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I. EXECUTIVE SUMMARY

The Executive Summary of this report can be
downloaded at the following Internet address:
http://www.popeouncil.org. Point your web browser to:

¢ Council Programs

e Operations Research and Technical Assistance
Programs (OR/TA)

» The Africa OR/TA Project 11
e [xecutive Summuries

The standard definition of “quality of care,” using
the Bruce-Jain framework, consists of six elements:
choice of methods, information given to users,
technical competence, interpersonal relations, follow-
up or continuity mechanisms, and appropriate
constellation of services. The Bruce-Jain framework is
described by many family planning providers as an
important tool for measuring quality of care. This
research seeks to expand on the framework by
proposing an additional dimension of service
delivery: the incorporation of clients' ideas and
opinions about the services they use. In 1994, The
Africa Operations Rescarch and Technical Assistance
Project II undertook a study to explore both
providers” and clients” perceptions of quality of care
in the family plinning services of Kenya.

The study's main objective was to define which
factors clients and providers considered central to
detining service quality, and to determine whether
these corresponded to those in the Bruce-Jain
framework. The study ok place in four locations: two
sites in urban Nairobi, and two in the rural Murang'a
district.  Nine service delivery points (SDPs) within the
four locations were selected for the study.  Four SDPs
belonged to priviate nongovernmental organizations,
and five were “public dinics,” operated by the Kenyan
government or the Nairobi City Council. Using a
combination of focus group discussions and in-depth
interviews, researchers collected qualitative data from
four groups of women: current users of family
planning services, women who switched ciinics,
women who discontinued use of services, and women
who had never used services.  Service providers from
all nine SDPs were also interviewed. In addition,
simulated clients visited clinics, and then gave detailed
descriptions of their experiences.

Both clients and providers said that provider-clic
interaction, cost and proximity of the facility, and cli
operability (availability of supplics, water, electricil
were the factors they considered most essential
defining quality of carc. Many clients favored public
sponsored family planning clinics over private on
because of their lower cost and closer proximit
However, the unavailability of contrreeptive suppli
and low clinic operability of many public faciliti
caused some clients to switch to private ones. Othe
chose private clinics from the start, citing great
concern with provider attitude and availability -
method choice. The study’s findings show th
rescarchers need to clicit very explicit statements fio
clients about their needs and expectations. F
example, both providers and clients recognized th
confidentiality and  privacy were  desirab
characteristics of service delivery. However, son
rescarchers and program managers perecived medic
examinations to be violations of privacy and th
barriers o service delivery,  In contrast, clients we
clearly in favor of examinations and did not consid
them invasive. Also while providers perceive
confidentiality as an issue linked to the frankness «
examination and counseling in the clinics, clien
defined confidentiality as the ability to keep detai
aboui their contraceptive use from the community.

Despite the lack of basic medical equipmen
supplies, and water at most service delivery point
many clients cited the poor attitude of providers an
staff, and their inability to resolve commo
contraceptive side effects, as the most seriou
difficulties clinics had. A majority of ciients stated th:
the service providers they met were unfriendly an
unhelpful. Problems with provider attitude, courtesy
and skill were more common in government and cit
council services than NGO clinics. Clients reporte
being given wrong information about birth contre
methods, scolded harshly if they used their metho
incorrectly or were remiss with it, and being lecture
for making lifestyle choices of which provider
personally disapproved. Some clients said that th
fear of humiliation, censure, and public exposur
caused them to discontinue use of services. Provider
who were interviewed confirmed clients’ reports ¢
insufficient counseling.

Clients were perhaps most frustrated by the routine
inability of providers to help them resolve or manag
side effects and other chronic problems related tc
contraceptive use. And while the clients interviewe
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were divided on whether they considered the gender
of the provider significant, many considered it very
important that the provider was mature in years, The
inadequacy of care coupled with distrust and
alienation created by differences in age, gender,
perceived incompetency, and hostility of pre viders,
caused many women to switch services or stop using
them altogether,

Because of the range in ages and different
categories of family planning clients, the study was
able to discern a pattern of service delivery in which
women with different demographic characteristics
received different quality of care. While it is not illegal
for government clinics to dispense contraceptives to
youths, personal biases of providers effectually
denied youths access to family planning services. 1f
young clients were unmarried or had no children,
they were refused access to the clinics. Cases were
reported in which young women were denied care
unless they provided not only their own identity
cards, but their husbands'. Simulated clients and other
women reported interactions with providers in which
they were denied contraceptives and told they must
be married before they had sexual intercourse; they
were also told that, once married, they had to have at
least one child before they began practicing family
planning, for the good of their own health. NGO
clinics were perceived as more sympathetic to young
women and generally more willing to provide them
with services.

Clients of public clinics routinely reported being
told the clinic had no supplies, and sent away. They
were told to return when they could bring their own
supplies. Simulated clients corroborated these claims,
stating that they received inadequate core due o a
lack of supplics. A few cases of provider favoritism
were reported; for example, supplies were given to
family members of the provider after some clients had
been told that there were none. Finally, many clients
felt that an important aspect of quality of care was
integration of maternal and child health programs and
laboratory services.

The study indicates the serious and widespread
problems experienced by clients of public and private
service delivery points. The reasons clients most
frequently cited for deciding to discontinue services
were: their own inability to cope with contraceptive
side effects, frustration with the inability of providers
to treat or manage side effects, and inadequate clinic

operability. Statements from providers reveal that f
the most part, they agree with clients on the elemer
that determine quality of care. The Africa OR/1
Project I is continuing to collaborate with the Keny:
Ministry of Health as well as private sect
organizations 16 develop appropriate intervention
helping service delivery programs better meet clien
expressed needs.

II. INTRODUCTION

The increasing number of organizations that hay
begun studying the subject of quality of care i
international family planning programs in recent yea
demonstrates the importance the topic has acquires
The Bruce-Jain framework of six elements of ca
(choice of methods, information given to client
technical competence, interpersonal relation,
continuity and follow up, appropriate constellation
services) has been used as the stundard 10 defin
quality of carc in family planning. Howcever, what h:
been neglected in this approach is the client
perspective on service quality. This study sought
narrow the gap in knowledge about the comparabilit
and consistency of clients’, providers’, an
rescarchers’ views,

III. STUDY OBJECTIVES

The main objective of the study was to define th
clients’ and providers’ dimensions of quality of car
and compare them with the elements contained in th
Bruce-Jain framework.

Specifically, the immediate objectives of the stud
were to:

1. elicit clients’ and providers' perspectives on, an
definitions of quality in family planning services

2. identify clinic features and circumstance
that attract continuing family planning clients t
clinics and their services;

3. identify clinic features and circumstances tha
attract clinic switchers away from one clinic t
another clinic and its services;



4 identfy chme teatures and circumstiances that
lead to the discontimuation of use of ¢himie
SCIVICUS,

5. hind out what never users know about clinies,
what the sources of their intormation aboue
services e, and how they evaluwae senvices;

O help operanonalize kev elements of quality of care.

IV. STUDY DESIGN

Ficld work tor this study, which was conducted in
Kenvi between July and September 19940 was
undertaken as the fust pant of the Kenyan Natnonal
Sutvanon Analvsis study tconducted an the fst half of
1995) The results of the study were helptul in
modhiiving the tormulanon of the instruments and the
methodology of the Suuanon Analvais stady

The study toos place i tour locatons - two sites 1n
the anv of Nurobi and two an the rural Muranga
distnict A total of nine service dehveny pomts (SDPs)
i those tour distnicts were included  OF the nine
SDHPs four belonged 1o private nongovernmental
organizations C:GOs) and tive were “pubhic chinies”
managed by the Kenyan government or the Narob
Gy Counail

Usig o combimation of focus group discussions
(FGDsY and ain-depth interviews, the study collected
qualitanve data from current users of senvices, chinic
switchers, service disconuinuers, never users, and
service provaders from nine SDPs. In addition,
stimuliated chents gave detailed descriptions of their
expenences visiung s,

V. FINDINGS

The study dentificd three main arcas of influences
on choice of family planning facilities: proximity 1o
source, cost, and service characteristios. The objectives
of the study were 1o find out what chnic features
attracted or discouraged chents when they made
decisions on which health faciliies 1o select and
attend Though the paricipants in FGDs and in-depth
interviews were divided into groups of cumrent users,
chime switchers, disconunuers and never users, no

themes emerged that were solely Tinked 10 one gre np.

A. Service features that attract and
discourage clients

1. Proximiy to facility

Physical access 1o health facilines is nornually
measured an terms of distance, time, and cost
Two of these variables - proxinuy o facility and
COsL = were pronment topies in focus group
discussions and in-depth interviews While
proxumiy of halite was iequenthy: mentioned s
important, it was never direathy numed as the
1cason tor choosimg, o particular SO However,
clients of the anv counail chimes (Mathare North,
Winthaka and government chinies (Marapua
Tramming Health Centre. Muranga General
Hospitah) mentoned proxmuty 1o faciliy as the
reason they chose that pont of service more often
than chients of povate Cimes (FPAK. Mane Stopes.,
Chandareo. In all of the FGDs. proximuny was at
least one of the reasons tor choosing & source A
comparative analvsis of providers” views shows
that they also believe that proximity of health
Facihiies 1o clients s consequential to chowe.

From the combimanion of reasons for which
chatee is made, e is clear that proxmity s a
facihitating factor but not sulticient 1o sustain use
ata health facihty

This point s llustrated by one client who came
from wnother part of Nairobi and left a number of
clinies 1o finally atend Mathare North chnic.
“There s e clinic verny near to where 1 live but |
usced 1o hear bad stones about 1t she said.
Solely because <he had heard negative gossip
about the SDP, she refused 1o visit it. An
exploration of the chents attending such private
SDPs as the Marie Stopes, FPAK, and Chandaria
clinics, shows that e Large number of them do not
come from the potential catchment area.

Distance s aiso assockited with cost for a centain
group of clients, and can prevent some women
from obtuming access to a source of their choice.
A discontinuer from one study location indicated
the importance that cost of trvel can have,
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T was recruited into family planning by
a woman fricnd of mine. She was going
10 take me to Kenyatta National Hospital
where she told me that the providers
were giving d wmethod that was bemg
inserted into the upper arm ... But 1
need to find money for bus farve and |
did not harve this. So we did not go.”

2. The cost of services

Though varying degrees of emphasis were
placed on it, cost was the other factor mentioned
in every focus group discussion as important to
choice of a family planning clinic. Normally,
government and local authority clinics offer free
services. Non-governmental organizations (NGOs)
usually charge for services. Though clients
complain about cost, they recognize higher
quality services at NGO health facilities.  As one
client explained, *I would like to change this
clinic because of the 20 shillings that is required
per visit. Actually if 1 find another clinic with as
good services as this one and it is not charging 1
would change to that.” Like the clients, providers
believed their clinics were chosen pantly because
of their competitive fees.

3. Opening hours of clinics: official timne
versus reality

Although on normal days, government and city
council clinics are officially open between 8:00
o'clock in the morning and 5:00 o'clock in the
evening — thus giving access of approximately
cight hours, in reality this time is significantly
curtailed throughout the course of the day by a
number of factors. In the Nairobi City Council
clinics, the mornings were relatively busy whereas
there were few family planning and MCH clients
in the afternoons. Simulated clients noticed that
providers routinely did not start work on time in
the mornings, and took more time than was
justifiable for tea breaks and lunch hours.

Contrary to observed behaviour, the providers
were critical of themselves and some of their
inconsiderate actions at the clinics. When
providers were asked to list features of their
clinics that disappointed or attracted clients, one
provider said: “The long waiung time. We come
and stant chatting — giving stories and the clients
are waiting and nobody is attending to them.”

Regardless of the specific circumstances of
every case, the point is that it 1s not uncommon
for access to some health facilities to be limited to
only u fraction of the official ¢ight hours,

4. Waiting time

Waiting time at the health facilities was a najor
source of complaint for participants in the focus
group discussions and in-depth interviews. A lamge
number of clients estimated that they typically
spent two to three hours waiting for services.

The long waiting time affected evervone
surveyed. Businesswomen often felt they were
losing business while queuing for services.
Women who sought care secretly — hiding thieir
use of family planning services from husbands or
religious colleagues — felt that long hours of
waiting increased their risk of exposure.

Rescearchers were surprised to find that
attendance at family planning services occurred
mostly in the morning at all of the urban clinics,
since the expectation was that it would be more
convenient for at least some clients to come in the
afternoons, which were fur less busy. However,
clients’ statements revealed that most clients
preferred to go for family planning services in the
morning so they could use the rest of the day to
attend to houschold chores = and, more
significantly, that providers were actively
discouraging clients from coming in the
afternoons, referring 1o people who did as
“coming late.” The study found that an informal
pattern has been established ir which services are
mostly delivered only in the morning, with the
consequence that even women who are only able
to attend clinics in the afternoon do not do so.
FGDs and in-depth interviews at the urban sites
made it evident that providers actively
discouraged clients from attending clinics in the
afternoons. The ability of clinics to deliver
services promptly is also often compromised by
staff shortages and lack of space. However,
evidence suggests that providers can do much to
minimize the waiting time clients experience at
the health facilities.

5. Choosing a contraceptive method

There was not a single panticipant in any focus
group discussion who had initiated contraceptive
use prior to the birth of a first child. According to
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the prevailing views of women interviewed,
contriaceptive use was legitimate only after the
birth of at least one child, The two young
simulated clients, neither of whom had had
children, confirmed the universality of this attitude
in their experiences in the Kenyan clinics.

Women's individual sense of initiative, combined
with the opinions of providers. friends, and
relatives, constituted the major determinants in
their choice of contraceptive measures. Providers,
if only in their roles as antenatal and postnatal
carcgivers, were thus clearly poised to play a
crucial role in the contraceptive secking behavior
of clients, and were able 1o affect not only the
source of services but also the method chosen.

Most women indicated awiareness of the health
risks associated with lack of spacing between
births. A number of women reported seeking
family planning scrvices for the first time after the
birth of a first child followed immediaicl by an
unplanned pregnancy. Others said  they
consiacred family planning only when they
thought they had enough children. As pointed out
carlier, no woman sought family planning services
until she had given birth to at least one child.

Service providers were seen as good sources of
information for women making antenatal and
postnatal visits to the clinics. Their help was
particularly valuable to women making the initial
decision to begin using contraception. Friends
ancd relatives also had a role in women's decision
o initiate contraception. Some played such an
important part that women went to great lengths
to get the method recommended by a rrusted
family member or a friend.

While providers were described as positive
sources of family planning knowledge, the study
found that their personal biases often caused
them to impose restrictions on  certain
contraceptive methods as well, These method
choice restrictions significantly compromised the
quality of care delivered to clients.

Choice of contraceptive methods was also
found to be limited by the range available at the
health facilities.

6. Privacy and confidentiality
In almost all of the focus group discussions,

faniily planning clients identified privacy and
confidentiality as important factors in determining
the quality of service delivery. However, the
congestion in the clinics and the way counscling
was conducted by providers guaranteed a
compromise of both privacy and confidentiality
for most clients.

The simulated clients reported that providers
generally made cfforts to create a sense of
privacy. Incidents of insensitivity 1o privacy were
isolated and did not appear to be of significant
concern to women. Loss of privacy or
confidentiality most often occurred when limited
physical facilities and providers” attempts to serve
clients quickly caused slips in protocol.

7. Provider-client interaction

Conflicts that arose between providers and
clients usually ariginated in provider-client
exchanges, particularly about the management of
contraceptives. Both clients and providers spoke
extensivery on the importance of friendly and
pleasant relations at the clinics, articulating their
ideas of the ideal situarion with terms such as:
“polite,” “friendly,” “pleasant,” “not harsh,” and
“welcoming.™ Almost all of the providers who
spoke identified friendly relations as crucial to
gaining client appreciation and satisfaction with
services. They identified the first potential source of
conflict to be the way the client was greeted upon
arrival. Clients stated that a friendly, welcoming,
and pleasant environment mattered to them.

The second greatest source of friction reported
between clients and  providers was  the
management of contraceptive side effects and the
unavailability of supplies. Clients stated that when
they returned to clinics because of problems with
contraceptive side effects, they felt they were not
treated fairly by the providers.

Unavailability of supplies such as laboratory
reagents, disinfectants, gloves, and water also
created tension, particularly in the public sector
facilities. Clients projected their anger and
frustration about the lack of necessary supplies to
providers. Many stated that it was the providers'
responsibility to make sure necessary supplies
and equipment were in place, since the provider
was the person closest 1o the client or user, and
also the one in a position to persuade



policymakers to make supplies availuble. Clients
were annoyed when they had 1o go 1o chemists
and pharmacists to purchase supplies which
clinics needed to deliver centain methods,

Instances of certain clients receiving preferential
treatment were also reported, causing anger
among many women. Several clients reported
being told that supplics such as cards and gloves
were unavailable, only o return with someone
familiar to the provider to find the supplics
suddenly made available,

Clients who had difticulties with providers cited
insensitivity and inflexible attitudes as the major
problems. Women who were unable to meet a
return appointment date, even when they had a
good reason such as emergeney travel, said they
were scolded and refused service, Women who
had experienced this treatment reported feeling
discouraged about secking or continuing any
family: planning method. Women also reported
that if they sought services when they were not
menstuating they were trned away, even if they
confirmed that they had not had sex since
menses. Women dissatistied with services
frequently mentioned the public clinics’ tendency
to focus on whether they were currently
menstruating as a prime source of frustration.
Mary women reported that they had atended
clinics whilc not menstruating and been rudely
dismissed by providers who did not provide them
with a stop gap measure Similarly, clionts who
had forgotten to take the pill according to the
daily schedule  said they had  received
unsympathetic treatment. When situations like
these created strained relationships, the majority
of women cither stopped practicing any method
at all, or switched 1o another clinic in the hope
that the environment would be more conducive
to discussing a problem. Though very few clients
stated that they stopped using a clinic because of
bad treatment, abuse of the provider position
often combined with other factors 1o discourage
the client from continuing o attend.

Private SDPs were said to be more sensitive to
clients’ needs in terms of providing desired
contraceptive methods, having adequate stocks of
supplies, and generally treating clients well. In no
discussion was a case of personnel rudeness in a
private health facility reported.

8. Clients’ vicws of a provider’s characteristics
Clients did not often differentiate between the
qualification levels of providers.

They called all female providers “sister” when in
Kenva it is only registered nurses who are
nornially addressed as nursing sisters. Likewise,
clients had a tendency to refer to all male
providers as doctors, though they were usually
male nurses.

Discussants in FGDs were divided 1n their
opinions about the preferred sex of the provider.

Just over half indicated that they would prefer a

woman provider because “she is my kind,” and
they “vere more comfortable sharing problems
with other women. Another group of clients
preferred to be served by men, stating that men
were more sympathetic to women's problems,

Those tor whom the sex of the provider did not
matter were more concerned ahout the provider's
knowledge and skills. This group also believed that
as long as the provider had mastered family
planning knowledge and skills, the actual tormal
degrees in nursing/midwifery or medicine did not
matter. However, o few said they would prefer o
be seen by o docror because a doctor would be
able to deal with complications better than less
qualified providers. Yet others said they did not
care to be seen by doctors, expressing concern that
“doctors are too busy and therefore in too much of
a hurry te finish cach case and go to the next.”

A factor more important to most clients than
gender was the age and maturity of the provider,
Asked to identify teatures of an ideal clinic, one
current user stated that she would employ
“mature. women who are married and have had
babies.” Another current user said,

“I have beard women saying that they
will not go to seek family
planning services because the
providers are younger than themselves
and they bhave no wish to show their
nakedness to young providers.”

Given the choice then, some women preferred
providers who are married and have had
children. They asserted that such providers would
understand and sympathize with “women’s



problems” better. In visits to the clinics, the
simulated clients found some young trainees

delivering  services  without  immediate

supervision, and found that these voung staff

members were very shy about explaining the
female reproductive system, and about discussing
issues of sexual health,

9. Medical examination

Both clients and providers identificd medical
examinations as a component of family planning
service provision central to affecting choice,
continuation, and satisfaction level of services.  All
of the study groups who had utilized clinics -
namely current users, clinic switchers, and
discontinuers = mentioned medical examinaion as
an important attraction in seeking services. They
expected to be examined before being given a
method, and again during return visits.  The
specific types of examinations clients felt were
important were: weight taking, blood pressure
checks, cervical examinations, and (less often) pap
smears. The following quotations from a client and
a provider reveal common client views:

“The provider checks whether the coil
15 in sitwation. Then urine is sent to the
laboratory to exclude infections. I
appreciate this service. "

‘I bave seen a client coming from
town [to our clinic] and she alveady
was provided with pills but she said
ske was not examined.  She told ber
JSriend, who told ber that one normally
is supposed to be examined . . . So I
think they value examinations —
general examinations and pelvic.”

10. Types of information provided to clients

With the exception of clients from FPAK, Marie
Stopes, and  Chandaria  clinics  (all
nongovernmental), no clients participating in
focus group discussions had been shown all
methods of family planning, either during a first
visit or subsequent ones. The majority of women
had been informed about the method of their
choice only, and a large nurmber of them made
their choices arter being shown only three
methods, namely pills, injectables and intra-
tterine contraceptive devices (IUCD).

In the discussions, several women said that
providers did usually trv to find out what their
method  preferences were. But receiving
counscling on only one method or on a limited
number was a definite source of dissatisfaction for
many discussants. Discussants expressed an
overall preference for more information and
education on a larger number of methods.

The majority of clients acknowledged receiving
information about return dates both verbally and
in writing on their client cards. However, new
clients who turn up at dlinics between menstrual
periods are pot registered and sometimes leave
the clinic without a method to use. Unlike FGD
results wherc all elients reported having been
given written information as well as verbal
communication more than half the time,
simulated clicnts were not given written
information since they were not menstruating,

Factors associated with service
switching and discontinuation

Clinic switchers and discontinuers provided a
special study group which was chosen to provide
special insights to the reasons why people leave
some service delivery points and choose others.
On the continuum of satisfaction, switchers and
discontinuers are likely to represent extreme cases
of negative feelings. Clinic switchers are defined
as clients who switch from at least one SDP (and
perhaps a method) and yet discontinuers
terminate the use of both modern contraception
and the health facility for family planning
purposes. The main motivations for switching and
leaving services seem to be instigated by one
event ~ usually a failure to cope with
contraceptive side cffects, followed by tite
inability to get a health facility that provides an
alternative method. The IUCD was identified to
be prone to intolerable side effects while the
injectable seemed to be attractive 1o a number of
switchers and discontinuers. The reasons for
switching and discontinuation are explored
through discussions and in-depth interviews.

Family Planning providers are normally
expected to be familiar with method
contraindications and side effects so that at the



time of dispensing the methods, the clients are
screened properly and advised appropriately.
However, what is remarkable with the following
narrations is the high degree of dissatisfaction
with methods and lack of provider responsiveness
to the clients' problems and needs. Women
normally sccek assistance from the service
providers as the first step. then change methods
whenever possible and finally discontinue. First,
this situation shows that contraceptive users have
a sense that providers can assist them with their
problems, and sccond, it presents providers with
opportunitics to allay women's fears and assist
them. However, these opportunities are clearly
lost as women desperately seck for assistance.
Almost universally, women are given a return
date to the clinic for resupply purposes. Family
planning providers can extend this invitation to
include 1imes when women experience problems
with side effects.

The following comments - the first two from clinic

switchers and the third from a discontinuer —
illustrate instances of providers™ insensitivity to clients’
problems,

“I'went and found that the doctor was
there but people were not being
attended to, there was no injection but
those [who had comel for pills were
being given (them). Then I uent to look
Jor a place to buy the injection and !
couldn't get it . . . Iuwent home but the
next day I went looking for the injection
but [ stayed for about one ueek because
T was very annoyed of whar they had
done to me. It was then that I went
and bought the injection but on going
back to the clinic, I was told to wait,
they do a check up whether I am
pregniant — things like that. So 1 felt bad
and from that time I decided that I will
not go back so I switched.”

“Ustanted . . . with injection. I developed
iregudar bleeding, but the provider did
not take any notice of my complaints.
Every time I returned I would be given
another injection . . . Clients are kept
waiting for long hours. And by the end
of it one is told the supplies are not there
and that clients should go home and
return at a later day to check.”

‘L forgot the date 1 hadd finished the
pills. Then when she asked me, 1
confused the dates and then she
scolded me very much and sent me
away.”

There was another group of women who switche
from clinic to clinic and finally discontinued becau
they could not get the methods of their choice. The
were alienated from the clinics and could n
understand why they were not able to get the
preferred methods. These women apparently left it
clinics they visited with insutficient counseling «
why they could not receive their method of choic
and this led to discontent.

One client related how she became a discontinuer.

“I then started having nausea and
palpitation and this was due to the
pills .. Twent back to [the clinic] and
reported these problems to the provider
and I asked them whether or not they
could change the method. Their
answer was that the method could not
be changed to injection, but that the
provider could insert the coil .. ]
stopped because the provider refused to
change the family planwning method 1
was using. She maintained that I must
have the second child before she can
give the injection.”

Another client saidl:

“They examined blood and weight.
They told me there was nothing wrong
with me. I asked them to give me the
injectable. They told me that the pill was
okay with me and I conldn't receive the
infectable with only two children. 1
went home and continued taking the
pill. I used to swallow the pill but it
comes back to the mouth . . . I decided
to stop and I bave never pone back.”

It is worth noting that all of the clients whu
discontinued because they did not receive thei
method of choice were depo-provera users. Thes
clients cited positive characteristics of depo-provera
including inconvenience. Focus group discussion
with current users revealed tha. depo-provera dic
cause some problems, particutarly with bleeding ane



prolonged amenorrhea, but that once clients
understood the side effects, they tolerated depo-
provera better.

While depo-provera received positive comments,
UCD use seemed fraught with unpleasant
experiences. The cases reviewed raised researchers’
concerns about the screening procedures and
technical competence of some providers who insert
TUEDs. In the second study site, clients who
complained about the TUCD had all originally
atended the same public institution and then had the
device removed at a neighbouring nongovernmental
health facility that was responsive to their needs.

One client had had an IUCD insericd in a public
health facility. Tt gave her a lot of trouble and she
wanted to have it removed. She described her
experiences with the TUCD as follows:

“lLused to bleed a lot and having lower
abdominal petins. I also used to have
watery discharge and a lot of itching .
- This itching also gare me sores. |
thought that it was the 1UCD which
was giving me all these problems. |
went to the general hospital to have it
removed but anytime I went there,
they used to bave so many problems
and telling me that it ceculdn't be
removed. I sau a lady friend of mine
who told me that she would bring me
here to Marie Stopes. She broqght me
and on that first day it was removed.
After explaining to them my problems,
they promised that they would remouve

it. 1 couldn't walk straight because of
the pain 1 bad. I bave not had any
problem with the pill.”

The women interviewed expressed great concern
about their health and the effects of contraceptives on
their bodies. Their concerns seem to have led some
women 1o stop using contraceptives altogether, and
others to resort to natural methods of family planning.
The perception many women had that all
contraceptives and particularly hormonal ones are
dangerous was related to the popular concept that the
body nceds to rest for some time after contraceptive
use. This study found that a number of women
switched between clinics and methods before
discontinuing, in the hope of finding a suitable
contraceptive with tolerable side effects.

C. Family planning information and
rumors in communities

Rumors were prevalent in all of the communities
studied and were reported by all categories of
interviewees. However, rumors seemed to exert
greater influence on the behavior of “never users”
than any other group.

1. Sources of information

Women attending SDPs identified a variety of
information sources for their health and family
planning nceds: relatives, husbands, friends from
the same social organizations, morning health
talks at health facilities, and postnatal counseling
in the delivery wards. Morning lectures were
especially popular; a majority of women narrated
their experiences at them with great relish and
enthusiasm. The morning lectures addressed a
different subject every day, and covered a range
of tpics related to nutrition, health, hygiene and
family planning.

A number of participants in FGDs cited their
husbands as their primary source of information
and motivation. A current contraceptive user said
her husband categorically said he would divorce
her should she fail to seck an effective family
planning mcthod. In about half of the FGDs,
women reported having discussed  family
planning use with their husbands, who had not
only given consent but said they had also been
thinking about asking their wives to seek family
planning services. It was noted that none of these
men thought of secking male contraceptives such
as condoms or vasectomy.

The print medium is scarcely mentioned as a
source of family planning knowledge, particularly
in public sector facilitics. This is as expe-ted since
family planning posters are cither non existent or
average onc in the clinics visited at the sites. The
situation is better in some private health facilities
such as Maric Stopes, FPAK and Chandaria clinics.
In these clinics, clients are also given relevant
pamphlets to carry home and use as references.
It was also noted that the same clinics had
reading materials available for clients to read
while waiting for services.

More surprising to researchers was that only a
few discussants mentioned radio and television as
sources of information for family planning.



Because many people own radios, especially in
the cities, researchers expected to find clients
spontancously mentioning broadeast media as a
source of family planning information. Little
mention of television as an information so.arce
can be attributed to the limited access most family
planning clients have 1o it

All those who had never used family planning
reported that their sources of information had
been friends and relatives. Those whose sole
sources of information had been friends and
family portrayed exchanges on the subject as
negative both in mode and content. These
women tended to trust the information circulating
in their peer and family peer groups more than
they trusted that disseniinated by providers in
family planning education sessions.

One client expressed this reliance on her friends:

“I really received no such counseling
Srom the provider, I depended on
women friends who were cither on the
pill or injection . cven now I would
like to go for that method but ny
women friends have disconraged me.
They bave actually told me that my
periods il disappear. 1 fear that
effect on my body.”

It appears that "never users™ were aware of the
reasons why people seck family planning
services. In defining family planning, the
prevalent theme in all FGDs was that of spacing
births: there was no mention  of using
contraceptives tor stopping child bearing. There
was also awareness of the relationship betweer
birth intervals and the general health of mothers.
But while there was consensus on these points,
rumors and mvths about contraceptive side effects
appeared 1o be oo strong for them to use family
planning services.

Though the tendency of the paricipants was 10
express complaints, there were some users who
were satisfied with the information and
counseling that they received at the clinics. One
client from a rural location was more positive
about the clinic environment:

“If one comes carly, one gains from the
morning lecture. There is always some
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information and if one does not
understand an issue raised theve, they
are given an opportunity individually
and privately when they get in to ask
Srother questions or seek clarification.
One is then able to make decisions
withowt listening to remon.”

2. Myths and rumors about contraceptive
methods
Rumors and myths about family planning
methods and their related side effects exist in
many communities. These are discussed in the
following scctions.

The TUCD as a contraceptive method was
viewed as unattractive for different reasons,
Several women in focus group discussions
reported that men disliked the feel of the coil
during intercourse. Other reasons women disliked
and feared the coil are illustrated by the
follov ring:

“She [her sister] delivered with the coil
on the bead of the child and .. . when
she told me this, 1 feared using it.

She went to [the hospital] - the doctors
looked for it {the TUCD]. Different
doctors looked for it but they could not
Sind it. At last, one of them found it
and removed it . when one hears of
such incidents it really disturbs people
- Some complain of backeches,
stomachaches. Others say when they
bend, they feel it pricking them and it
cannot let loose. I don't know whether
this is the way it is meant to be.”

Oral contraceptives are believed “to pile up in
the abdominal cavity” and form a stone- like
growth. Clients reported this to be frightening
since “the stone does not dissolve.” More than
one client stated a belief that the pills arrange
themselves into one line, and when a woman fails
to take the pill for a day, she becomes pregnant
and delivers an infant with a missine, organ.
Alternatively, if the woman takes the pills as
directed, they still forin a line and the woman
then becomes pregnant and delivers a baby
holding a string made of pills. Babies born out of
these circumstances are reported to be unhealthy.



Tubal ligation was also a subject of many
rumors. A common beliet is that a woman who
has had o tubal ligation becomes “sexually cold™;

that is, she loses interest in sex. Proponents of

rumors believe women who have had tubal
ligations are unable to have normal sexual
relationships with their husbands, who then seek
sexual favors elsewhere. At one urban site, some
women stated a belief that “when tbes are cut
when awoman is about 33 vears old, they grow
back to normal when she is <0 years and the
wonmun then conceives once more.” During field
work. researchers encountered more than three
reports of failures of wibal ligaion. Though the
accuracy of these repons could not be verified,
their prevalence is a cause of concern.

Contraceptives that interfere with women's
menstrual cyeles were reponted as less acceptable
than those that do not. Some women did not like
the idea of having no monthly period while on
the depo-provera. They stated that it was
abnormal for & woman not to have periods unless
she was pregnant. Concerns about amenorrhea
during usc of depo-provera result from a
common belief that menstrual blood has to be
expelled, und that its retention leads to illness. A
few stated categorically that women do not return
to fenility after using the injectable.

Rumors and myths were influential enough to
negatively affect clients” family planning seeking
behavior. Unsubstantiated popular beliefs were
stronger in the rural and semi- urban areas than
urban Nairobi sites. The content of the types of
rumors being spread and accepted reveal how
limited common knowledge is about reproductive
systems and how contraceptives work. For
example, anccdotil information indicates that some
women believed oral contraceptives prevented
pregnancy by acting as a barrier — physically
blocking the cervix. These kinds of beliefs have
implications for how women take contraceptives,
and highlight the imponance of counscling.

D. Providing services to younger women

The provision of services to young, unmarried
females revealed that inconsistent treatment was
common in both private and public health
facilitics. Providers tended to impose more of
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their personal biases when dealing with young
and unmarried populations, which ultimately
acted as a barrier to service provision,

At some government and municipal clinics,
young girls were asked to bring identity cards; if
they failed 10 do so they were denied access to
family planning scervices. On a few occasions
providers insisted that clients bring their husbands’
identity cards. Some older women in focus group
discussions said they had  started  using
contraceptive methods before marriage and in their
teens or carly nwenties, but had not experienced
denial of services because they had not sought
services until after having at least one child.

Information about provision of services to
youths was obtained through two young women
who acted as simulated clients. Both were
unmarried and without children. The simulated
clients were told by the providers they visited that
they could only be given oral contraceptives, and
no other method. Though condoms were not
actively promoted as family planning methods,
the simulated clients were given condoms in the
majority of health facilities they visited, since they
Were not on Menses.

In onc private clinic, a doctor refused to give a
simulated client any method on the basis of her
muarital status and age. At a different site, a young
unmarried client was told by the provider, “1
cannot advise you to use any family planning
method before yvou have a child, because
frequent use would make your uterus forget any
memory of having a baby and make it lazy . . "
The provider told the simulated client to “go and
have a baby first. instead of having a problem in
the future when you got a husband.”

In one clinic, the providers told the young
simulated clients that they could not give them
pills or depo-provera because “these methods
were bad, as they went directly to the blood
stream and interfere with body system. So the coil
is best for young girls because this is only a
barrier.” At that health facility, the provider said
government policy stipulated that they should not
deny contraceptives to any client, but their SDP
policy was different. At a different site, one of the
younger women was told she couldn't be given
the coil because “lher] uterus is narrow” though
no vaginal examination was performed.



The simulated clients also described good
experiences during visits to some public clinics.
They described a case where the provider
cducated them about contraceptives and
explained the importance of paying their clinic
visits during menstruation. The provider warned
the vyoung women  against purchasing
contraceptives from chemists without a proper
medical examination.

Observation  established  that providers
evaluated the eligibility of young girls for [amily
planning on the basis of three factors - age,
number of children, and marital status, Age
scemed to be the least important factor since
contraceptives had been provided to some FGD
participants as long as they had been married or
had a child. Some of the providers ended up
simply giving lectures on morality to young
clients, and talking about the importance of girls
“keeping themselves™ untl marriage.

VI. DISCUSSION

This study’s obscervations and discussions with
family planning clicnts and providers allowed it to
begin developing a more specitic understanding of
the ways in which clients and providers define
quality. The study compiled the elements enumerated
above as central considerations for defining quality of
care from the viewpoint of clients and providers. The
items on this list were chosen because they were
widely identified as features of significant positive or
negative concern by clients and providers. Client and
provider descriptions of critical experiences in the
family planning clinics supplied uscful supplementary
data for the compilation of this list. Following is a
discussion of cach clement's relative importance to
clients and providers.

1. Clients’ definition of service quality elements

Thirteen elements were defined in discussions with
the four categories of family planning candidates
(current users, clinic switchers, discontinuers, never
users). Although qualitative data is not usually
analyzed numerically, this study assigned quantitative
values to reported levels of satisfaction in order to
gain some measure of the proportionate importance
to clierts of different aspects of care. A sense of the
relative weight of the elements of care was obtained
by examining the frequency with which clients
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mentioned them in discussions and the strength of
their expressed feelings about them.

Using these two measures loosely, some sense of
the relative importance o clients of the elements of
care was established, and this was used to construct
the ordered list below. Three groups (Group 1, 11, and
I were created to classify elements in order of
decreasing importance.

The first group consists of the following four elements:
® Cost

® proximity

e counseling for side cffects

e avuilability of method of choice.

The second group is composed of:

* medical examination

e provider attitude

e waiting time

e availability of supplics, water and equipment.

The third group holds the remaining elements:
e family planning education and information

e integration of family planning services

e privacy and confidentiality

* qualified providers and mature providers.

Cost and proximity featured prominently in
discussions of what attracted or deterred clients from
using certain services. It is interesting to note how
differently clients addressed cost and proximity than
any other clements of care. Cost was never
mentioned as a deterrent to use of public and city
council clinics. Wherever the matter of cost was
mentioned in connection with these clinics, it was put
positively - as a favorable atraction. On the other
hand, cost was mentioned as a discouraging factor for
the NGO and private clinics. The NGO clinics were
favorably compared to “the expensive” private
physicians. Similarly, proximity was mentioned as a
factor working in favor of city council and
government health facilities, and was frequently
mentioned as a reason for choosing these facilities.
Only one instance was related in which a client chose
a nongovernmental organization because it was
nearby. Proximity was rarely associated with choice
of NGO and private clinics.

A large proportion of women said that when they
initially adopted a contraceptive, availability of the
method of choice was important to them. However,
for most clients, the ability to switch methods if they



found one unsatisfactory was more important than
initially receiving their preferred method. Further,
statements from service switchers and discontinuers
demonstrate that obtaining a suitable method usually
does not mean just getting the method recommended
by the provider, but also receiving one she likes and
feels comfortable using. This supports the view that a
wider method mix and choice of programs is likely to
lead to more aceeptors and better client continuation.
Further support is given by the fact that the NGO
clinics, which have a wider range of methods
available, were generally more favorably viewed.

In describing their contraceptive history, women
dwelt on method-related problems and their inability
to get satistactory resolutions to these problems. Most
of the problems  described  were  standard
contraceptive side effects which are well-documented
in medical literature. Therefore, the ability of NGO
clinics to provide thorough counsel on side effects
proved to be of major significance in meeting client
satisfaction criteria,

The second group of elements - medical
examinations, provider attitude, waiting time and
availability of supplics, water and equipment - were
extensively discussed by interviewees and FGD
discussants. Routine medical examinations, which
include checking blood pressure and weight and
conducting physical examinations, were positively
viewed by almost all clients. On the other hand,
unfriendly providers, long waiting times and
unavailability of supplics, water and cquipment were
mentioned by clients as negative aspects of care. Long
waiting periods were criticized by clients of every kind
of clinic, but received particular focus from those who
attended public sector facilities. The unavailability of
supplies, water, and equipment was mentioned
frequently by clients of government and city council
clinics. Clients found they could not obtain certain
methods because of lack of water, sterilizing
equipment, gloves and other supplies.  When asked
about an ideal clinic, the majority of clients envisioned
one with sufficient supplies, water, and equipment as
well as one that conducts medical examinations.

Of the last group of clements — information and
education, integration of services, privacy and
confidentiality, qualified staff and mature providers —
family planning information and education were the
most desired elements. Only a few clients had been
told about a wide range of contraceptives. When a
display with almost all available methods was shown
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to interviewees and FGD participants, they were
amazed at the wide range of contraceptive choices.
Models, chans, and other educational materials had
hardly been seen except in NGO clinics. Public clinics
had provided information almost exclusively on oral
contraceptives, (lcp( -proverd, and intrauwterine devices,
although some occasional referral from public service
clinics to nongovernmental clinics had taken place,
especially for ubal ligation and 1TUD insertion.

A number of clients expressed their appreciation
of the integration of family planning services with
child welfare and antenatal care. A few discussants
said that the presence of maternity delivery services
in certain health facilities was welcome. Further,
clients expressed preference for clinics with
laboratory facilitics on site, so that referrals to other
clinics could be minimized.

Limited discussion of the rest of the elements in
this grouping — privacy and confidentiality, qualificd
staff, and mature providers — indicates that clients
do not see them as priority features of quality care;
that is, they were not essential to the constitution of
an “ideal clinic.” Though clients could not properly
distinguish the providers' ranks or define requisite
qualifications, some expressed satisfaction that
providers appeared very qualified to deliver the
services they sought. Thus, while some clients said
technical competence and qualification levels of
providers were important to them, they judged
these characteristics on personally developed
criteria. The accuracy of these judgements is open
to discussion.

Researchers drawing up lists of common likes and
dislikes and encouraging and discouraging factors
about service delivery points, observed that clients
of municipal and government clinics had longer lists
of dislikes and features viewed as discouraging than
private sector clients did. Similarly, service switchers
expressed strong negative feelings about their
experiences with health facilities.

2. Providers’ definition of service quality
elements
Providers were asked to state the features of service
delivery points that they considered most central o
attracting or disappointing clients. Like clients, they
were asked to identify the features they thought an
ideal clinic should have. As was the case with clients,
a list of positive and negative elements was drafted,
which was divided into three groups of decreasing



importance. Table 1 presents the list of clements
suggested by both clients and the providers.

Table 1 A comparative list of clements of care
identified by clients and providers

The list providers made is noticeably shorter than
the one dlients made. However, there is surmyising
congruence between the two groups” elements. Cost
and proximity are factors in top ranking positions for
providers, just as they are for clients. A noticeable
disparity exists between clients and providers on the

issues of counsceling for side effects and availability of

method of choice. These factors were given
prominence by the clients, and were absent from
providers' lists. Providers placed their own attitudes

and waiting time at the clivies inthe middle group of

clements. And, perhaps because the providers are the
ones most awuare of the effects caused by lack of
supplies, water and cquipment, they gave this
clement prominence. The availability: of qualificd
staff. privacy and confidentiality, though desirable,
were not noted s prominent concerns of either
clients or providers.

While there is general agreement in clients” and
providers’ views ol what constitutes service quality,
two najor elements = counseling tor side effects and
availability of method of choice - that were important
to clients were omitted by providers. And though
both groups mention family planning cducation,
providers plice considerably less emphasis on its
importance than clients,

The above discussion illustrates some possible gaps
between the professional and laypersons” definitions
of service quality. The findings reinforee the evidence
that the relative importance that cach group attaches
to different clements of care varies. The degree of
importance cach group assigns o different elements
is a topic deserving future rescarch.

VII. CONCLUSION

Results from this study show that both clients and
providers identified service quality in terms of the
characteristics of the health facility. provider-client
interactions, and cost and proximity of the facility.
These were seen as important: considerations for the

clients’ choice of SDPs. The relative importance of

cach of these dimensions could not be assessed and
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future Situation Analysis studies and Operations
research studies could further examine these
relationships. The data showed clear indications that
government, municipal and NGO clinies are initialiv
chosen tor different reasons; proximity and cost for
public facilities and the availability of a wider method
choice and willingness of providers to attend to
clients” problems, for example removing 1UDs, at
NGO clinis.

Clients complained extensively about side effects
for most methods and the TUD in particular. The
reports thae providers were unable to remove the
IUDs when clients were experiencing difficulties
caused a ot of concern and worry among the users
of the method. Procedures for dealing with side
effects at many public health facilities were
inadequate as the cients felt thae their needs were not
attended to and consequently sought help from
private facilitics. While there is linde that providers can
do in terms of side effects, perhaps sympathy and
opportunities for changing methods would go a long
way to make clients happy. Family planning
managers need o address the training of providers in
method counseling and assessing the clients’
contraceptive requirements and suitability.

The qualitative study made it possible to assess the
adequacy of the Bruce-Jain framework of quality of
care. In a working document published in 1989,
Kunuar, Jain and Bruce recognized that service quality
could be assessed at three levels: policy, SDP and
client levels. They made a clear point that the quality
of services received by clients is influenced by
government program policies, practices at the SDP
and the interaction between the provider and the
client. In examining the clients’ narrations about
service delivery, it is clear that their concerns go
beyond the six Bruce-Jain elements. The emphasis of
the six clements of quality in the later work by Bruce
lost the importance of the policy and SDP level
factors as part of the quality framework. Many
rescarchers in international family planning programs
have tended 1o concentrate on the six elements of
quality of care.

However, later work by The Population Council's
Africa OR'TA Project through Situation Analysis
studies has recognized the importance of the facility
subsystems as determinants of service quality. The
six subsystems that have been part of the assessment
of quality of care are: 1) logistics/contraceptives and
other supplies: 2) physical facilities, equipment and
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available services: 3) trained statt available at the SDP;
) supervision and management: 3) 1EC materials
available: and 6) record keeping and reporting,

Although an analysis of what matters to clients
largely revealed expected views, there were some
findings that were surprising. Many of the obvious
results such as lack of water. inadequate contraceptive
choice, supplies, equipment for delivering some
methods, waiting time and atfective behaviour were
identified as important by clients. On the other hand,
some conclusions were less expected and have not
featured prominently in the quality of care literature,
Medical examinations have been perceived as barriers
to service delivery by rescarchers and some program

managers and yer clients are clearly in favour of

examinations. For clients, confidentiadity was sceen in
the context of secreey of contraceptive use from the
community rather than being privately examined or
counseled at the SDPs. Many providers do group
counseling and ask intimate questions from  these
women. A surprising observation was that a clean
health facility: environment did not featare at all as a
matter of concern for women.

The dlients” perspective of quality is not relevant to
all the elements of quality. Clients did not identify
supervision and record keeping as relevant 1o them.
Though some clients expressed views that some
providers knew what they were doing in the delivery
of services, they had no mechanism for evaluating
their competence,

There s evidence that different groups of clients
receive different levels of quality. This view is
supported by experiences of single women who had
not given birth, Young women seemed 1o be
unfavourably treated in terms of their reception at the
health faciliy . counseling and method choice. This
would suggest that cither a change in attitudes on the

part of providers is nceded or different channels of

service delivery need 1o be developed for this group
of users.

Assessment of quality as a determinant of service
utilizzwion must take nto account the cost of services

and the proximity of the faciliy to clients. Quality of

service s important in its own right: but there is also

the assumption of an association between quality of
service and demographic or hehavioral outcomes, for

example. contraceptive use and continuation. The
clients” emphasis on cost. proximity to source and
features of the health facility as pan of their decision
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process suggest that these should be considered as
interlinked elements in the clients” minds. Using
Situation Analysis data from three African countries,
namely Nigeria, Tanzania and Zimbabwe, Mensch and
others were disillusioned by the weak association
betsween new aceeptors and subsystem functioning of
health facilities. Trying 1o explain this lack of
association, they stated that “the possibility renuains that
even quality of care indicators would show no eftect. If
women have no choice about which service facility to
visit, or it their decision 1o visit is based only on
proximity to the SDP, then what is offered s irelevant.”
Would this not be the case with the majority of rural
family planning users in sub-Suharan Africa? One
discontinuer from an urban clinic concurred: “that plce
is not as good as vou might be thinking, It is just that
one has to be patient because we need the serviees.”

In order to effect changes at the preparedness level,
some financial investment nuy need o be made, yet
affective behavioral changes are less costly 1o
implement. Pleasant hehavior and sensitivity to clients’
needs would go a long way in mecting the clients’
needs. There are lessons to be learned by
Government and City Council managers about NGOs
and their operations with respect o what makes them
more attractive 1o chients. This is particularly important
since the majority of clients are served at government
health facib ies.
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