners’ level of service production and patient satisfaction. With regard to care 
for persons living with HIV, Fleishmann et al. [29] found, in studying the im-
plementation of case management services, that the kind of provider (private 
clinic or community-based organization) explained client satisfaction, with pa-
tients in private clinics being more disadvantaged. In primary healthcare facili-
ties in the Free State (South Africa), human resource shortages (leading to long 
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wait times) were one of the most important predictors of discontent among an-
tiretroviral treatment (ART) patients [30]. With regard to individual factors, age 
[31] [32] [33] [34], gender [34] [35], marital status [35], level of education [18] 
[32] [36], previous admission [36], social class [31], duration at the clinic [18] 
and health condition [18] [31] [32] [33] [35] are the sociodemographic variables 
seen in the literature which appear to predict client satisfaction. However, these 
sociodemographic variables are unreliable predictors, as there is no consensus 
on their effect on client satisfaction [10] [14] [15]. Given that some factors are 
linked to organizations and others to individuals, this two-level information 
structure requires an understanding of client satisfaction at multiple levels for at 
least two reasons, according to Hekkert et al. [32]. First, information about the 
relative importance of each level can be essential for planning effective quality 
improvements; when it is known at which level satisfaction is determined, more 
specific policy improvements can focus on that particular level. Second, the 
amount of explained variance at each level is important for determining the 
case-mix adjusters to be used in satisfaction surveys. The goal of our study, 
therefore, is to identify the dimensions and associated factors of client satisfac-
tion in the context of HIV/AIDS NGOs in Benin. Our intention in this paper is 
to test the effect of a set of variables found in the literature on client satisfaction 
and its dimensions. At the individual level, we examine the effects of age, gender 
and length of affiliation (e.g. are older women who have been attending a given 
NGO for a long time more satisfied than young men who have begun attending 
the same NGO more recently?). At the organizational level, we explore the effect 
of variables such as the intervention setting, the type of funding, the number of 
staff, the NGO’s involvement in evaluation, the procedure for taking into ac-
count clients’ perspectives, the type of NGO and its experience, and the patients’ 
health status. For instance, do the more experienced NGOs in urban areas that 
have foreign funding and a high number of staff, provide care for persons living 
with HIV, and are highly involved in evaluation, carrying out regular satisfaction 
surveys, have the more satisfied clients? 

3. Methods 

This was a cross-sectional study of clients of NGOs involved in prevention and 
screening and provision of care to persons living with HIV.  

3.1. Sampling 

The inclusion criteria for the NGOs were: 1) to have been recognized and was 
being registered for a minimum of three years by the national authorities; and 2) 
to have worked either in HIV/AIDS counselling and screening, or in medical or 
psychosocial care for people living with HIV/AIDS, for at least three years. The 
sample size necessary to detect, in a hypothesis test, a statistically significant dif-
ference (the effective NGO proportion within NGO involved in evaluation is 
higher than that of NGO not involved in evaluation), with a power i = 10% (β = 
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90%) and a cut-off threshold α = 0.05, is given by Schwartz formula: n = ε2p(1 − 
p)/i2 = 96.4 ≈ 100 (where p = 0.5). Convenient sampling method was used to se-
lect NOGOs. A total of 161 NGOs assumed by the Ministry of Health to be 
working actively in this field were contacted and met the inclusion criteria; of 
these, only 62 were registered (38.51% of the original population). From this 
group, 34 NGOs accepted to participate in the study, for a recruitment success 
rate of 54.84%. A comparison of the participating NGOs group (n = 34) with the 
group of those that declined (n = 28) and the rest of the original group (n = 99) 
showed no statistically significant difference in terms of department distribution 
(p = 0.602), geographical area (p = 0.667) or field of intervention (p = 0.505). For 
each NGO, the sample size necessary to detect, in a hypothesis test, a statistically 
significant difference, with a power i = 10% (β = 90%) and a cut-off threshold α 
= 0.05, is given by Schwartz formula: n = ε2p(1 − p)/i2 = 96.4 ≈ 100 (where p = 
0.5). Accidental sampling method was used to select NGOs clients. Adult clients, 
men or women, were informed over the course of a week through posters and 
periodic information sessions in the waiting rooms of NGOs regarding the 
study’s objectives, the voluntary nature of the participation, the desired collabo-
ration, and the survey sites. As volunteers consented, they were interviewed at 
the suitable place of them one after another using a satisfaction questionnaire 
until the desired number was attained in each NGO. This survey was not possi-
ble in three NGOs because of scheduling conflicts. In the 31 remaining NGOs, 
the number of enrolled clients ranged from 19 to 102. In all, 2413 clients were 
surveyed, an average of 78 per NGO. 

3.2. Definition of Variables 

• The main dependent variable is the score of clients’ global satisfaction with 
the NGO: a perceptual index measured using a 5-point Likert scale (very sa-
tisfying, satisfying, medium satisfying, low satisfying, unsatisfactory) in a sa-
tisfaction survey. The other dependent variables are the dimensions of satis-
faction identified in the data analysis for all patients.  

• The independent variables are, on one hand, patients’ sociodemographic va-
riables (age, gender, and length of affiliation, i.e., how long the client had 
been obtaining services in this facility) and, on the other hand, the characte-
ristics of the NGO: type of NGO (prevention and screening or care for per-
sons living with HIV), the principal source of funding (local, foreign partners 
or foreign countries), geographic location (rural or urban), staff numbers (in 
full-time equivalents), experience (in years), the procedure used to take 
clients’ perspectives into account, and the NGO’s level of involvement in 
evaluation (continuous variable with ratio scale obtained from a question-
naire survey of the NGOs’ leaders).  

3.3. Data Collection Methods 

The data was collected during individual interviews with the clients either in 
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their house, in their work area or in a site closes to the NGO’s office. These in-
terviews were conducted between December 26, 2010, and February 28, 2011, by 
interviewers hired and trained especially for that purpose, under the supervision 
of the principal investigator. Because the questionnaire was in French, inter-
viewers were chosen in each survey region based on their knowledge of both 
French and the local language, and were trained to ensure they were able to 
translate questions correctly into their local language. As our sample included 
both persons receiving curative care and those receiving preventive services, the 
questionnaire we used was adapted from two tested and validated question-
naires: that of Haddad et al. [37] on patients’ perceptions of basic healthcare 
quality in developing countries, and that of Wilson et al. [38] for measuring 
client satisfaction with intermediate care. The resulting 17-item questionnaire 
was divided into seven parts. The first part, with five items, collected clients’ general 
impressions and their assessment of the sympathy, respect, open-mindedness, 
and time and attention shown to them by the NGO’s staff. The second part in-
cluded four items to obtain their assessment of the psychological and physical 
care (exams, care, information, follow-up) they received from the staff. The two 
items of the third part were related to the NGOs’ human and material resources. 
The fourth part, with three items, considered care continuity over the course of 
successive appointments at the facility or in cases of referral to other facilities. 
The fifth part consisted of two items focused on the financial or geographic ac-
cessibility of the facility. The sixth and seventh parts, with one item each, were 
related to the staff’s availability to respond to all clients’ requests, and to psy-
chological care, respectively.  

For the organizational data, two methods of data collection were used: 
- Document consultation: partnership contracts between the funding entity 

and the NGO (self-evaluation requirement from partner), organizational 
charts or job descriptions (description of role or function in evaluation); pe-
riodic reports with financial information (specific resources for evaluation in 
the budget);  

- Questionnaires completed by NGO agents [executive managers (73.5%), 
programs manager (14.7%) or other managers (11.8%)] in charge of moni-
toring and evaluating programs, with closed questions administered by the 
principal investigator during an interview. 

3.4. Data Quality  

• This data collection tool was pre-tested with 20 clients in NGOs with charac-
teristics similar to those of our sample. Based on this pre-test, we reformu-
lated or divided some questions to make them more understandable for res-
pondents.  

3.5. Data Analysis  

• The first part of the analysis was a principal components analysis (PCA) of 
the 17 items of the satisfaction questionnaire, to identify a reduced number 
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of dimensions to incorporate as dependent variables into the subsequent 
analysis. According to Hair et al. (1998), quoted by Yergeau and Poirier 
(2011) [39], PCA is a multivariate interdependence technique which is used, 
among other things, to compress the information contained in a large num-
ber of variables into a more restrained set of new composite dimensions 
while assuring minimal information loss. We therefore used the exploratory 
approach to reduce the 17 items to a few dimensions of satisfaction. This 
analysis was performed using SPSS version 17.0. We used Castell’s elbow (the 
inflection point on the graph constituted by the eigenvalues) as the criterion 
to define the number of dimensions to retain. A Varimax rotation was done. 
We carried out internal consistency analysis of the identified new dimensions 
with Cronbach’s alpha estimates.  

• To assess what portion of the explained variance of global satisfaction (and of 
its dimensions) was linked to individual factors (level 1) or to organizational 
factors (level 2), we performed a multilevel linear regression analysis. We es-
timated the intra-class correlations (ICC) corresponding to a percentage of 
the total explained variance linked to NGO characteristics. We first calcu-
lated ICCs using a null model (Model 0) with random intercept and models 
with only individual variables (Model 1) for each dependent variable. Then 
we used stepwise modelling, introducing the independent organizational va-
riables one by one and removing non-significant variables as the procedure 
progressed. The final models retained (Model 2) were those with the greatest 
number of statistically significant independent variables, since our objective 
was to identify predictors of client satisfaction and its dimensions. Finally, 
adjusted ICCs were estimated for these final models. The cut-off threshold 
for conclusions was α ≤ 0.05.  

4. Results 
4.1. Sample Characteristics 
4.1.1. Baseline Characteristics of NGOs and Clients Samples 
This study was about 2413 clients from 31 NGOs. The clients’ mean age was 
27.32 years (±8.81 years), and 35.3% of them were men. Table 1 and Table 2 
present the distributions of clients and of NGOs according to the independent 
variables.  

4.1.2. Dimensions of Satisfaction 
Our procedure excluded observations with missing data, leaving 877 observa-
tions. The results showed that the assumptions for this procedure were met, as 
there was minimal correlation between items. The KMO index was excellent, at 
0.88 [39], and Bartlett’s test of sphericity was significant (p < 0.001); thus, the 
null hypothesis that there was an identity matrix was rejected, which meant all 
the items were independent of each other. We retained four dimensions. The 
analysis of the components matrix after Varimax rotation with Kaiser normali-
zation is presented in Table 3, in which we see the weight of each item making  
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Table 1. Characteristics of the NGO sample. 

 
Level of involvement in 

evaluation1 
Staff numbers2 Experience3 

Mean 5.61 19.48 12.39 

Standard deviation 2.20 17.33 4.23 

Mode 5 9 4.21 

Median 5 15 13.12 

 
Table 2. Characteristics of NGOs and client samples.  

 NGOs (n = 31) Clients (n = 2413) 

Geographic area 

Rural 18 (58.1%) 1357 (56.2%) 

Urban or semi-urban 13 (41.9%) 1056 (43.8%) 

Intervention domain 

HIV/AIDS care 3 (9.7%) 265 (11%) 

Prevention screening 28 (91.3%) 2148 (89%) 

Principal source of funding 

Local funding 15 (48.4%) 986 (40.9%) 

Foreign partners 10 (32.3%) 840 (34.8%) 

Foreign country 6 (19.3%) 587 (24.3%) 

Procedure for taking into account clients’ perspectives 

None 11 (35.5%) 693 (28.7%) 

Suggestion box 7 (22.6%) 539 (22.3%) 

Complaints registration and processing 4 (12.9%) 349 (14.5%) 

Regular satisfaction surveys 9 (29.0%) 832 (34.5%) 

 
up the four dimensions, which are: staff availability and competence and suffi-
ciency of resources (dimension 1); reception and humane attitude (dimension 2); 
accessibility of care and resources (dimension 3); and finally continuity of care 
(dimension 4). The eigenvalue of each item for each dimension is above 0.5. These 
four dimensions are seen more clearly after Varimax rotation and correspond to  

 

 

1Involvement is defined by a combination of six categorical variables on an ordinal scale (values 
from 0 to 2): 1) existence in the budget of specific financial resources for evaluation (no resources, 
insufficient resources sufficient resources); 2) existence and quality of human resources available for 
evaluation (no human resources, person or team with only field experience, team with graduate 
training); 3) annual frequency of learning opportunities and discussion of evaluation results in the 
NGO (inexistent, 1 to 3, 4 and more); 4) annual frequency of new monthly data being incorporated 
into evaluation data in the NGO (4 or less, 5 to 8, 9 to 12); 5) existence of an evaluation structure in 
the NGO’s organization chart and its association with the conception of new programs (nonexistent; 
existing but without contribution; existing and operational); and 6) level of NGO staff’s participation 
in evaluations (low, medium, high). It’s a continuous variable with ratio scale obtained from a ques-
tionnaire survey of the NGOs’ leaders. 
2NGO standing, contractual or voluntary staff numbers (in full-time equivalents). 
3Experience of NGO: time passed from the NGO’s foundation (in years). 
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Table 3. Principal components analysis: extraction of four factors (n = 877) with compo-
nents matrix after Varimax rotation with Kaiser normalization. 

 Factor 1 Factor 2 Factor 3 Factor 4 

Client follow-up by NGO staff 0.591 0.379 0.412 0.078 

Client exams or counselling by the staff 0.670 0.284 0.191 0.133 

Relevancy of care and information provided to clients 0.733 0.235 0.072 0.151 

Availability of the staff 0.782 0.069 −0.119 0.064 

Attention to psychological concerns 0.484 0.055 0.184 0.342 

Satisfying responses to clients’ needs by the staff 0.127 0.639 −0.017 0.048 

Time and attention given to clients 0.526 0.508 0.257 −0.142 

Open-mindedness of the staff toward the clients 0.146 0.809 0.146 0.007 

Respect of the staff toward the clients 0.185 0.809 0.049 −0.026 

Compassion of the staff toward the clients 0.191 0.755 −0.038 0.159 

Financial accessibility 0.155 0.161 0.818 0.078 

Geographic accessibility 0.166 −0.103 0.756 0.013 

Appropriateness of the staff of the NGO 0.650 0.236 0.412 0.079 

Appropriateness of the facilities of the NGO 0.508 0.059 0.382 0.172 

Continuity: same nurse for subsequent visits 0.190 0,053 0.101 0.871 

Continuity: later visits taking into account earlier ones 0.129 0.042 0.005 0.899 

Continuity during referrals to others centres 0.563 0.204 0.378 0.110 

Eigenvalue of the factor 6,018 1,944 1,503 1,008 

Percentage of explained variance after rotation 24.028% 19.349% 12.296%  

Total explained variance for the four factors 61.604%    

 
61.604% of the explained total variance. However, four items are correlated with 
the items of dimension 1, to which they do not belong conceptually. These are: 
continuity of care when patients are referred to another centre, which is con-
ceptually close to dimension 4; the time and attention given to clients, which is 
conceptually close to dimension 2; and finally, the two resource items (human 
and material resources), which are conceptually close to dimension 3, accessibil-
ity of care and resources. Before proceeding to the next step, we set up a scale 
that took into account these modifications. All four dimensions were statistically 
significantly correlated to global satisfaction (p < 0.001) (ρ = 0.825 for dimen-
sion 3; ρ = 0.671 for dimension 4, ρ = 0.751 for dimension 2, and ρ = 0.842 for 
dimension 1), showing that these dimensions effectively measured client satis-
faction for the NGOs. However, inter-dimension correlations were relatively low 
(from 0.192 for dimensions 2 and 4 to 0.635 for dimensions 1 and 2), showing 
that, while they measure the same thing, these dimensions underline different 
aspects of this satisfaction. We then assessed the internal consistency of each of 
the four dimensions by computing Cronbach’s alpha coefficients. The results are 
shown in Table 4. All the dimensions have high enough internal consistency,  
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Table 4. Characteristics of the four new dimensions. 

Characteristics 
Dimensions 

Staff availability 
and competence 

Reception and 
humane attitude 

Accessibility of 
care and resources 

Continuity of 
care 

Number of items 5 5 4 3 

Average mean score 19.30 20.12 13.59 10.37 

Average value of score 3.93 4.02 3.49 3.44 

Variance 7.68 8.059 6.685 5.225 

Cronbach’s α 0.725 0.808 0.504 0.645 

Average inter-item correlation 0.362 0.465 0.207 0.365 

Lowest inter-item correlation 0.262 0.406 0.038 0.195 

Highest inter-item correlation 0.544 0.573 0.333 0.669 

 
with Cronbach’s alphas ranging from 0.501 to 0.808. The low internal consis-
tency obtained for the last two dimensions may be related to the fact that these 
dimensions had only a few items in the questionnaire. Table 4 also presents de-
scriptive statistics for the four dimensions. 

4.2. Bivariate Analysis 

Male gender, no procedure or the simple procedure used to take into account 
clients’ perspectives, and the NGOs’ level of involvement in evaluation were all 
statistically significantly negatively linked to the four identified dimensions as 
well as to global satisfaction. NGOs’ experience and foreign countries as princip-
al source of funding were statistically significantly negatively linked to global sa-
tisfaction and some of the four dimensions (experience did not influence acces-
sibility of care and resources and was positively linked to satisfaction for conti-
nuity, and principal source of funding was not linked to satisfaction for continu-
ity of care). Client age and type of NGO influenced all the dimensions in a statis-
tically significant manner but showed no effect on global satisfaction, while ur-
ban or suburban NGO influenced negatively global satisfaction and two of the 
dimensions (satisfaction for accessibility of care and resources and for continuity 
of care). Length of affiliation with the NGO influenced three dimensions in dif-
ferent manner (negative influence toward satisfaction for reception and humane 
attitude, accessibility of care and resources, and positive influence toward con-
tinuity of care), while number of staff influenced negatively satisfaction for staff 
availability and competence and positively satisfaction for accessibility of care 
and resources, even though these two variables had no influence on global satis-
faction. Bivariate analyses between the independent variables showed that over-
all, they influenced each other. But, for the pairs of continuous independent va-
riables, we noted that the correlations fluctuated between −0.284 and 0.437, 
which are relatively low, suggesting a low likelihood of collinearity. 

4.3. Multilevel Linear Regression Analysis 

Table 5 presents the results of the analysis. The first observation is that all ICCs  
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Table 5. (a) Models of linear multilevel regression with fixed and random effects for global satisfaction and its dimensions; (b) 
Models of linear multilevel regression with fixed and random effects for global satisfaction and its dimensions (cont.). 

(a) 

 Dependent variables 

Characteristics 
Staff availability and competence 

n = 2413 
Reception and humane attitude 

N = 2404 
Accessibility of care and resources 

N = 2281 

Fixed effects Model 0 Model 1 Model 2 Model 0 Model 1 Model 2 Model 0 Model 1 Model 2 

Intercept 3.95** 3.897** 3.78** 4.040** 3.970** 3.870** 3.560** 3.450** 3.350** 

Age - 0.003* 0.003* - 0.004** 0.004** - 0.005** 0.005** 

Gender male - −0.07** −0.07** - −0.100** −0.100** - −0.084** −0.085** 

Level of involvement in evaluation - - - - - −0.053* - - 0.077 

Intervention area: urban - - −0.21 - - 0.114 - - −0.386* 

Principal source 
of funding 

Local - - 0.344 - - 0.349* - - 0.687** 

Foreign partners - - 0.606** - - 0.493** - - 0.669** 

Procedure for 
taking into 

account clients’ 
perspectives 

Regular  
satisfaction surveys 

- - 0.294* - - 0.295* - - - 

Complaint  
recording and 

processing 
- - 0.051 - - 0.05 - - - 

Suggestion box - - 0.350 - - 0.125 - - - 

NGO experience - - −0.027 - - - - - −0.055* 

Random effects 
ICC 

ICC  
adjusted 1 

ICC  
adjusted 2 

ICC 
ICC  

adjusted 1 
ICC  

adjusted 2 
ICC 

ICC  
adjusted 1 

ICC  
adjusted 2 

0.402** 0.395** 0.270** 0.388** 0.378** 0.250** 0.600** 0.600** 0.469** 

−2log restricted likelihood 3099.046 3085.498 3068.299 2923.619 2896.121 2878.229 3054.844 3032.059 3016.148 

Significance test M2/M1   p < 0.025   p < 0.025   p < 0.001 

**p < 0.001; *p < 0.05. 

(b) 

 Dependent variables 

Independent variables 
Continuity of care 

n = 1696 
Global satisfaction 

n = 2398 

Fixed effects Model 0 Model 1 Model 2 Model 0 Model 1 Model 2 

Intercept 3.40** 3.32** 3.13** 3.81** 3.76** 3.75** 

Age - 0.003 0.003 - 0.002* 0.002* 

Gender Male - −0.007 −0.007 - −0.067** −0.068** 

Level of involvement in evaluation   −0.074  - - 

Intervention area: urban - - −0.256 - - −0.377** 

Principal source of 
funding 

Local - - 0.310 - - 0.488* 

Foreign partners - - 0.273 - - 0.620* 

Procedure for taking 
into account clients’ 

perspectives 

Regular satisfaction surveys - - - - - 0.250 

Complaint registration and 
processing 

- - - - - 0.305 

Suggestion box  - - - - 0.294 
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Continued 

NGO experience - - 0.022 - - −0.033* 

Random effects 
ICC ICC adjusted 1 ICC adjusted 2 ICC ICC adjusted 1 ICC adjusted 2 

0.511** 0.509** 0.447** 0.547** 0.544** 0.388** 

−2log restricted likelihood 2724.235 2719.660 2714.667 1875.731 1856.862 1837.949 

Significance test M2/M1  p >0.05 (ns) p > 0.05 (ns)   p < 0.01 

**p < 0.001; *p < 0.05. 

 
were statistically significant at the 0.01 threshold and fluctuated between 0.39 
and 0.60 for the null models, between 0.378 and 0.600 for M1 models, and be-
tween 0.270 and 0.469 for the complete models. This result shows the relevance 
of using a multilevel model rather than multiple linear regression to analyze 
these data, as a substantial portion of the explained variance was at the organiza-
tional level. The second observation is that M2 models adjusted the data well for 
global satisfaction and its dimensions in chi-squared tests [40] [41], except for 
continuity of care (which none of the independent variables was able to predict). 
The third observation is that individual factors (age and gender) statistically sig-
nificantly influenced global satisfaction and three of its four dimensions (satis-
faction increased slightly with age, with the exception of continuity of care, and 
women were slightly more satisfied than men). Concerning organizational fac-
tors, we noted that involvement in evaluation had a negative effect on reception 
and humane attitude, as did intervention area and NGO experience on global sa-
tisfaction and accessibility of care and resources. The principal source of funding 
had an effect on global satisfaction and on some of its dimensions; a local source 
was associated with greater satisfaction with accessibility of care and resources, 
while foreign partners as the principal source of funding was associated with 
greater satisfaction in terms of both global satisfaction and its dimensions, ex-
cept for continuity of care. Using regular satisfaction surveys as a procedure to 
take into account clients’ perspectives had a positive effect on satisfaction for 
staff availability and competence and on satisfaction for reception and humane 
attitude. The other independent variables had no effect on global satisfaction nor 
on any of its dimensions. Table 6 summarizes all the independent variables 
tested in the study. 

5. Discussion 

The four relevant dimensions of satisfaction in our context are reception and 
humane attitude, staff availability and competence, accessibility of care and re-
sources, and continuity of care. Haddad et al. [37], in a study to test and validate 
a questionnaire for evaluation of primary care quality by clients in Guinea, went 
from a 20-item questionnaire to a scale with three dimensions: service offer, staff 
and facilities. Wilson et al. [38], in developing and testing a questionnaire to 
measure patients’ satisfaction with intermediate care in Great Britain, identified 
six dimensions: global satisfaction, affective response, cognitive response, timing  
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Table 6. Independent variables and their relation to global satisfaction and its dimensions.  

 Dependent variables 

Independent variables 
Staff availability 
and competence 

Reception and 
humane attitude 

Accessibility of  
care and Resources 

Continuity of 
care 

Global  
satisfaction 

In
di

vi
du

al
 

va
ria

bl
es

 Age + + + ns + 

Gender − − − ns − 

Length of frequentation Ns ns ns ns ns 

O
rg

an
iz

at
io

na
l v

ar
ia

bl
es

 

Involvement in evaluation Ns − ns ns ns 

Intervention domain: care for PLHIV Ns ns ns ns ns 

Procedure for 
clients’ opinion 

Regular satisfaction surveys + + ns ns ns 

Complaints registration and 
processing 

Ns ns ns ns ns 

Suggestion box Ns ns ns ns ns 

Principal 
source of 
funding 

Local Ns + + ns + 

Foreign Partners + + + ns + 

Intervention area Ns ns − ns − 

Experience of the NGO Ns ns − ns − 

Number of staff Ns ns ns ns ns 

Legend: + = positive statistically significant influence; − = negative statistically significant influence (see Table 5); ns = no relation. 

 
of discharge, care coordination after discharge, and access to pain relief. While 
Haddad’s grouping [37] is more compact (including in the staff dimension all 
things related to competence, availability, and reception/humane attitude), ours 
and Wilson’s [38] detail these aspects by separately identifying affective and 
cognitive responses and global satisfaction. Similarly, whereas Haddad et al. [37] 
emphasized, in their service offer dimension, accessibility to medicines, Wilson 
et al. [38] preferred to emphasize continuity of care and access to pain manage-
ment, and our grouping highlights general accessibility, resources, and continu-
ity of care. Indeed, even though continuity of care has been found to be an im-
portant dimension in many other contexts [19], accessibility of care and re-
sources and reception/humane attitude can be considered contextual concerns, 
given the difficulty of accessing care in Africa in general, on one hand, and the 
poor reputation of the behavior of staff at public health facilities [42], on the 
other. Finally, the first identified dimension (staff availability and competence) 
can be considered the very core of caring action (staff competence) and includes 
many underlying dimensions identified in other contexts, such as the staff’s 
communicative and technical abilities [16] [20] [22] [43]. The fundamental dif-
ference between our context and those of Haddad et al. [37] and Wilson et al. 
[38] is that those authors were interested in measuring the satisfaction of pa-
tients receiving essentially curative care, whereas in our study most participants 
were receiving preventive services (preventive advice and tracking of HIV).  

Two of our three individual factors were associated to client satisfaction and 
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its dimensions (even though the strength of these associations was very weak, 
and even imperceptible), the exception being continuity of care. The gender ef-
fect can be explained, on one hand, by the fact that feminization of the 
HIV/AIDS epidemic and gender discrimination in economic power have ren-
dered women more vulnerable [44], making them more sensitive to the efforts of 
civil society organizations to facilitate their burden. On the other hand, they are 
always at the forefront in seeking care both for themselves and for their children, 
which also explains their greater sensitivity to the efforts of NGOs. The age effect 
is consistent with findings in the literature [31] [32] [33] [34] [36] which suggest 
that satisfaction increases with age. To improve their performance and client sa-
tisfaction, HIV/AIDS NGOs are well advised to pay particular attention to ser-
vices for men and adolescents, although not to the detriment of services to 
women and the elderly. 

Involvement in evaluation was negatively associated with reception and hu-
mane attitude, while the field of intervention and NGO staff numbers had no in-
fluence on global satisfaction nor on any of its dimensions. Grytten et al. [28] in 
Norway found a staff number effect on satisfaction (the larger an NGO, the 
more services were offered and the more satisfied its clients were regarding ac-
cessibility). With respect to principal source of funding, compared with NGOs 
funded by foreign countries, those mainly funded by foreign partners had clients 
who were more satisfied globally and in terms of the three dimensions (the ex-
ception being continuity of care); the same was true for those with local funding, 
except that their clients were not more satisfied with staff availability and com-
petence. This may be due to the fact that these foreign partners of Beninese 
NGOs have relatively different requirements regarding client satisfaction than 
do the State and its decentralized structures. Clients of more experienced NGOs 
operating in urban or semi-urban areas were less satisfied globally and with the 
dimension of accessibility to care and resources than were those of less expe-
rienced NGOs operating in rural areas. This observation ran counter to our as-
sumption that more experienced NGOs operating in urban areas, being more 
open to the outside world, would attract more external funding and would the-
reby be more effective and have more satisfied clients than those in rural areas. 
However, this was consistent with our observation in the field, which was that 
technical and financial partners of NGOs think that because those in urban area 
are more visible, they obtain substantial funding from government; thus, those 
partners prefer to concentrate their efforts and funding on NGOs in rural areas, 
which they consider needier. As a result, NGOs in rural areas have more re-
sources than do those in urban areas and can better satisfy their clients. 

5.1. Contributions and Implications of the Study 

The primary contribution of this study has been to identify, from a 
cross-sectional survey of clients receiving both preventive and curative services, 
reception and humane attitude and accessibility of care and resources as two 
specific dimensions of satisfaction in our context, and staff availability and 
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competence and continuity of care as two more universal dimensions of this sa-
tisfaction. Another contribution relates to the effects of organizational factors, 
which have various influences on global satisfaction and its dimensions, and ex-
plain from 12.5% to 15.6% of the variance of global satisfaction and its dimen-
sions (except for continuity of care). This report is in contrast to the study by 
Hekkert et al. [32] in the Netherlands, who found in a multilevel analysis in two 
populations of patients (inpatients and outpatients) that most of the explained 
variance was at the individual level, with very low variance at the hospital and 
departmental levels. Those findings enable planners and decisions makers to 
make decisions in knowing role that each factor plays in a given context.  

5.2. Limitations of the Study 

However, our study has certain shortcomings that limit the scope of our conclu-
sions. First, some of our client recruitment was conducted on NGO sites, such 
that low users of HIV/AIDS care and services were under-represented. Second, 
complete standardization of the procedure for administering the questionnaire 
was not possible. Each of six regions covered by the survey had its own local 
language, so interviewers were hired and trained based on their capacity to con-
vey the French questionnaire into the local language of their region. Third, the 
large amount of incomplete/missing data in PCA didn’t facilitate identification 
of the satisfaction dimensions. Fourth, some biases inherent to satisfaction sur-
veys, such as the preservation of self-interest bias, social desirability and insi-
nuating responses, the theory of cognitive consistency, the selection bias due to 
pre-service perceptions [45] and sensitivity to the Hawthorne effect were un-
avoidable. Finally, client satisfaction is related to the degree to which expecta-
tions are met, but these expectations may not be related to the healthcare quality 
[46]. Patients may have difficulty assessing many technical aspects of their care 
accurately, and so the information coming from patients, while important, does 
not paint a complete picture of healthcare quality [16]. Thus, for a more com-
plete picture it is useful to combine several approaches to incorporate patients’ 
views into systems for managing not only diseases, but health in general, in or-
der to implement evidence-based practices, improve patients’ adherence to 
treatments, and increase as their satisfaction with care [47].  

Finally, this multilevel analysis permits us to note that both individual and 
organizational factors play together to influence clients’ satisfaction. A simple 
logistic regression analysis will be unable to state specific contributions of each 
level factor. 

6. Conclusion 

This study on client satisfaction in Beninese NGOs enabled us to identify four 
dimensions of this satisfaction relevant to this context, along with the factors in-
fluencing them. It is important for NGOs and their partners to understand these 
dimensions in order to plan and implement actions to improve performance. 
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However, each actor in the healthcare system has a role to play in the improve-
ment process. Professionals need to engage in dialogue with patients and fami-
lies to share information and, if possible, decision-making. Meanwhile, deci-
sion-makers and NGOs’ financial and technical partners must also commit to 
supporting patients as co-producers of healthcare. This will help not only to 
strengthen the fight against the HIV/AIDS pandemic in particular, but also to 
improve population health in general. 
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