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aBstraCt

oBjeCtive
To determine how the structure, process, and outcomes of quality influence the choice of a public or 
private facility for family planning (FP) services among poor clients. 

methoDs
Data from three nationally representative Service Provision Assessment (SPA) surveys conducted in 
Kenya, Tanzania, and Ghana were used for the analysis. These surveys contain standardized variables 
measuring structural factors, the process of care provision, and client satisfaction with the quality of 
services provided. They also include information on whether clients who sought family planning services 
obtained services from public or private sector facilities. Clients’ education was used as a proxy for their 
poverty status. Multivariate analysis was used to model factors associated with the choice of a public or 
private facility for FP services. 

results
The most important structural factor associated with a poor client’s preference for a private sector 
facility for FP services was the presence of a trained provider at all times. Shorter waiting times and 
the maintenance of confidentiality were important determinants of the choice of a private facility for 
the poor in Kenya and Tanzania but not in Ghana. Poor clients’ satisfaction with services provided 
was consistently associated with their choice of a private facility over a public facility. In particular, 
poor clients’ satisfaction with their interaction with facility staff, the convenience of their visit, and the 
availability of FP methods influenced their choice of a private facility. 

Fewer factors explained nonpoor clients’ choice of a private or public facility. Shorter waiting times, 
privacy during consultation, and perceived cleanliness of the facility appear to be factors that attracted 
nonpoor clients to private facilities. 

ConClusions
Structure, process, and outcomes of quality have independent effects on the poor’s choice of public or 
private facility. Findings suggest that private facilities are more responsive to the poor. It is possible that 
because of their higher social status, the nonpoor may be able to extract similar levels of quality of care 
from both public and private facilities.
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1. introDuCtion

In spite of the recognition of the importance of the private sector in increasing access to contraceptive 
services in low-income countries (Hanson et al. 2001, Harvey 2008) or in providing treatment for 
tuberculosis, malaria, or sexually transmitted diseases (Brugha and Zwi, 1998), relatively little systematic 
investigation has been conducted of socioeconomic differentials in preference for private health facilities 
over public health facilities. The general reasons attributed to patient preference for private facilities 
over public facilities are greater ease of access, shorter waiting times, longer or more flexible opening 
hours, better availability of staff and drugs, more sensitive attitudes of providers towards clients, and 
greater confidentiality with services that are stigmatized (Tembon 1996, Brugha and Zwi 1998). Little 
systematic investigation has been conducted, however, as to whether these reasons vary by the level of 
clients’ wealth. 

Understanding why the poor prefer private health facilities over public facilities is important for a 
number of reasons: policymakers need to know (1) whether increasing access to private sector health 
services is likely to increase the utilization of health services among the poor and (2) whether public 
health interventions that increase the quality of private health services benefit poorer members of 
society. Surprisingly little evidence exists regarding the impact of private sector interventions on the 
poor’s utilization of high-quality services (Pattouillard et al. 2008). A better understanding of poor 
peoples’ preferences for private facilities will help in the design of interventions such as vouchers or 
insurance schemes that increase the utilization of services among the poor. 

Studies that have examined the poor’s choice of health facilities have primarily looked at the role of 
structural factors such as income, price, and travel time (de Bartolome and Vosti 1995). These studies 
have found an interaction between price and income in the demand for medical care in developing 
countries, with price having a greater influence on the demand for health care among those with 
lower incomes (Gertler et al. 1987). Studies have also shown that access costs, such as travel time, 
function as indirect prices, with travel time having a greater influence on health care demand among 
the poor compared with the wealthy (Dor et al. 1987). Although poor households have less disposable 
income to use toward private sector facilities (Tembon 1996), their preference for private facilities 
over public facilities remains strong (Paphassarang et al. 2002). Several studies have found that private 
sector facilities are more likely to be preferred because of the better quality of services provided (de 
Bartolome and Vosti 1995, Tembon 1996), which include the client spending less total time in the facility 
and receiving better treatment by facility staff (Tembon 1996). Further studies are needed, however, to 
examine the impact that the range of elements that comprise the process of caregiving has on the choice 
of public or private facilities.  

A feature of the private sector that has received relatively little attention in the literature—possibly 
because of difficulties in quantification—is the flexibility of the private sector in providing services to the 
poor. This feature includes both positive and negative aspects: on the positive side, private providers 
may offer discounts to poor patients or deliver services on credit to patients whom they know; on 
the negative side, private providers may treat patients based on what the patient can afford to pay 
(Paphassarang et al. 2002). Many private providers do not have fixed fees and therefore permit patients 
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to pay what they are able to, or, at times, allow patients to pay in-kind. By contrast, poor patients may 
not be aware of exemptions available to them at public facilities. Their lack of assertiveness, low self-
esteem, and concern about the way they may be treated by staff at public facilities often makes it difficult 
for the poor to obtain this information. Procedural barriers and inferior treatment from staff at public 
facilities versus private facilities may also serve as greater barriers for the poor, who usually have a 
lower social status than the staff at public health facilities (Paphassarang et al. 2002). 

Although business literature has widely acknowledged the importance of client perceptions regarding 
the care they expect to receive (Alden et al. 2004), public health researchers have paid relatively 
little attention to such perceptions. A recent study that specifically addressed client perceptions of 
care provided at public or private health facilities found that client expectations of the treatment they 
were likely to receive were important determinants of their choice of facility. Patients with sexually 
transmitted infections (STIs) who chose the private health facility over a public health facility were more 
likely to believe that, compared with public health units, private health units were convenient, were 
clean, did not cause problems for clients, had sympathetic staff, did not use expired drugs, provided 
appropriate drugs, were located nearby, did not have corrupt staff, kept patients’ confidence, did not 
delay patients, and were more likely to cure STIs (Nuwaha 2006).

To our knowledge, no previously published study has examined the influence of structural and process 
aspects of quality and client perceptions of services offered on the choice of a public or private health 
facility for FP services. This study uses data from clients who visited public or private health facilities 
for FP services to determine the influence that structural factors, the process of care provision, and 
client perceptions of services offered had on their choice of visiting the health facility. The data used are 
from facility and client surveys conducted in three countries where nationally representative data were 
available for this analysis: Kenya, Tanzania, and Ghana. Two research questions were of interest: What 
factors influence the choice of a private over a public health facility among poor clients interested in 
receiving FP services? Does the influence of these factors differ between poor and wealthy clients?
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2. methoDology 

Data for this study come from the 2004 Kenya Service Provision Assessment (SPA), the 2006 Tanzania 
SPA, and the 2002 Ghana SPA. These surveys were conducted to describe the preparedness of health 
facilities and clients’ perceptions of services and to identify gaps in resources and service delivery 
processes (National Coordinating Agency for Population and Development and ORC Macro 2005, 
National Bureau of Statistics and Macro International Inc. 2007, Ghana Statistical Office and ORC Macro 
2003).

instruments
A facility inventory questionnaire was used to collect information on the availability of resources, support 
systems, and infrastructure elements at facilities. Researchers used an observation protocol to assess the 
extent to which service providers adhered to standards of care. This instrument provided observations 
of the performance of specific clinical procedures and the exchange of information between the provider 
and the client. Clients who were observed receiving FP services were subsequently asked to participate 
in an exit interview. The exit interview collected information on clients’ understanding of the consultation 
and their satisfaction with services provided. 

kenya samPle 

The 2004 Kenya SPA is a nationally representative sample of health facilities, consisting of hospitals, 
health centers, maternities, clinics, dispensaries, and stand-alone voluntary counseling and testing centers 
run by the public sector and private organizations such as nongovernmental organizations (NGOs), 
faith-based organizations (FBOs), and for-profit facilities. A total of 440 facilities were sampled for the 
survey, of which 323 provided FP services. Researchers conducted observations of service delivery and 
exit interviews with 628 family planning clients. Weights were used in the analysis to adjust for unequal 
probabilities of selection. Details of the approach used for sampling facilities and clients are provided 
elsewhere (National Coordinating Agency for Population and Development and ORC Macro, 2005).

tanzania samPle
The 2006 Tanzania SPA is a nationally representative sample of hospitals, health centers, dispensaries, 
and stand-alone facilities managed by the public sector, private for-profit sector, parastatal organizations, 
and FBOs. A sample of 612 facilities was selected to provide national-level representation, of which 
479 facilities provided family planning services. Researchers conducted 1,005 observations of client 
provider interactions and exit interviews. Weights were attached to the data to take into account 
overrepresentation of certain strata. Details of the study are provided elsewhere (National Bureau of 
Statistics and Macro International Inc. 2007).

ghana samPle
The 2002 Ghana SPA is a nationally representative sample of public and NGO-operated facilities. 
Based on funding, logistical considerations, and the minimum sample size required for regions, 428 
facilities were selected that offered maternal and child health (MCH), child, reproductive health, and 
sexually transmitted infection (STI) services. To permit analysis by region and facility type, the survey 
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oversampled facilities in some regions. Weights were created to adjust for unequal probabilities 
of selection. A total of 386 facilities provided FP services. Researchers conducted a total of 611 
observations and exit interviews of clients who came for FP visits (Ghana Statistical Office and ORC 
Macro 2003). 

oPerational Definition of quality Care
This study employs the conceptual framework developed by Donabedian (1988) to examine the 
influence of structure, process, and outcomes of quality of services on the choice of facility. Each of 
these three aspects of service provision is measured by multiple indicators, as presented in Table 1. 
Structure refers to the amenities of care or the attributes of the setting in which care is provided 
(Donabedian 1988). Information on infrastructure and equipment, management systems, availability 
of services, materials and structures for counseling, the training and experience of providers, and the 
degree to which providers are motivated to provide good care to patients reflects structural aspects of 
quality (Boller et al. 2003). The process of service provision (i.e., the performance of the practitioner) 
comprises technical and interpersonal elements of care. Technical performance depends on the 
knowledge and judgment of the provider and the provider’s skill in implementing strategies that are 
appropriate. It is measured by the provider’s adherence to what is considered good clinical procedure. 
Success in the technical aspects of care relies on the provider’s interpersonal interaction with the client, 
the second component in the provider’s performance (Donabedian 1988). A provider’s management of 
the interpersonal process can be measured by observation of personal interactions between providers 
and clients. Outcome represents the effects of care on the health status of patients or populations. 
Improvements in the patient’s knowledge or behavior, or in the patient’s satisfaction with care received, 
falls under a broad definition of health status (Donabedian 1988, Bruce 1990). Patient satisfaction is one 
of the desired outcomes of care (Bruce 1990). This quality of care framework has been used extensively 
in the FP field (Miller et al. 1998, Ndhlovu 1998). 
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taBle 1:  struCture, ProCess, anD outCome variaBles in the kenya, 
tanzania, anD ghana sPas

 variables of interest
kenya 
2004

tanzania 
2006

ghana 
2002

 structural factors – Availability and Costs of Services

 Trained provider always present 4 4 4

 Number of days services provided 4 4 4

 Waiting time 4 4 4

 Time taken to reach facility (minutes) 4 Not Available Not Available

 Facility chosen is nearest to home 4 4 Not Available

 Facility has vehicle to bring patients from home 4 4 Not Available

 Facility charges routine fees for FP services 4 4 4

 Facility provides financial support 4 4 4

 All fees posted for client to see 4 4 Not Available

 Total paid by client for services 4 4 4

 Total paid by client for services and transport 4 Not Available Not Available

 Clients with no transport costs 4 Not Available Not Available

 Paid for services today 4 4 4

 Infrastructure at facility 4 4 4

 Client is part of prepay plan such as insurance 4 4 4

 Process factors – Interpersonal

 Privacy ensured 4 4 4

 Client concerns noted 4 4 4

 Confidentiality assured 4 4 4

 Process factors – Technical

 Reproductive history score 4 4 4

 Weight and blood pressure taken 4 4 4

 Duration of consultation 4 4 4
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 variables of interest
kenya 
2004

tanzania 
2006

ghana 
2002

 outcomes: Client satisfaction With experience at   
 facility

 No problem with time waited 4 4 4

 No problem with hours of service at facility 4 4 4

 No problem with cleanliness of facility 4 4 4

 No problem with treatment by staff at facility 4 4 4

 No problem with availability of method at facility 4 4 4

 No problem with number of days services are available 4 4 4

 No problem with discussion of problems/concerns with provider 4 4 4

 No problem with amount of explanation received from provider 4 4 4

 No problem with quality of exam and treatment received 4 4 4

 No problem with visual privacy at facility 4 4 4

 No problem with auditory privacy at facility 4 4 4

Definition of Poor/nonPoor
The SPA is a rich source of information on facility resources, clients’ perceptions of the care they 
receive, and the interpersonal and technical quality of service provision. One limitation of the SPA data, 
however, is that it includes relatively little information on clients’ characteristics. The only variable 
indicating the socioeconomic status of clients who obtained services was education. 

Table 2 shows the relationship between household wealth and women’s education in Kenya, Tanzania, 
and Ghana. The data for each country was obtained from the 2003 Kenya Demographic and Health 
Survey (DHS), the 2003 Ghana DHS, and the 2004 Tanzania DHS (Central Bureau of Statistics [Kenya], 
Ministry of Health, and ORC Macro 2004; Ghana Statistical Service, Noguchi Memorial Institute for 
Medical Research, and ORC Macro 2004; National Bureau of Statistics [Tanzania] and ORC Macro, 
2005). The cross-tabulations show strong relationships between wealth quintile and secondary education 
in Kenya and Ghana and between wealth quintile and Primary 7 education (i.e., education through grade 
7) in Tanzania. Correlation coefficients between wealth quintile and education are around 0.5 for each 
country. For each country, women’s education is highly correlated with household wealth. Hence, we 
believe that using education as a proxy for wealth is a reasonable assumption. 
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taBle 2:  PerCentage of resPonDents Who have seConDarya 
eDuCation, By Wealth quintile

kenya
2003 DHS
(n = 8,195) 

ghana
2003 DHS
(n = 5,691)

tanzania
2004 DHS 

(n = 10,329) 

  Wealth quintile

  Poorest       4.9***     17.4***     33.7***

  Poorer   16.3 34.3 41.1

  Middle 22.3 50.0 53.2

  Rich 36.2 60.5 67.0

  Richest 54.6 80.0 83.4

  Correlation coefficient (r)         0.47***         0.50***         0.46***

*** p < 0.001
a In Kenya and Ghana, we examined the relationship between wealth quintile and secondary education. In Tanzania, we examined the 
relationship between wealth quintile and Primary 7 education. 

statistiCal analysis
We merged the client level and facility level datasets and conducted analyses at two levels. At the 
bivariate level, we stratified the analysis by poverty status (i.e., poor and nonpoor) and conducted tests 
to determine whether structure, process, and outcome variables were associated with the choice of 
public or private facility for each stratum. One Way Analysis of Variance (ANOVA) was conducted for 
continuous variables and chi-square tests of independence were conducted for categorical variables. 

At the multivariate level, we fitted models to determine factors associated with the choice of public or 
private health facility. These factors included characteristics of the facilities chosen by clients (primarily 
consisting of the availability and costs of services), interpersonal and technical factors in the quality of 
care, and client perceptions of quality of services.  The choice of private sector facility versus public 
sector facility was the binary outcome variable used in the logistic regression analysis. To get the best 
fitting model, we initially included all variables measuring structure, process, and outcome attributes of 
quality and geographic region of country in the logistic regression model. All variables that were not 
associated with the outcome at p<0.05 were removed. We then added the excluded variables back 
to the model, one at a time, to determine whether their inclusion improved the fit of the model. Each 
variable that improved the fit of the model was retained. Geographic region was used as a control 
variable and retained in all models. Interactions were also run between independent variables and 
poverty status.  The two-stage design of the survey was taken into account in the statistical analysis. 
STATA 10 was used for the statistical analysis (StataCorp 2007).
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3. results

kenya 

structural factors
Table 3 shows structural and process factors associated with the choice of a private or a public health 
facility for FP services among the poor (i.e., those with less than secondary education) and the nonpoor 
(i.e., secondary or higher education) in Kenya. Poor clients’ choice of a private facility over a public 
facility appears to be influenced by the presence of a trained provider at all times: private facilities that 
poor clients visited were more likely than public facilities they visited to have a trained provider always 
present (84 percent vs. 41 percent). Nonpoor clients did not differentiate between public or private 
facilities based on the presence of a trained provider. Poor clients’ choice of a private facility was also 
influenced by whether the facility had a vehicle to bring patients from their homes: 20 percent of the 
private facilities that poor clients visited had a vehicle to transport patients from home compared with 
2 percent of public facilities that nonpoor clients visited. Nonpoor clients did not differentiate between 
public and private facilities on the basis of the facility having a vehicle to transport patients from home. 
These findings show that the poor tend to select private facilities that have certain attributes.

In a number of instances, both poor and nonpoor clients had similar reasons for choosing private sector 
facilities over public sector facilities. Private facilities provided services for more days in the week than 
public facilities (five and a half days vs. five days, respectively). The waiting time at a private health 
facility was shorter than at a public health facility: for poor clients, the waiting time at a private facility 
was about 40 minutes less than at a public facility (29 minutes vs. 69 minutes); for nonpoor clients, 
the waiting time was about 33 minutes less at a private facility than at a public facility (24 minutes vs. 
57 minutes). The time taken to reach a private facility was also shorter than the time taken to reach a 
public facility: poor clients took 18 fewer minutes to reach a private facility than to reach a public facility 
(34 minutes vs. 52 minutes); it took nonpoor clients 14 fewer minutes to reach a private facility (23 
minutes vs. 37 minutes). These findings reflect the benefits that both poor and nonpoor clients receive 
from choosing a private facility over a public facility.
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taBle 3:  struCtural anD ProCess faCtors assoCiateD With ChoiCe of 
PuBliC or Private seCtor health faCility – kenya

respondents with 
less than secondary 

education
(n=379)

respondents with 
secondary or higher 

education
(n=249)

Private Public p-value Private Public p-value

 structural factors – Availability and Costs   
 of Services

  Trained provider always present 83.7% 41.2% <0.001 46.2% 60.5% 0.115

 Mean number of days services provided 5.5 5.2 0.001 5.6 5.1 <0.001

 Mean waiting time (minutes) 28.8 69.25 <0.001 24.1 57.5 0.002

 Time taken to reach facility (minutes) 34.0 51.98 <0.001 23.3 37.5 0.031

 Facility chosen is nearest to home 82.8% 78.9% 0.413 69.2% 76.6% 0.354

 Facility has vehicle to bring patients from   
 home

19.6% 2.5% <0.001 15.4% 12.2% 0.605

 Facility charges routine fees for FP services 71.0% 45.1% <0.001 97.4% 58.1% <0.001

 Facility provides financial support 55.4% 40.5 0.012 71.8% 49.6% 0.015

 All fees posted for client to see 8.6% 37.0% <0.001 30.8% 37.4% 0.452

 Total paid by clients for services received  
 (shillings)

26.6 11.7 <0.001 84.6 26.8 0.003

 Total paid by clients for services and   
 transport (shillings)

36.2 27.9 0.178 119.1 53.7 0.004

 % of clients with no transport costs 87.1% 72.8% 0.005 64.1% 53.7% 0.252

 Client is part of prepay plan such as   
 insurance

4.3% 0.4% 0.004 7.7% 8.9% 0.819

 Paid for FP services today 55.9% 60.9% 0.393 94.9% 66.9% 0.001

 Infrastructure at facility (score) 3.5 3.5 0.841 3.6 4.0 0.105

 Process factors – Interpersonal

 Privacy ensured 77.4% 80.3% 0.552 97.4% 82.3% 0.018

 Client concerns noted 93.5% 62.7% <0.001 74.4% 62.9% 0.189

 Confidentiality assured 58.1% 41.5% 0.006 38.5% 29.0% 0.268

 Process factors – Technical

 Reproductive history score 2.9 2.8 0.690 3.2 2.3 0.075

 Both weight and blood pressure taken 62.0% 60.9% 0.859 94.9% 64.5% <0.001

 Mean duration of consultation (minutes) 19.8 14.9 0.039 14.2 12.2 0.397
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In certain cases, both the poor and the nonpoor faced similar barriers to choosing the private sector. A 
routine fee for FP services was more common at private facilities than at public facilities for both poor 
(71 percent vs. 45 percent) and nonpoor clients (97 percent vs. 58 percent). Private health facilities, 
however, were more likely than public health facilities to offer financial support to both poor (55 
percent vs. 40 percent) and nonpoor (72 percent vs. 50 percent) clients. Private facilities poor clients 
visited were less likely than the public facilities they visited to have all fees posted for clients to see 
(9 percent vs. 37 percent). Nonpoor clients did not differentiate in their choice of public or private 
facilities based on whether fees were posted or not. These findings indicate that although charging fees 
is more common in the private sector, the private sector is also more likely to offer discounts to clients. 
Moreover, poor clients select those private facilities that are less rigid about their fees.

Clients paid more for FP services received at a private facility than for the same services received at a 
public facility. Poor clients paid 15 shillings more at a private facility than at a public facility (27 shillings 
vs. 12 shillings), while nonpoor clients paid 58 shillings more at a private facility than at a public facility 
(85 shillings vs. 27 shillings). At the same time, a higher proportion of the poor who visited a private 
health facility had no transportation costs compared with those who visited a public facility (87 percent 
vs. 73 percent). When transportation costs were combined with service costs, the amount paid by the 
poor to visit a private facility was not different from the amount they paid to visit a public facility. The 
amount nonpoor clients paid to visit a private facility rather than a public facility was about twice as high 
even after taking transportation costs into account (119 shillings vs. 54 shillings). These findings show 
that greater access of the Kenyan poor to private sector facilities compared to public sector facilities 
makes the overall costs of visiting them comparable to the overall cost of visiting public sector facilities.

Poor clients’ choice of a private facility was influenced by whether they were part of an insurance plan: 
4 percent of poor clients who visited a private facility were part of an insurance plan, compared with 0.4 
percent of nonpoor clients. Nonpoor clients’ choice of a private facility was not influenced by this factor. 
The level of infrastructure did not appear to influence the choice of public or private facility by clients. 

Process factors
Poor clients’ choice of a public or private facility was not influenced by providers ensuring privacy during 
the consultation. Privacy appears to be an important reason for nonpoor clients’ preference for private 
health facilities: 97 percent of nonpoor clients who visited private providers were ensured of privacy, 
compared with 82 percent of nonpoor clients who visited public providers. Poor clients’ choice of a 
private facility over a public facility was influenced by the empathy shown by the provider: 93 percent 
of poor clients visited private providers who noted their concerns, compared with 63 percent of poor 
clients who visited public providers. Provider empathy did not influence nonpoor clients’ choice of 
facility. The provider’s assurance of confidentiality regarding their visit influenced poor clients’ choice of 
facility: 58 percent of poor clients who visited private facilities were assured by the provider about the 
confidentiality of their visit, compared with 41 percent of poor clients who visited a public facility. The 
assurance of confidentiality did not influence nonpoor clients’ choice of public or private facility. 

Private providers spent more time than public providers in consultation with poor clients (20 minutes 
vs. 15 minutes). Nonpoor clients did not experience any difference in the amount of time public 
providers spent with them versus private providers. Private providers spending more time with 
poor clients, however, did not translate into the provision of better quality of care to poor clients: 
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no difference was evident between public and private providers in how thoroughly they took the 
reproductive history or the weight and blood pressure of poor clients. Private providers offered better 
quality in the technical aspects of care to nonpoor clients than did public providers: private providers 
took a more thorough reproductive history of nonpoor clients than did public providers (reproductive 
history score of 3.2 vs. 2.3, p=0.075), and private providers were also more likely than public providers 
to take the blood pressure and weight of nonpoor clients (95 percent vs. 64 percent).

Client Perceptions
Table 4 shows client perceptions of public and private health facilities in Kenya. Both poor and nonpoor 
clients reported a much higher level of satisfaction with waiting time at private health facilities. Similarly, 
all clients at private sector health facilities gave a more positive evaluation of the facility’s hours of 
service and its cleanliness than clients at public sector facilities. Poor and nonpoor clients also reported 
greater satisfaction with how they were treated by staff at private facilities compared with staff at public 
facilities. 

taBle 4:  Client PerCePtions of exPerienCe at faCility – kenya

respondents with 
less than secondary 

education
(n=379)

respondents with 
secondary or higher 

education
(n=249)

Private Public p-value Private Public p-value

Client Perceptions 

No problem with time waited 91.4% 63.0% <0.001 94.9% 61.3% <0.001

No problem with hours of service at facility 98.9% 93.3% 0.037 100.0% 87.9% 0.023

No problem with cleanliness of facility 100.0% 93.7% 0.013 100.0% 85.4% 0.011

No problem with treatment by staff at facility 100.0% 91.5% 0.004 100.0% 92.7% 0.083

No problem with availability of family 
planning method at facility

98.9% 76.8% <0.001 74.4% 71.5% 0.732

No problem with number of days services 
are available

100.0% 95.8% 0.045 94.9% 93.5% 0.764

No problem with discussion of problems or 
concerns about health with provider

92.5% 90.8% 0.630 97.4% 95.9% 0.665

No problem with amount of explanation 
received from provider

93.5% 87.0% 0.088 94.9% 91.9% 0.533

No problem with quality of exam and 
treatment received

98.9% 94.4% 0.066 100.0% 93.5% 0.102

No problem with visual privacy at facility 82.6% 91.9% 0.011 100.0% 86.3% 0.015

No problem with auditory privacy at facility 91.3% 91.5% 0.942 97.4% 86.2% 0.051
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Only the poor, however, reported higher satisfaction with certain factors at private facilities when 
compared with public facilities. Poor clients reported greater satisfaction with the availability of FP 
methods at private facilities than at public facilities (99 percent vs. 77 percent). Poor clients were also 
more satisfied with the number of days services were provided at private facilities compared with public 
facilities (100 percent vs. 96 percent). 

Consistent with findings from the observations of client-provider interaction, nonpoor clients expressed 
greater satisfaction with visual privacy at private facilities compared with public facilities (100 percent vs. 
86 percent). By contrast, poor clients reported lower satisfaction with visual privacy at private facilities 
compared with public facilities (83 percent vs. 92 percent). 

multivariate analysis
Table 5 shows adjusted odds ratios of factors associated with a FP client’s choice of a private health 
facility over a public health facility in Kenya. The main effects model explained 58 percent of the 
variation in the outcome. A FP client’s waiting time of 1 hour or less (compared to more than 1 hour) 
was associated with higher odds of choosing a private facility than a public facility (odds ratio=5.56). 
Reaching a health facility within 30 minutes was associated with higher odds of choosing a private facility 
over a public facility (odds ratio=4.32). Clients at private facilities were more likely than clients at public 
facilities to have no transport costs (odds ratio=2.87, p=0.075). Private health facilities were more likely 
than public health facilities to charge a routine fee for FP services (odds ratio=41.32). At the same time, 
private health facilities were more likely than public health facilities to provide financial support to clients 
(odds ratio=4.00). Private facilities were less likely than public facilities to post all fees for clients to see 
(odds ratio=0.25, p=0.066). 
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taBle 5:  aDjusteD oDDs ratios of faCtors assoCiateD With ChoiCe of 
Private vs. PuBliC seCtor faCility in kenya

all respondents  (n=628)

odds ratio 95% Confidence
interval p-value

  structural factors – Availability and Costs of Services

   Trained provider always present 2.67 0.75 – 9.49 0.128

   Waiting time is 1 hour or less 5.56 1.52 – 20.32 0.009

   Time taken to reach facility is 30 minutes or less 4.32 1.73 – 10.82 0.002

  Facility has vehicle to bring patients 2.90 0.49 – 17.25 0.240

  Client has no transport costs 2.87 0.90 – 9.14 0.075

  Facility charges routine fees for FP services 41.32 8.73 – 195.62 <0.001

  Facility provides financial support 4.00 1.21 – 13.24 0.023

   All fees posted for client to see 0.25 0.06 – 1.10 0.066

  Process factors – Interpersonal

  Privacy ensured 7.64 1.68 – 34.83 0.009

  Client concerns noted 2.56 0.94 – 6.96 0.065

  Confidentiality assured 3.52 1.32 – 9.38 0.012

  Process factors – Technical

  Both weight and blood pressure taken 2.32 0.84 – 6.44 0.105

  Client Perceptions of experience at facility today

  No problem with time waited 3.61 1.22– 10.65 0.020

  No problem with availability of method 3.16 1.11 – 8.96 0.031

  No problem with cleanliness at facility 10.09 1.90 – 53.63 0.007

  No problem with treatment by staff 28.99 5.40 – 155.72 <0.001

  Client Characteristics

  Client’s age 1.10 1.03 – 1.17 0.004

  Less than secondary education 3.99 1.38 – 11.50 0.010

  interactions

  <sec education X provider always present 7.65 0.92 – 63.44 0.059

  <sec education X waiting time < 1 hour 14.08 1.38 – 143.37 0.026

  <sec education X routine fees for FP 0.04 0.00 – 0.64 0.022

  <sec education X all fees posted 0.15 0.02 – 1.34 0.090

  <sec education X privacy ensured 0.13 0.01 – 1.85 0.131

  <sec education X client concerns noted 6.67 1.61 – 27.60 0.009

  <sec education X no problem with availability of method 33.64 4.22 – 268.29 0.001

R-squared was 57.8 percent for the main effects model. Model also controls for geographic region. 
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A client’s privacy was more likely to be ensured at a private facility (odds ratio=7.64). A private provider 
was also more likely to note client concerns (odds ratio=2.56, p=0.065) and to assure clients of the 
confidentiality of their visit (odds ratio=3.52). A private provider was more likely than a public provider 
to take a client’s weight and blood pressure (odds ratio=2.32, p=0.105).

Clients who chose private facilities over public facilities reported higher satisfaction with a number of 
aspects of service quality: clients at private health facilities were more satisfied with the waiting time 
(odds ratio=3.61), the availability of family planning methods (odds ratio=3.16), the facility’s cleanliness 
(odds ratio=10.09), and the treatment they received from the facility staff (odds ratio=28.99). 

Each additional year of the client’s age was associated with a greater odds of choosing a private facility 
over a public facility (odds ratio=1.10). After controlling for all variables in the model, the odds of a poor 
client choosing a private facility over a public facility were nearly four times as high. It is noteworthy that 
the unadjusted odds of a poor client’s choice of a private facility over a public facility was not significant 
(odds ratio=1.03, not shown).

We noted several significant interactions between being poor and variables associated with the choice 
of a private or public sector health facility. The odds were higher that a poor client would choose a 
private facility over a public facility because of the constant presence of a trained provider than the odds 
of a nonpoor client choosing a private facility over a public facility for the same reason (p=0.059). The 
odds of a poor client experiencing a waiting time of less than 1 hour at a private facility relative to a 
public facility were higher than the odds of a nonpoor client having a waiting time of less than 1 hour at 
a private facility versus a public facility. The odds of a private provider versus a public provider noting 
a poor client’s concerns were higher than the odds of a private provider rather than a public provider 
noting a nonpoor client’s concerns. The odds of a poor client reporting no problem with the availability 
of a family planning method at a private rather than a public facility were higher than the odds for a 
nonpoor client. 

The odds of a poor client choosing a private facility over a public facility because the facility charged a 
routine fee for family planning services were lower than similar odds for a nonpoor client. The odds of a 
poor client choosing a private facility over a public facility because the facility posted its fees were lower 
than the odds of a nonpoor client choosing a private facility over a public facility for this reason. 

tanzania

structural factors
Table 6 shows structural and process factors associated with the choice of a private or a public health 
facility among poor (i.e., those with less than secondary education) and nonpoor (i.e., those with 
secondary or higher education) clients in Tanzania. The choice of a private facility over a public facility 
appears to be governed by some of the same factors among poor and nonpoor clients. Private facilities 
that poor clients visited were more likely to have a trained provider always present than public facilities 
poor clients visited (75 percent vs. 51 percent). Private facilities that nonpoor clients visited were also 
more likely than public facilities to have a trained provider always present (75 percent vs. 41 percent).  
The waiting time at a private facility was less than the waiting time at a public facility for poor clients 
(44 minutes vs. 72 minutes) and nonpoor clients (21 minutes vs. 56 minutes). Better infrastructure also 
influenced the choice of a private facility over a public facility for both poor (infrastructure score of 4.6 
vs. 3.6) and nonpoor (infrastructure score of 5.3 vs. 3.8) clients. 
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taBle 6:  struCtural anD ProCess faCtors assoCiateD With Client 
ChoiCe of PuBliC or Private seCtor faCility – tanzania

respondents with 
less than secondary 

education
(n=894)

respondents with 
secondary or higher 

education
(n=111)

Private Public p-value Private Public p-value

  structural factors – Availability and Costs 
  of Services

   Trained provider always present 75.4% 51.1% <0.000 (75.0%) 41.0% 0.079

  Mean number of days services provided 4.2 4.9 <0.000 (5.3) 5.0 0.282

  Mean waiting time (minutes) 44.4 72.5 0.004 (20.9) 56.1 0.103

  Facility chosen is nearest to home 78.5% 92.0% <0.000 (85.7%) 87.2% 0.916

  Facility has vehicle to bring patients from   
  home

35.4% 36.4% 0.870 (28.6%) 30.8% 0.907

  Facility charges fee for FP 27.7% 0.2% <0.000 (57.1%) 0.0% <0.000

  Facility provides financial support 76.9% 64.1% 0.039 (75.0%) 59.0% 0.396

   All fees posted 6.2% 16.2% 0.032 (12.5%) 15.4% 0.835

  Client is part of prepay plan such as 
  insurance

4.6% 4.4% 0.925 (25.0%) 10.3% 0.255

  Paid for FP services today 10.8% 1.0% <0.000 (57.1%) 5.1% <0.000

  Infrastructure at facility 4.6% 3.6% <0.000 (5.3%) 3.8% 0.021

   Process factors – Interpersonal

  Privacy ensured 84.6% 80.2% 0.396 (42.9%) 82.1% 0.025

  Client concerns noted 80.0% 75.4% 0.408 (100.0%) 76.3% 0.150

  Confidentiality assured 73.8% 59.6% 0.025 (62.5%) 61.5% 0.959

  Process factors – Technical

  Reproductive history score   2.5 2.4 0.772 (2.4) 2.5 0.940

  Both blood pressure and weight taken 80.0% 39.2% <0.000 (100.0%) 46.2% 0.008

  Mean duration of consultation (minutes) 14.1 13.3 0.638 (12.5) 13.5 0.850

Figures in parentheses are based on fewer than 30 unweighted cases.

The poor and the nonpoor faced certain disadvantages of choosing private health facilities over public 
health facilities. Private sector facilities were more likely than public sector facilities to charge routine 
fees for family planning to poor (27 percent vs. 0.2 percent) and nonpoor (57 percent vs. 0 percent) 
clients. The proportion of clients who paid for family planning services at private facilities was higher 
than the proportion of clients who paid for these services at public facilities, for both poor (11 percent 
vs. 1 percent) and nonpoor (57 percent vs. 5 percent) clients. 
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Some important differences were evident in poor and nonpoor clients’ reasons for choosing private 
or public facilities. Poor clients chose private facilities over public facilities despite the private facilities 
providing fewer days of services than the public facilities (4.2 days vs. 4.9 days). Moreover, the private 
facilities that poor clients chose appeared not to be the facilities nearest to their homes: 78 percent 
of poor clients at private facilities compared with 92 percent of poor clients at public facilities chose 
facilities that were located nearest to them. Poor clients chose private facilities in which fees were less 
likely to be posted than they were at public facilities (6 percent vs. 16 percent). Poor clients were also 
more likely to get discounts on fees from private providers than from public providers (77 percent vs. 
64 percent).  

Process factors
One benefit the poor experienced in visiting private facilities was that private sector providers were 
more likely to assure the confidentiality of their visit than public sector providers (74 percent vs. 60 
percent). Another benefit of visiting private facilities, common to both poor and nonpoor clients, was 
that the facilities provided better quality in the technical aspects of care: the proportion of clients whose 
blood pressure and weight were taken was twice as high at private facilities than at public facilities for 
poor (80 percent vs. 39 percent) and nonpoor (100 percent vs. 46 percent) clients.

Client Perceptions
Table 7 shows client perceptions of public or private sector facilities in Tanzania. Poor clients reported 
a higher level of satisfaction with the availability of FP methods at private facilities than at public facilities 
(94 percent vs. 80 percent) and with the way staff treated them at private facilities compared with public 
facilities (100 percent vs. 92 percent). Poor clients also reported higher levels of satisfaction with waiting 
time (83 percent vs. 73 percent, p=0.078) and with cleanliness (95 percent vs. 87 percent, p=0.055) at 
private facilities compared with public facilities.  
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taBle 7:  Client PerCePtions of exPerienCe at faCility – tanzania

respondents with 
less than secondary 

education
(n=894)

respondents with 
secondary or higher 

education
(n=111)

Private Public p-value Private Public p-value

Client Perceptions 

No problem with time waited 83.3% 73.4% 0.078 (62.5%) 81.6% 0.234

No problem with discussion of problems or 
concerns about health with provider

100.0% 96.6% 0.134 (100.0%) 94.9% 0.513

No problem with amount of explanation 
received from provider

96.9% 95.6% 0.627 (85.7%) 92.3% 0.569

No problem with quality of exam and 
treatment received

100.0% 96.0% 0.100 (100.0%) 94.9% 0.513

No problem with visual privacy at facility 93.8% 96.0% 0.419 (85.7%) 94.9% 0.366

No problem with auditory privacy at facility 93.8% 96.0% 0.419 (85.7%) 94.9% 0.366

No problem with availability of family 
planning method at facility

93.8% 79.7% 0.006 (100.0%) 82.1% 0.194

No problem with hours of service at facility 93.8% 88.8% 0.210 (100.0%) 89.7% 0.375

No problem with number of days services 
are available

89.2% 92.3% 0.387 (100.0%) 92.3% 0.417

No problem with cleanliness of facility 95.4% 87.3% 0.055 (100.0%) 82.1% 0.194

No problem with treatment by staff at facility 100.0% 92.3% 0.020 (100.0%) 94.9% 0.513

No problem with cost for services 92.3% 95.6% 0.227 (100.0%) 100.0% 1.000

Figures based in parentheses are based on fewer than 30 unweighted cases.

multivariate analysis
Table 8 shows the adjusted odds ratios of factors associated with the choice of a private health facility 
over a public health facility in Tanzania. The main effects model explained 44 percent of the variation in 
the outcome. 

Clients’ choice of a private facility over a public facility was associated with a shorter waiting time: 
clients at private facilities had a higher odds of having a waiting time of 1 hour or less (odds ratio=3.67). 
Clients’ choice of a private facility was associated with better infrastructure: the odds ratio of the 
infrastructure score being higher at a private facility than at a public facility was 1.37 (p=0.084). Clients’ 
choice of a private facility over a public facility was associated with better quality in the technical aspects 
of care: providers at private facilities were more likely than providers at public facilities to take clients’ 
weight and blood pressure (odds ratio=8.92). Clients who chose private facilities were more likely 
to be satisfied with the cleanliness of the facility (odds ratio=5.44). Clients at private facilities were 
more satisfied with how they were treated by facility staff (odds ratio=31.52). It is noteworthy that, 
after controlling for other factors, there was no significant difference by poverty status in the odds of 
choosing a private facility over a public facility.
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Several factors were associated with a lower likelihood of choosing a private facility over a public facility. 
Clients were less likely to choose private facilities if the facilities offered services on fewer days (odds 
ratio=0.34). Clients were also less likely to choose private facilities if the facility was not the nearest 
facility to the client’s home (odds ratio=0.29). Private facilities were less likely than public facilities to 
post all fees for clients to see (odds ratio=0.22). Although clients were more likely to pay for FP services 
at private facilities than at public facilities (odds ratio=44.39), private providers had greater room for 
negotiation of fees with their clients because they did not post their fees.

Client satisfaction with the number of days services were provided was lower for private facilities (odds 
ratio=0.19). Clients were also less satisfied with the cost of services at private versus public facilities 
(odds ratio=0.30).  

taBle 8:  aDjusteD oDDs ratios of faCtors assoCiateD With ChoiCe of 
Private vs. PuBliC seCtor faCility in tanzania

all respondents (n=1005)

Odds Ratio 95% Confidence Interval p-value

 structural factors – Availability and Costs of Services

  Trained provider always present 2.13 0.72 – 6.33 0.171

 Number of days services provided 0.34 0.21 – 0.55 0.000

  Waiting time is 1 hour or less 3.67 1.48 – 9.06 0.005

 Facility chosen is nearest facility to home 0.29 0.13 – 0.64 0.002

 Facility has vehicle to bring patients 2.73 0.76 – 9.76 0.123

 Client paid for family planning today 44.39 3.49 – 564.16 0.003

  All fees posted for client to see 0.22 0.06 – 0.79 0.021

 Infrastructure at facility 1.37 0.96 – 1.97 0.084

 Process factors – Technical

 Both weight and blood pressure taken 8.92 2.82 – 28.18 <0.001

 Client Perceptions of experience at facility  
today

 No problem with cleanliness at facility 5.44 1.58 – 18.79 0.007

 No problem with treatment by staff 31.52 3.18 – 312.76 0.003

 No problem with number of days services available 0.19 0.08 – 0.45 <0.001

 No problem with cost of services 0.30 0.10– 0.94 0.040

 Client Characteristics

 Client’s age 1.00 0.95 – 1.06 0.858

 Less than secondary education 1.07 0.32 – 3.64 0.909

R-squared was 43.9 percent for the main effects model. Model also controls for geographic region. 
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ghana

structural factors
Table 9 shows structural and process factors associated with the choice of a private or a public sector 
health facility for FP services among the poor (those with less than middle education) and the nonpoor 
(those with middle or higher education) in Ghana. The factor of having a trained provider always present 
was associated with the choice of a private facility over a public facility for both poor clients (74 percent 
vs. 54 percent) and nonpoor clients (71 percent vs. 53 percent). The choice of a private provider was 
associated with better infrastructure among both poor (infrastructure score of 5 vs. 3.6) and nonpoor 
(infrastructure score of 5 vs. 4.5) clients. 

The cost disadvantage of choosing a private facility over a public facility was apparent for both poor and 
nonpoor clients. Private facilities were more likely than public facilities to charge routine fees for FP 
services to both poor (38 percent vs. 15 percent) and nonpoor (27 percent vs. 13 percent) clients. No 
difference existed in the proportion of poor clients who were provided financial support by public or 
private sector facilities. By contrast, public sector facilities were more likely to provide financial support 
to nonpoor clients (31 percent vs. 7 percent). By being part of a prepay plan, the poor were less likely 
to pay for FP services at private facilities than at public facilities (84 percent vs. 94 percent). However, 
the amount clients paid for FP services at private facilities versus public facilities was higher for both 
poor (3,621 shillings vs. 2,619 shillings) and nonpoor (3,277 shillings vs. 2,414 shillings) clients.
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taBle 9: struCtural anD ProCess faCtors assoCiateD With Client 
ChoiCe of PuBliC or Private seCtor faCility – ghana

respondents with 
less than middle education

(n=295)

respondents with 
middle or higher education

(n=316)

Private Public p-value Private Public p-value

  structural factors – Availability and Costs  
  of Services

  Trained provider always present 74.4% 53.9% 0.001 71.4% 53.5% 0.005

  Mean number of days services provided 6.0 5.9 0.720 5.4 5.5 0.414

  Mean waiting time (minutes) 36.0 29.2 0.217 31.6 23.0 0.089

  Facility charges fee for FP 37.7% 15.1% <0.000 27.1% 13.0% 0.003

  Facility provides financial support 20.5% 16.4% 0.405 7.1% 31.3% <0.000

  Client is part of prepay plan such as  
  insurance

6.5% 0% <0.000 4.8% 1.9% 0.160

  Paid for FP services today 84.4% 94.4% 0.005 97.6% 91.7% 0.063

  Amount paid for services (shillings) 3,621 2,619 0.027 3,277 2,414 0.017

  Infrastructure at facility 5.0 3.6 <0.000 5.0 4.5 0.004

  Process factors – Interpersonal

  Privacy ensured 85.7% 81.5% 0.403 90.6% 79.3% 0.020

  Client concerns noted  83.3% 73.0% 0.065 83.5% 76.9% 0.202

  Confidentiality assured 35.9% 43.5% 0.237 37.6% 44.4% 0.283

  Process factors – Technical

  Reproductive history score   3.1 3.0 0.947 2.4 2.7 0.395

  Both blood pressure and weight taken 71.4% 63.9% 0.230 69.0% 67.1% 0.750

  Mean duration of consultation (minutes) 23.0 24.0 0.689 20.0 20.4 0.845

Process factors
Poor clients’ choice of private facilities over public facilities appears to be influenced by the higher 
likelihood that private providers would note clients’ concerns (83 percent vs. 73 percent, p=0.065). 
This was not a factor for nonpoor clients. Nonpoor clients preferred private facilities over public 
facilities because private providers were more likely to ensure their privacy (91 percent vs. 79 percent). 
Technical aspects of quality of care did not influence poor or nonpoor clients’ choice of public or private 
facilities.
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Client Perceptions
Table 10 shows client perceptions of the quality of services received at public and private facilities. Poor 
clients’ perceptions of quality of care differed between the public and private sectors and influenced 
their preference for the private sector. Poor clients reported greater satisfaction with the time waited 
at private facilities compared with public facilities (99 percent vs. 87 percent). Poor clients reported 
greater satisfaction with the provider’s explanation concerning their health (99 percent vs. 93 percent). 
They were also more satisfied with the availability of FP methods at private facilities than at public 
facilities (100 percent vs. 96 percent, p=0.079) and with the hours of service at private facilities versus 
public facilities (100 percent vs. 93 percent). The only factor in which nonpoor clients differentiated 
between public or private facilities was satisfaction with cleanliness of the facilities: nonpoor clients 
perceived private facilities to be cleaner than public facilities (94 percent vs. 87 percent, p=0.079).

taBle 10: Client PerCePtions of exPerienCe at faCility – ghana

respondents with 
less than middle education

(n=295)

respondents with 
middle or higher education

(n=316)

Private Public p-value Private Public p-value

Client Perceptions 

No problem with time waited 98.7% 87.5% 0.004 88.2% 93.1% 0.169

No problem with discussion of problems or 
concerns about health with provider

98.7% 96.1% 0.268 96.4% 93.5% 0.328

No problem with amount of explanation 
received from provider

98.6% 92.7% 0.049 94.0% 93.5% 0.866

No problem with quality of exam and 
treatment received

98.7% 94.8% 0.140 95.3% 93.1% 0.472

No problem with visual privacy at facility 98.7% 97.0% 0.403 94.0% 94.9% 0.766

No problem with auditory privacy at facility 98.7% 95.7% 0.211 95.2% 94.9% 0.913

No problem with availability of family 
planning method at facility

100.0% 96.1% 0.079 96.4% 95.8% 0.813

No problem with hours of service at facility 100.0% 93.1% 0.018 95.3% 93.5% 0.564

No problem with cleanliness of facility 93.5% 94.0% 0.878 94.1% 87.1% 0.079

No problem with treatment by staff at facility 100.0% 98.7% 0.314 97.6% 94.5% 0.245

multivariate analysis
Table 11 shows adjusted odds ratios of factors associated with the choice of a private health facility 
over a public health facility in Ghana. The main effects model explained 32 percent of variation in the 
outcome. A number of factors influenced a client’s choice of a private health facility over a public health 
facility. One factor influencing a client’s choice of a private facility over a public facility was the presence 
of a trained provider at all times (odds ratio=5.34). Another factor influencing a client’s choice was 
better infrastructure at private facilities (odds ratio=1.63).
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Private facilities were more likely than public facilities to charge a routine fee for FP (odds ratio=8.99). 
At the same time, private facilities were less likely to provide financial support to clients (odds 
ratio=0.16). Clients at private facilities paid more for family planning services than clients at public 
facilities (odds ratio=1.001). Being part of a prepay plan increased the odds of clients choosing private 
health facilities over public health facilities (odds ratio=15.64). After controlling for other factors, there 
was no association between poverty status and the likelihood of choosing a public or a private sector 
facility for FP services. 

Several interactions were significant. Poor clients were more likely than nonpoor clients to choose a 
private facility over a public facility if the private facility offered financial support. Poor clients were also 
more likely than nonpoor clients to choose a private facility rather than a public facility if the facility had 
better infrastructure. 

taBle 11: aDjusteD oDDs ratios of faCtors assoCiateD With ChoiCe of 
Private vs. PuBliC seCtor faCility in ghana

all respondents (n=611)

Odds Ratio 95% Confidence Interval p-value

  structural factors – Availability and Costs of Services

   Trained provider always present 5.34 1.47 – 19.39 0.011

  Facility charges routine fees for FP services 8.99 2.67 – 30.28 <0.001

  Facility provides financial support 0.16 0.04 – 0.68 0.013

   Amount paid for family planning by client 1.001 1.00025 – 1.0033 0.001

  Client is part of prepay plan 15.64 2.59 – 94.53 0.003

  Infrastructure at facility 1.63 1.15 – 2.32 0.006

  Process factors – Interpersonal

  Privacy ensured 2.27 0.57 – 9.02 0.243

  Client Characteristics

  Client’s age 0.99 0.96 – 1.02 0.410

  Less than middle education 0.91 0.54 – 1.54 0.717

  interactions

  <middle education X facility provides financial support 5.09 1.42 – 18.24 0.012

  <middle education X infrastructure at facility 1.43 1.01 – 2.03 0.045

R–squared was 32.3 percent for the main effects model. Model also controls for geographic region.
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4. DisCussion

This is perhaps the first study that has systematically assessed poor clients’ reasons for choosing a 
private health facility over a public health facility for FP services. In addition, the study examined whether 
poor clients’ reasons for choosing private facilities over public facilities were different from nonpoor 
clients’ reasons for making the same choice. Although the study was conducted in three countries with 
different socioeconomic conditions and health systems, the findings across countries were remarkably 
consistent.

The poor were attracted to private sector facilities because of certain structural factors. The most 
important of these factors was the presence of a trained provider at all times: in all three countries, a 
trained provider was more likely to be always present at a private facility compared with a public facility. 
The waiting time at a private facility was about half an hour shorter than at a public facility in Kenya and 
Tanzania but was no different in Ghana. 

The process of care provision was somewhat better for poor clients at private facilities compared with 
public facilities. Private providers were more likely to assure poor clients of the confidentiality of their 
visit in Kenya and Tanzania. Certain technical aspects of quality of care provided to poor clients at 
private facilities were superior to those provided to poor clients at public facilities. For example, in 
Kenya, private providers spent more time consulting with poor clients than did public providers; in 
Tanzania, private providers were more likely than public providers to weigh and take blood pressure of 
poor clients. In Kenya and Tanzania, a factor that was not important for poor clients’ choice on whether 
they would visit a private or public facility but attracted nonpoor clients was the privacy offered during 
service provision at private facilities. 

What is striking is that the outcome of care—as reflected by client satisfaction with a range of aspects of 
service quality—was better across all countries for poor clients who visited private facilities rather than 
public facilities. Poor clients’ satisfaction with their interaction with clinic staff, the convenience of the 
visit, and the availability of FP methods was consistently superior at private facilities. 

Nonpoor clients shared several reasons with poor clients in their preference for private facilities over 
public facilities. For example, for nonpoor clients, the waiting time at private facilities was also half an 
hour shorter than the waiting time at public facilities in Kenya and Tanzania. Technical aspects in the 
quality of care, in terms of blood pressure and weight being taken, were better for nonpoor clients who 
visited private facilities rather than public facilities in Kenya and Tanzania. Surprisingly, however, across 
all three countries, nonpoor clients did not consistently report higher satisfaction with their interaction 
with clinic staff, the convenience of the visit, or the availability of FP methods in private clinics compared 
with public clinics. In other words, unlike poor clients, nonpoor clients did not consistently rate their 
experience at a private facility to be more satisfactory than their experience at a public facility. It is 
possible that this finding reflects nonpoor clients’ ability to extract equivalent attention from public 
providers and private providers because of their higher social status. This finding merits further 
investigation. 
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Cost appears to be a primary barrier to choosing a private facility over a public facility. Private facilities 
are more likely than public facilities to charge the poor routine fees for FP services. At the same time, 
private facilities are more likely to provide financial assistance to the poor or enable the poor to visit 
them by being part of an insurance plan. The poor also seem to select private facilities that are less likely 
to have their fees posted, which means the facilities are able to exercise greater flexibility in charging the 
poor for services. In general, the private sector’s responsiveness to poor clients’ needs appears to be an 
important force driving the poor’s choice of private facilities over public facilities.  

The study found strong empirical evidence indicating that the availability of trained providers, the 
convenience of services, the costs of services, and client satisfaction with service quality are important 
determinants of the choice of public or private facility, independent of the actual quality of services 
provided. That these factors can exert an independent influence on the choice of public or private 
facilities suggests that multiple avenues are available for interventions to increase the utilization of 
services in the public or private sectors. 
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