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Abstract: Sexually Transmitted Infections (STIs) continued to be a significant public health problem especially among 

women at reproductive age and young people. Measuring patient satisfaction is an essential aspect of making services 

attractive to patients and improving the quality of service. This study was intended to explore the factors affecting the patients 

satisfaction with the provided STIs service at the primary health care (PHC) in El-Damazin locality at Blue Nile State (BNS) in 

Sudan, 2015 -2016. This study was analytical cross-sectional health facility-based study. This study revealed that the more 

than half of studied STIs patients were females, more than 40% were at the age of 25 years or less and single. Majority of 

studied patients stated that the PHC centers were accessible, and the service is affordable. More than 60% rated the patients-

care providers (CPs) communication pattern as good, yet more than 50% of the single STIs patients, and more than 40% of the 

young patients’ did not receive education and counseling on condom. Also, more than 60% of the illiterate patients did not 

receive education and counseling for HIV. Though the study showed that more than 60% were satisfied with provided service, 

the validation of this satisfaction those patients were not fully aware of their rights to communicate and discuss their cases with 

health CPs, even how to deal with the community and to receive all component of STIs service without discrimination. Based 

on the results, increase the demand for the STIs service by increasing the awareness of the local community to the STIs service 

delivery components, STIs/HIV prevention measure is essential. Also, adoption of the right based approach in the awareness 

raising will increase the demand on the STIs services components by decreasing the cultural silence about the STIs and self-

stigma or stigma on health care setting. 

Keywords: Sexually Transmitted Infections, Primary Health Care, Patient Satisfactions,  

Education and Counseling on Condom, Education and Counseling for HIV Testing,  

Patients- Care Providers Communication Pattern, Duration Time to Reach the Service,  

Payment for Receiving the Service 

 

1. Introduction 

Sexually Transmitted Infections (STIs) are the most 

familiar group of notifiable infectious diseases in most 

developing and developed countries [1]. STIs epidemics’, 

and their relation with the sexual activities are mentioned in 

the early scientific evidences [2-3]. World Health 

Organization (WHO) reported 85% of STIs cases occur in 
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non-industrialized countries. The highest incidence rate of 

STIs cases has in sub-Saharan Africa, where the STIS 

incidence rate among adult between 15 to 49 years was 256 

per 1000 in 2015 [4, 5, 6]. Nathlee Samantha Abbai et al, in 

2013
 
illustrated that STIs continued to be a significant public 

health problem especially among young and the low educated 

women in the most African countries [7]. Also, Klouman et 

al. in Tanzania found the STIs considerably affected 78.6% 

of the studied women [8]. Other studies indicated that the sex 

and age are a factors that increase vulnerability to acquire 

STIs by the population and significantly associated with 

partner treatment [9-10]. Moreover, STIs facilitate the sexual 

transmission of HIV indirectly, lead to cellular changes that 

precede some cancers, and are important causes of infertility 

worldwide [4-6, 11]. 

There is an increasing body of evidence in Sudan 

indicating an increasing number of cases of sexually 

transmitted diseases, which are often obtained through 

heterosexual transmission. In 2010, syphilis prevalence was 

2.3% among pregnant women attending antenatal care [not 

published]. The Sudan Database for Control of 

Communicable and Non-Communicable Diseases 

(CNCDCD) has shown that there are more than 60,000 cases 

of sexually transmitted infections in 2012 [not published]. 

The level of knowledge among the general population on 

HIV / AIDS and sexually transmitted diseases and self-

protection measures is low [12]. The 2012 integrated Bio-

Behavioral Surveillance survey (IBBS), showed that the 

prevalence of syphilis is 27, 9% among the most at risk 

women and 15% among most at risk men across the country 

with a geographical difference [13]. 

Measuring patient satisfaction is an essential aspect of 

making services attractive to patients and improving the 

quality of service [14].
 
Two hundred university students and 

university health care staff in Kwazulu-Natal at South Africa 

were interviewed to explore to what extent interpersonal 

relations between the care providers and patients form a 

barrier for young people’s to access and to satisfy with 

provided health services. The results indicated the young 

people were aware of the importance of utilizing STI, HIV 

and family planning services but they experienced barriers in 

their relationship with providers and this served as a warning 

to their use of the health facility [15]. Other study revealed 

that most of the studied HIV-positive patients’ patients were 

pleased with their current primary care physicians because of 

a good physician-patient relationship that tended to promote 

adherence to treatment [16]. Therefore, adequate training in 

interpersonal relations for youth-friendly service provision, 

and determine the themes regarded by patients as priorities 

for delivering a quality service are essential in helping 

overcome communication problems, enabling providers to 

interact with young clients at a more personal level, and to 

deliver quality health services [15-17]. 

The fifth population and household census -2008, reported 

a total of 329,845 population at the reproductive period (15 

to 44 years) in BNS. The prevalence rate of STIs was 1% 

among them in 2012(around 3,298 cases) [13]. The BN- 

SMOH report in 2012, indicated that only 35% of the 

estimated STIs cases received STIs health services, and this 

raising the questions regarding the barriers of not obtaining 

the STIs health services by the needy population. In the 

recent period there no study conducted to identify the patient 

satisfactions’ with primary health care service in the BNS. 

This paper was intended to measure the patient satisfactions’ 

with sexual health services; and specifically to explore 

factors affecting patient’s satisfaction with provided STIs 

service in the PHC centers in El-Damazin locality at BNS 

during 2015 -2016. 

2. Methods 

a. Study Design: This study was descriptive, analytical, 

and cross-sectional health facility-based study applied both 

and qualitative quantitative research methods. 

b. Study area: The study area was El-Damazin locality in 

BNS. 

c. Study population: In this paper, the researcher has got 

two study populations: 

d. STIs Patients’ above 18 years of age who approached 

the PHC centers during the study period seeking STIs care 

and treatment. 

e. STIs patient’s below 18 years of age who approached 

the PHC centers during the study period seeking STIs care 

and treatment. 

f. Sampling method and sample size: The simple random 

method was used to select STI patients. All STI patients 

attended the PHC centers between 9:00 am and 15:00 pm 

during the study period were targeted. The sample size was 

calculated using the below formula: 

� =
� ∗ �2 ∗ �	(1 − �)	

(� − 1)	2 + 	�2 ∗ �	(1 − �)
 

Therefore, the sample size was 219 STIs patients. 

2.1. Data Collection Tools 

a. A pre- structured questionnaire “Interviewer-

administered questionnaires” used to collect data from STIs 

patients under study. 

b. A pre designed case problems with symptoms and signs 

on STIs used to collect data regarding the knowledge of CPs 

on syndromic diagnosis of STIs. 

c. The patients reported outcomes (PROs) or experiences 

used to collect data regarding the patients’ satisfaction with 

the provided STIs service. 

2.2. Data Collection Methods 

a. The method used to collect data from the STIs was 

direct face to face interview with open and close ended 

questions. The STIs patients interviewed by the trained data 

collectors. The average length of the interviews ranged 

between 35 to 45 minutes. 

b. The method used to collect data about patients 

satisfaction was direct open question regarding their 
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satisfaction of the provided service. Then collected data 

categorized into four levels; Very satisfied, satisfied, to some 

extent satisfied and not satisfied. 

2.3. Data Quality Assurance 

a. The data collectors were trained on the study tools, 

methods of data collection, and the ethical approach to obtain 

the data from the patients under the study. 

b. The data collection process supervised by team 

supervisor to ensure the appropriate approach to interview 

the STIs patients was used by the data collectors. 

c. The data collectors had a regular weekly meetings to 

review the number of filled questionnaires and to stand on 

the quality of data obtained, and any questionnaire with 

inconsistent data rejected by the team (Two hundred and 

twenty-four questionnaires were collected, and five 

questionaries’ rejected by team due to inconsistent data). 

d. Data cleaned manually by examining the collected raw 

data during which errors were detected and corrected by 

omission. 

2.4. Data Analysis 

Patterns or trends measured by descriptive statistics and 

inference of data about the general population measured by 

inferential statistics. Statistical analysis done by the 

following stages: data cleaned manually by examining the 

collected raw data during which errors were detected and 

corrected by omission, data entered into computerized 

software package SPSS for window version 20. General 

analytical analysis “cross tabulation, graphs and the 

frequency”, and significant relationships between the 

variables produced by cross tabulation were performed by 

applied the test of significance “chi-square test used and P-

value of 0.05”. 

3. Results 

The results in this section got from the analyzed data of the 

studied STIs patients (n=219). The results showed that the 

51.1% (n=112) of studied patients were female, 41.5% (n= 

90) were below the age of 25 years [Mean age is 27 and 

median age is 26], 48.4% (n=106) were single, 17.1% (n= 

37) were students, and 25.6% (n= 56) were the illiterate. 

Figure one showed that the 62% (n= 136) of the studied STIs 

patients received education and counseling on condom, and 

63% (n= 137) were received education and counseling for 

HIV testing. 

 
Figure 1. Type of health education and counseling received by STIs patients at PHC centers in El-Damazin locality at BNS, 2015- 2016 (n=219). 

The results indicated that the 49.4% (n= 44) of patients 

below the age of 25 years, and 52.4% (n= 55) of single 

patients did not receive education and counseling on condom 

respectively. The analysis indicated the significant 

association of marital status to the received education and 

counseling on condom [P value: 0.000 (2- sided)]. Also, the 

results showed that the 66.1% (n= 37) of the illiterate STIs 

patients did not receive education and counseling for HIV 

testing, and the analysis indicated the significant association 

of educational level with the received education and 

counseling for HIV testing [P value: 0.000 (2- sided)]. 

Sixty-four percent (n= 140) of the studied STIs patients 

were satisfied with provided STIs services. The statistics in 

table.1 showed that the 55.9% (n= 76) of the patients who 

received education and counseling on condom, and 56.2% 

(n= 77) of those who received education and counseling for 

HIV testing were satisfied with the received education and 

counseling services. The analysis indicated the significant 

association of the provided education and counseling on 

condom and for HIV testing with the overall satisfaction of 

the provided service [P value: 0.000 (2- sided) respectively]. 

Table 1. Relationship between the health education and counseling services received by the STIs patients and the overall satisfaction of the provided STIs 

services at PHC centers in El-Damazin locality at BNS, 2015 – 2016 (n=219). 

Details 
Overall satisfaction of the provided service 

P value 
Very satisfied Satisfied Satisfied to some degree Not satisfied Total 

Received education and 

counseling on Condom 

Yes 40 76 20 0 136 

.000  
29.4% 55.9% 14.7% 0.0% 100.0% 

No 0 64 17 1 82 

 
0.0% 78.0% 20.7% 1.2% 100.0% 
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Details 
Overall satisfaction of the provided service 

P value 
Very satisfied Satisfied Satisfied to some degree Not satisfied Total 

Total 40 140 37 1 218 

 
18.3% 64.2% 17.0% .5% 100.0% 

Received education and 

counseling for HIV testing 

Yes 40 77 20 0 137 

.000 

 
29.2% 56.2% 14.6% 0.0% 100.0% 

No 0 63 17 1 81 

 
0.0% 77.8% 21.0% 1.2% 100.0% 

Total 40 140 37 1 218 

 
18.3% 64.2% 17.0% .5% 100.0% 

 

The results showed that the 33.3% (n=73) of studied STIs 

patients reached the PHC centers in 10 minutes or less, and 

56.6% (n=124) reached by walking to obtain the health 

service. The analysis indicated the significant association of 

the time duration to reach the PHC centers to the received 

education and counseling on STIs, on condom, and for HIV 

testing [P value: 0.000 (2- sided) respectively]. Seventy-one 

percent (n= 153) did not pay for receiving the STIs services, 

and among those; 93.4% (n= 111) aware of the free of charge 

nature of the service. 

Table two reflecting that 57.5% (n= 42) of those who 

reached the PHC center in ten minutes or less, and 71.4% 

(n= 45) of those who did not pay for receiving the service 

were satisfied with provided STIs service. The analysis 

indicated the significant association of the duration time to 

reach the PHC center, and pay for receiving the service to the 

overall satisfaction with provided STIs health service [P 

value: 0.000 (2- sided) respectively]. 

Table 2. Relationship between duration to reach the PHC center, paying for STIs services and the overall satisfaction of the provided STIs services at PHC 

centers in El-Damazin locality at BNS, 2015 – 2016 (n=219). 

Details 
Overall satisfaction of the provided service 

P value 
Very satisfied Satisfied Satisfied to some degree Not satisfied Total 

Duration time to reach 

the PHC center 

10 minutes or less 
25 42 6 0 73 

.000 

34.2% 57.5% 8.2% 0.0% 100.0% 

11 - 20 minutes 
11 60 19 0 90 

12.2% 66.7% 21.1% 0.0% 100.0% 

>20 minutes 
3 36 11 1 51 

5.9% 70.6% 21.6% 2.0% 100.0% 

Total 

 

39 138 36 1 214 

18.2% 64.5% 16.8% .5% 100.0% 

Paid for receiving the 

STIs services 

Yes 
1 45 17 0 63 

.000 

1.6% 71.4% 27.0% 0.0% 100.0% 

No 
39 93 20 1 153 

25.5% 60.8% 13.1% .7% 100.0% 

Total 

 

 

40 138 37 1 216 

18.5% 63.9% 17.1% .5% 100.0% 

 

Figure three reflecting only 8.3% (n= 18) of the studied 

STIs patients’ rated the care provider – patient 

communication pattern as an excellent. Among those 94.4% 

(n= 17) were received education and counseling on condom, 

and 88.9% (n= 16) were received education and counseling 

for HIV testing. 

The analysis showed the significant association of the care 

providers-patients communication pattern to the received 

education and counseling on condom and for HIV testing [P 

value: 0.000 (2- sided) respectively]. 

 
Figure 3. Rating of care providers-patients communication pattern at the PHC centers’ in El –Damazin locality at BNS, 2015- 2016 (n=219). 
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4. Discussion 

This study is intended to assess the STIs patients' 

satisfaction with the provided STIs service at the PHC 

centers in El-Damazin. This study indiacted the majority of 

the studied patients were female, more than one third were 

below the age of 25 years, and one fourth were illiterate. The 

three findings are similar to Tanzania and Mongolia studies 

which indicated the sex, age and education are a factors 

associated with risk of acquiring STIs [8-9]. Also, Nathlee 

Samantha Abbai et al, indicated that the differences in the 

underlying causes and consequences of STIs infections in 

male and female, reflecting differences in biology, sexual 

behavior, social attitudes and pressures, economic power and 

vulnerability [7]. 

Despite the fact that the Sudan national guidelines for STIs 

service provision recommend the following components; a) 

treat the STIs patients by using STIs syndromic management 

approach, b) educate and counsel the STIs patients on 

condom and on HIV, c) counsel the STIs patients for HIV, 

and e) provide condom as prevention measure of STIs 

(Source: C&NCDC), the recommended guidelines weren’t 

applied during the study time. The findings revealed the 

considerable proportion of STIs patients did not receive all 

the components of STIs service, i.e. More than 50% of the 

single STIs patients did not receive education and counseling 

on condom, and more than 60% of the illiterate STIs patients 

did not receive education and counseling for HIV testing. 

Khalid, F. et al in their published paper’s revealed that only 

30% of the studied health CPs in the same study area and 

during the same study period were provided condom to the 

STIs patients, yet they provided condom without education 

or counseling to the service recipients [18]. Associating all 

above-mentioned findings together may indicate either that 

the taboo around STIs reduces access to the knowledge and 

information about STIs prevention measures or the health 

CPs providers stigmatize the recipients of STIs services or 

both factors combined. This results is similar to Khan. .^#AA 

study in Pakistan, where he found that most of CPs were 

practicing personal pragmatism, and rarely following any 

standardized guidelines [19]. The good patients – care 

providers relationship is an important aspect in health that 

promote the service utilization, yet the above findings may 

indicate the cultural silence about STIs among the young 

patients act as a barrier for receiving such kind of service or 

this may indicate that the patients – care providers 

relationship at the PHC centers in Damazin is not sufficient 

to decrease the cultural silence for such group of patients. 

This may prevent them to discuss or to have proper education 

and counseling on STIs, condom or practicing safe sex 

especially with female and young patients. The above finding 

is similar to Kwazulu-Natal findings at South Africa [20]. 

In many ways, the high frequency of female STIs patients 

could be justified by the status of women in the society; e.g. 

inequity that women and girls suffer as a result of STIs serve 

as a barometer of their general status in society and the 

discrimination they encounter in all fields, including health, 

education, and employment. Due to women position they 

have difficulty in saying no sex or to unprotected sex since 

they are socially and economically dependent on male 

partners [20-23]. 

Though, more than half of the studied patients' were 

satisfied with the provided STIs service at PHC centers, the 

validation of this satisfaction those patients weren’t fully 

aware of their rights to communicate and discussion about 

their case with health CPs, even how to deal with the 

community, and to have the all components of the STIs 

service as one package regardless their sex, age, marital 

status, and their education level. 

5. Conclusion 

Generally this paper revealed that the most of studied 

STIs patients were females. More than one third were at 

the age of 25 years or less and single. Most of studied 

patients stated that the PHC centers were accessible, and 

the service provided is affordable. More than half rated 

the patients-CPs communication pattern as good, yet more 

than half of the single STIs patients, and more than 40% 

of the young patients’ did not receive education and 

counseling on condom. Also, this paper revealed that most 

of the illiterate patients did not receive education and 

counseling for HIV. This paper indicated the strong 

association of the received education and counseling on 

condom, education and counseling for HIV, access to 

service, affordability of service, and the patient-CPs 

communication pattern to the overall satisfaction of the 

provided service. More than 60% were satisfied with 

provided service, yet the validation of this satisfaction 

those clients were not fully aware of their rights to 

communicate and to discuss about their case with health 

CPs, even how to deal with the community, and to have 

the all components of STIs service as one package without 

discrimination. Therefore, increase the demand for the 

STIs service by increasing the awareness of the local 

community to the STIs service delivery components, 

STIs/HIV prevention measure is essential. Also, adoption 

of the rights based approach in the awareness raising will 

increase the demand on the STIs services components by 

decreasing the cultural silence about the STIs and self-

stigma or stigma on health care setting. 
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