R S -~
RN P IR "*‘f’«i BRI HONRA Ty
%@% \.31?% 3 \}5&“ A : ) \ éf‘? \T\ &\\\ RS" S J;‘)&\ Q‘ }
X 3 g WY aa Ry ) 15 * "V --\1 / A‘ R
¥ 3% ;\;\{&\a‘?tg \ﬂ,}‘\\ﬁ}‘w‘\‘i&"d{l } ﬁtﬁ;i 1\\ «. ’ x:?.:“‘ 1*1‘3\ ,i‘ \‘v\l “h J{ ‘;.:f: ;
4 - NN, 1
l"«m ?\;&4 J {1,‘\‘%}) f, M‘%@ ,\ﬁ) gé?é‘{&&»; W %\: ‘(\{ @:l( j \?\‘\luzb ?\ 5) t \7 i \a\ \“)"v« ! (( W ' ‘n ‘(‘l“c \l .
- oy : ERN 70U ot i
fn}jﬁ}‘c “:}‘ QL“‘o\wQ’C AN NN i\ivf"‘s’a\g@‘~.\;m AN o pi RN,
A ~ i \ \ o * Ky PN e ‘ h b,
S “l ety 1 J .,.‘ﬁcnv‘k 1 + s
: &g 1;1 d’? "5;‘ QF%%( “;}(" 3«‘%1 :\\»Q)sﬁ ij‘fi,‘ JE‘H""\«W} \yx ».’{u 3 ‘3'*?\ %M g; < \""‘i’f 3\?\‘)" ‘)u‘ ""{é’ﬁ :
4 & ¥ 1t i
e R e S R
! >\,‘"{({f>‘é 6? \ Q\ e )‘& 5&& N y \ \.1( (& \ ({3\ dlb"s 'i( y\}jl’,, ¥, f } 3) “ 5 \‘%’}‘t}—‘ ra, {\ hﬂlrb
\’\’-&\\f’("t’?{:““"i})\‘w 3 Q?Ea(ie, ”N\( Y\\ J;)%\ ; cgq’:; / Z { ! d f‘h"‘\ "'m \2,(‘ H s ﬁ' ‘“‘ l"’v "4( <
“‘1’%;_,1\1\4‘: % ; """Jv’:p 23 "‘J(" DRI 2y .
i\ V‘.‘(\ Y0 \) %V Ly, Y, PJ /) X r}?, /'0;’»\6,
T U e T *f‘% .

X i &
S e b
PRGN, R 0 i ?
S0 i x i %er'ww% G
e p ;" &v ,w gl 1y ot (47 S0 H Ny ;,)ﬁ e
r v,

«’MV/S:’:’( A Jx{ﬂ, 3 ﬁ\{g Arg\\ v}v) "Y\r ’)fy 1%}{{;};}4,4\,)’,\1 T, y {l\ V,’l,u:}f 275 ,‘,g* \J}tr b 3 {
S - THE ANZIRAR FAMILY, P f; Ko
ot SRS ‘ \ Y 3 ¥,
’1:2» ¥ ,;\-%‘ ; ﬂ" ’Ng,a* , @?ﬂpr'wﬁh r« ; .« (é :
g TEUATTON ANV SIS ISTUT i -
£ 45 ST Y SL ‘é
4 i
5
) g & 5
5
7N S
3
3 s ¢
% %
f(, ,?7 \"k}\
S 3
- el ;—a ‘éﬁ) &
AR al ]
{kh ) '\ A ¥ 3
e&@ 5 K
‘"'z "?ia-
AR &
LA &
%
i &
& %
¥
o 0%
5 B A
e Shtiey
i A ¥
o
il
: o - }f: }9‘- dx f
TR EARE e
| SO * b
3 I
= )|
p
! (35
a {7 4]
: O¥ 5 h B
A b
*s 2N 'fn I
% i TANI (T
3 2 X
E2
i
s ¥ 4 ot ;
U
'.45 X
r\f? : X i
%ﬁ’" | %
b
o & ¢
& : e
Gl ;
P 14t : ] d 3 T 35 i
ﬁj;g\ ) A 3 \‘E
h/‘;’?{' & R “ :,‘{ i N kw ! $3_l b*x ) 3 A é}xx‘ O3 AR
A 2 ’.‘ *, A3 Rra \i’/{!, TR
DRI mé R A LR e
NG ég%,,& 3 %{@h‘ baalt 4 ,& BB, Y SV ‘1 ) \! LI P{7 O e iy
NGRS e j{ R u‘g&"\rg’\ MY 5505' *Sﬁ’u’ LI .,’éx,’ B CANN L5 i
40 L3 (\‘211 AR 2o \k‘,{‘r \}r}((< N ; ‘ \ ‘;.‘:r ng (‘i{})w\{)u A4 g ‘L\.,)’) )J:'l qu“ 4 1/n AR { e 3 €8
|


jmenustik
Rectangle


The Population Council

The Population Council seeks to help improve the well-being and reproductive health of current
and future generations around the world and to help achieve a humane, equitable, and
sustainable balance between people and resources The Council analyzes population issues
and trends conducts biomedical research to develop new contraceptives, works with public and
private agencles to improve the quality and outreach of family planning and reproductive
health services helps governments to influence demographic behavior, communicates the
results of research n the population field to appropriate audiences, and helps butld research
capacities in developing countries The Council, a nonprofit, nongovernmental research
orgamization established in 1952, has a multinational Board of Trustees, us New York
headquarters supports a global network of regional and country offices

This project was supported by the Population Council’s Africa Operations Research and
Techmical Assistance Project II Project No 936-3030, funded by the United States Agency
Jor International Development (USAID)
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Executive Summary

Background The Government of Zanzibar, with assistance from the United Nations Fund for
Population Activities, launched the Zanzibar Famuly Planning Project (ZFPP) in 1985 to reduce
matermal morbidity and mortality ' From the start, the Government of Zanzibar conceived fanmuly
planning services as an integral part of the overall maternal-child health (MCH) care services in
Zanzibar and established family planning services in the exasting MCH climes  Famuly planning
services expanded quickly from 6 clinics in 1985, to 76 1n 1990, to 104 1n 1995 Recently the
ZFPP mnitiated community-based distnibution (CBD) of famuly planming information and methods
The Government of Zanzibar recogmizes that services are under-utihzed Contraceptive
prevalence of modern methods in Zanzibar was estimated at 6 6 percent by the Tanzama DHS of
1992  Against this background of low contraceptive prevalence, government officials remain
concerned about the high birth rate which 1s considered to be a contributing factor to Zanzibar’s
high maternal morbidity and mortality

Objectives The ultimate objective of the study 1s to provide comprehenstve information on the
avatlability, functioning, and quality of family planning services in Zanzibar in order to plan for
the needed improvements and expansion of the program The study thus has three immediate
objectives (1) to assess the quality of care provided to clients through the ZFPP, (2) to assess the

avatlability and functioning of the program’s major subsystems, and (3) to refine estimates of staff
and equipment needs

Study Design The Zanzibar Situation Analysis covered all 104 FP service outlets on the 1slands
of Unguja and Pemba, usable data were obtaned from 100 facilities The fieldwork for the study
was carried out 1n November-December, 1994 Data were collected by eight teams, each
consisting of a nurse/mudwife and an interviewer Five data collection instruments were used

n An inventory of facilities available and services provided at each service delivery point
(n=100)

L Observations of interactions between family planmng clients and providers (n=141)

= Exit interviews with family planmng clients (n=141)

= Exit interviews with MCH clients (n=510)

]

Interviews with staff providing famuly planmng services (n=191)

Results Famuly planning services are offered in 104 of 107 MCH chnics in Zanzibar and famuly
planning visits account for 12 percent of all MCH visits in Zanzibar However, famuly planning
clients are highly concentrated i a few service delivery pomnts (SDPs) one MCH/FP chnc alone
handles 33% of the roughly 75,000 annual family planning visits and a second clinic recerves

another 20% of these visits The remaining MCH/FP chinics average 57 new acceptors and 340
revisits per annum

Zanzibar located in the Indian Ocean off the east coast of mainland Tanzama consists of two
large 1slands--Unguja and Pemba- as well as numerous small 1slands ~ While politically part of
the United Republic of Tanzama, Zanzibar maintains separate government structures and policies
1n all areas except foreign affairs defense commumcations currency and higher education
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In terms of proximuty and the hours in which services are offered, the ZFPP has succeeded in
providing accessible services to a sigmficant portion of the population More than half of famly
planning clients live within 30 munutes travel time of the SDP Ninety percent of SDPs offer
famuly planning services four or more days per week and 60 percent offer services for more than
25 hours each week

The availability of family planming services 1s promoted within the SDP  For example, 80 percent
of SDPs had at least one family planming poster Consequently, four out of five MCH clients
knew that family planming services were available at the service delivery point which they were
attending that day

Most clmics demonstrated a reasonable state of readiness to provide famuly planning services The
ZFPP’s efforts to upgrade the MCH/FP chmcs have been a success m a number of areas Over
80% have clean examunation rooms with adequate privacy and light Fully 99% have access to
sterilhzing equipment, and over 90% have specula, blood pressure machines, and stethoscopes
Nonetheless, chmc infrastructure could still be improved More than half of the SDPs have no
running water, two-thirds do not have electricity, and between 40% and 50% of SDPs are mussing
a flashlight or angle poise lamp, gloves, needles, and.syringes Almost 60% are n need of
thermometers

The majonity of family planning providers i Zanzibar are Maternal and Child Health Aides Two-
thirds of those interviewed had been trained or retrained within the last five years and more than
80 percent of staff had a supervisory wisit within three months of the survey However, a
worrisome result 1s that more than one-third of staff designated to provide MCH/FP services were
absent on the day of the interview

Pills and injectables are the most popular methods in Zanzibar (DHS, Table 4 S) and were used
by 96% of the family planning users mnterviewed Almost all of SDPs offer combined oral
contraceptives and mjectable contraceptives, but only 55% offer condoms and fewer than half
offer progesterone only pills, IUDs, or spermicides Stockouts of the offered methods are
mnfrequent

The quality of services was measured through data from observations and interviews with family
planming clients and clhime staff A key element of quality 1s a choice of methods and
comprehensive information about each method Yet providers in Zanzibar present chents with
a somewhat hmited range of methods During the consultation, pills and njectables were by far
the most commonly mentioned methods, IUDs and condoms were mentioned in about two-thirds
of the interactions and the other methods 1n fewer than half Although, in the staff interview most
staff could specify appropnate method recommendations for spacing or hmuting births, only 36%
of new users were asked about their spacing or limiting needs Reflecting the population’s
conservativé attitudes towards contraceptive use, many providers restrict who may be provided
famuly planming methods Mantal status 1s the strictest barnier for every method, over 70% of
providers will not prescribe to an unmarried woman Furthermore, between 32% and 56% of
providers, depending on the method, also require spousal consent for a prescription Half or more
of providers place age restnictions on all methods, and a quarter or more place parity restrictions
on all methods, particularly injectables, one of the most common methods 1n the program
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Over 90% of staff can mention at least one serious medical problem that should bring a pill,
injectable, or [TUD user back to the clinic for a revisit  However, many of these problems -- for
example, chest or leg pain for pill users, severe headaches for injectable users, or unusual
discharge for IUD users -- were mentioned by less than a quarter of providers Four out of five
new users were told how to use a method, but far fewer were given additional information about
advantages, disadvantages, side effects, and what to do 1f problems anise  Only about half of
revisit clients were asked if they had concerns with their method and well over half of pill and

injectable users could not name one serious side effect for which they should return to the SDP
for further consultation

The technical competence of the providers was observed to be relatively strong on some points
and weaker on others Roughly 80% of all new chients were weighed, had thetr blood pressure
taken, and were asked their medical ustory and LMP However, half or fewer had a breast or
pelvic examunation or were asked about unusual bleeding, pelvic pain, or discharge

Of the procedures that did take place - pelvic examunations, TUD insertion/removals, and
injections - most measures of quality were followed by the vast majonty of providers An area
which requires improvement are practices which promote sterility 43% of providers did not wash
thewr hands before pelvic exams (half of those SDPs did not have running water), and 23% did not
disinfect the site of injecttons

Because 40 percent of all family planning chents are breastfeeding a child, it 1s important that
providers give correct advice to these clients Only one-half of clients were asked about their
breastfeeding status (although the provider may have observed other women feeding their child)
Two-thirds of providers would advise the chient to continue to breastfeed and use a family
planning method--etther the progesterone-only pill or another method

Dissemmation The results of the Situation Analysis Study were disseminated at a semnar in
Zanzibar 1n August, 1995 to the semior offictals in the Mimistry of State Planming (the Principal
Secretary chaired the seminar) and Health, Women, and Children Affars, all the MCH/FP
coordinators, coordinators of population programs n other minstries, namely education and
planning, donor representatives (UNFPA, WHO, UNICEF), sentor MCH/FP programme staff,

members of the Famuly Planming Adwvisory Commuttee, and midwives and interviewers who
participated 1n the study

Even before this dissemination meeting, the results of the inventory mnvoked an immediate
response from the Government of Zanzibar  Since the completion of the Situation Analysis Study,
the MCH/FP unit has been purchasing and distributing the mussing equipment, including torches,
gloves, needles and syninges IEC activities have been ntensified, planning for refresher and
newcomers courses are underway, and quality of care indicators, based on the measures collected

through the Situation Analysis, are being developed to momntor and evaluate future program
performance

The results have also been used to plan the next phase of the ZFPP which will be a broader based
reproducttve health, family planming, and safe motherhood programme There are plans to
collaborate with the AIDS Control Programme to educate MCH/FP service providers on the
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preventive measures agamst STDs including HIV transmussion Management and supervisory
courses for the MCH/FP supervisors have also been mcluded in the next phase of the programme

Programmatic recommendations

1 The MCH/FP policy should be translated mto Kiswahilt and enough copies made
available to service providers

2 Infrastructure Efforts should be made 1n collaboration with the local authorities and
departments of water and electricity to ensure that water and electricity are available
mn the climics The concerned mumstry staff (MOH) should mitiate this i their
respective areas and the programme should follow up

3 Equipment Regular monitoring of the climces by the MCH/FP supervisors is necessary
so that the needed equipment can be procured, supplied from the warehduse or re-
distributed

4 Contraceptive mix The programme should procure adequate supplies of the various
methods available e g progesterone only pills, i order to have a wide range of methods
available at all SDPs More emphasis should be directed towards introduction of
Norplant’, promotion of IUCDs and availability of VSC facilities for those who need
them

S Staff traming Service providers need to be updated through refresher courses to enable
them to give miore information to clients and counsel them effectively

6 IEC matenials and activities

° Relevant culturally sensitive IEC materials ought to be produced and
distributed

® MCH clients attending clinics need to be actively motivated, counselled and
given moral support as 1t has been found that 70% of them do approve of use
of FP methods

Future plans Conduct further operations research to

1 mvestigate the demand for family planning 1n the catchment areas of SDPs
which have a lugh volume of clients and those with a low volume to address the
question of whether supply factors such as the quality of services are predictors
of service utilization

1 determune the roles and contribution of the CBD agents in FP motivation
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I BACKGROUND
A Demographic Characteristics and Government Policies

Zanzibar, located 1n the Indian Ocean off the east coast of mainland Tanzana, consists of two
large 1slands, Unguja and Pemba, as well as numerous smaller islands While politically part of
the United Republic of Tanzania, Zanzibar maintains separate government structures and policies
in all areas except home and foreign affairs, defense, communications, currency and higher
education Admimstratively, Zanzibar 15 divided nto five regions (three in Unguja and two n
Pemba) and ten districts (six in Unguja and four in Pemba)

According to the 1988 census, the population of Zanzibar was estimated at 640,578, roughly 60
percent ive on Unguja and the remaining 40 percent on Pemba The current total population 15
estimated at 800,000 (1995) The population 1s almost entirely Muslim  Approximately 60
percent of the population lives 1n rural areas while the urban population 1s concentrated mostly
around Zanzibar town and three smaller towns of Mkoani, Chake and Wete 1n Pemba Island

The country's population growth rate was estimated at 3 percent by the 1988 census, compared
to 2 7 percent reported 1n the 1978 census The total fertility rate 1s variably estimated at 6 6 or
7 2% The TFR 1s high, irrespective of which of these estimates 1s selected Zanzibar's high
fertility rate 1s perceived to be one of the major contnbuting factors to the country's high maternal

mortality and morbidity rates Current estimates for maternal deaths 1s reported to be 300 per
100,000 live births *

The clear trend of a rising population gn%wth rate with 1ts consequent impact on social services,
employment and education, 1s exacerbated by the fact that the population of these 1slands 1s very
young, with about 47% under 15 years of age It 15 estimated that by the year 2000, Zanzibar's

population will be close to one mullion at the current growth rate, which s tugher than the rate of
growth of the economy

The government of Zanzibar constders these rates of maternal deaths unacceptéble and has
mitiated specific policies to address the problem For example, a specific policy for maternal and
child health/family planmung (MCH/FP) was approved in 1992 (The policy 1s currently awarting
ratification by the house of representatives) The policy lists activities to be undertaken to
improve MCH and FP services In additiif to the broad objectives of increasing contraceptive
prevalence from 5 to 15 percent and awareness from 20 fo 50 percent, the policy statement
contains some explicit guidelines for the family planning program  Theyare to

. ensure that family planming services are available at all health facilities,

“Tanzama Demographic and Health Survey 1991 - 1992 Prelimunary Report " Bureau of Stalistics
Planning Commussion Government of Tanzama and Macro International July 1992

Statistical Tables for llealth Planners and Admimstrators Minstry of Health Statistical Unit March 1989

Womcn and Children in [ansama A Situation Analysis UNICEL Country Office 1991
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® maintain at least three health workers trained in family planning services at each
Primary Health Care Umt (PHC Unnt),

. provide afternoon famuly planning services at health facilities to avoid
overcrowding,
° follow up famuly planning dropouts using Traditional Birth Attendants and famuly

planning providers,
° establish community-base distribution systems for selected modern methods and

] surgical sterilization services (tubal higation and vasectomy) should be made
available for those who need them at all health units that have the necessary
facilities and staff

B Structure of the Government Health System

The health delivery system 1in Zanzibar 1s compnsed of four General Hosptals, four Primary
Health Care Centers (formally known as cottage hospitals), five Specialist Hospitals and 113
Primary Health Care Umits (formally known as dispensaries), which are staffed mostly by health
assistants and MCH Aides These umts provide basic preventive and curative services Of the
113 Primary Health Care Umnits, 107 offer MCH services, and 104 of these have imntegrated
MCH/FP services Health services are well distnibuted in Zanzibar 1t 1s estimated that 90 percent
of the population lives within five kilometers of a health facility The following table shows the
type, number and location of health facilities in the country

Table 1- Type, number and location ?f health faciities in Zanzibar

" Location | Pnmary Health | Health Units providing General Specialist Primary Health . “
Care Units MCH/FP services Hospitals Hospitals Care Centers
" Unguja 66 58 1 3
Pemba 47 46 3 2 2
Totals 113 104 4 5 4

Maternal-Child Health and Family Planning (MCH/FP) Services

MCH services started in 1965 mainly 1n urban areas, with mobile teams and midwives serving
some rural areas It soon became obvious that the rural areas needed more services on a more
regular basis Beginning i 1979, n response to this need, the government of Zanzibar introduced
the MCH Audes cadre of health workers in the provision of MCH services

Organized family planning services began in 1985 when the United Nations Fund for Population
Activittes (UNFPA), provided financial assistance for the implementation of the Zanzibar Family
Planning Project (ZFPP) The first phase of the project (1985-1989) focussed on two objectives
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The first objective was awareness creation and enlisting official support for the program The
project's second objective was ambitious to recruit about 40% of women of reproductive age
(WRA) into modern contraceptive practice During the second phase (1990/93) emphasis was
placed on staff training, strengthening the physical nfrastructure and improving management
systems A third project phase 1s under consideration, during which the emphasis will be on
strengthening the Safe Motherhood Imtiative and integrating 1ts activities with those of the family
planning program  Attention will also be paid to community mobilization through intensified IEC

and CBD activities and on improving the quality of MCH/FP services at the SDPs and in the
community

Famuly planning services in Zanzibar have expanded quickly, from 6 clinics in 1985, to 76 1n 1990,
to 104 1n 1994 In addition to the clinic-based family planning services, the Zanzibar Famuly
Planning Project has recently imtiated commumty-based services, mostly through TBAs or
satisfied users, trained either by MCH Audes or centrally through the project

From the mitial stages, family planning services were an integral part of MCH care, and 1t 1s
estimated that nearly 97 percent of MCH facilities currently have a fanuly planming component
Only 12 MCH facilities currently do not offer FP services regularly, and 1t 1s believed that these
facilities lack trained staff The delivery of FP, however, 1s limuted by the fact that daily MCH
climcs reportedly are held at only about 60 percent of the facilities, while most of the rest are said
to hold these clinics 1n fewer than five days a week and at times only once per week

The success of these early activities generated interest in FP and MCH services among other
funding agencies GTZ has been implementing a comprehenstve family health project in Pemba,
with an important family planning component In addition, DANIDA has been supporting a
Community Based Health Care Program (CBHC) aimed to take services closer to rural
populations, and UNICEF has been supporting TBA and MCHAs traiming and proviston of some
MCH equipment to the clinics through the Chuld Survival Protection and Development (CSPD)
programme Save the Children Fund, UK provided an MCH advisor A techmcal review of the
Family Planning Programme conducted 1n February 1993 identified the following strengths

] Famuly planning services had been successfully integrated into MCH

. SDPs had at least one trained famuly planning provider

. SDPs had the basic equipment needed for the provision of FP services
e ' No stock-outs were noted

* SDPs physical infrastructure was n good repair

Weaknesses noted in the same evaluation report are as follows

N A Mandara PM Riwa and A T Kapesa Technical review of the Zanzibar lamuly Plannung Program
URT/90/P03 (1993)
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L Due to lunited case load of IUD clients 1n rural areas, providers in such areas are
losing TUD msertion and removal skills

° Even though services are said to be integrated, linkages between them are still
weak

L Staffing shortages, particularly within the MCH Audes category (the main FP
providing group), act as a barnier to service delivery

° Follow-up mechanisms are not adequately in place

] Lack of MCH/FP or general public health traimung among MCH Coordinators and
lack of supervisory tools weaken their supervisory capabihity

° Aspects of the logistics and IEC need to be strengthened
I THE PROBLEM AND STUDY JUSTIFICATION

The Government of Zanzibar 1s concerned that, in spite of the long list of program strengths listed
above, family planning services are underutilized Contraceptive prevalence of modern methods
in Zanzibar was estimated at 6 6 percent by the TDHS of 1992 Underutilization 1s even more
acute 1n rural areas In Zanzibar town, the prevalence rate in 1988 was recorded as 10 4 percent,
compared to 4 1 percent in rural Unguya and 1 7 n rural Pemba’ More recent estimates show
some shght improvement Of the 11,393 current users from the six districts in Unguja in 1992,
75 percent were from the urban town district In Pemba nearly all of the current users in 1992
were from the largest city, Wete®

The differential contraceptive prevalence rates noted above suggest differences in service
conditions between rural and urban areas, either 1n terms of service availability, functiomng and
quality, or n terms of the demand situation, or both Keen to increase contraceptive use 1n the
low prevalence areas, but unsure about which of the two reasons 1s the mam obstacle, the
Zanzibar Family Planning Project requested for assistance from the Africa OR/TA Project II to
conduct a situation analysis study to obtam more comprehenstve mnformation on the strengths and
weaknesses of the program Additionally, 1n the third phase of the Zanzibar Family Planning
Project, activities will focus, among other things, on improving quahty of MCH/FP services In
order to do this effectively, the quality of existing services needs to be assessed to know where
the improvements are needed Also planned for the third phase 1s the increased use of CBD
agents for family planning services However, the quality of services being offered by the various
categories of agents currently operating in the country 1s not known Findings from this study
clarify this 1ssue A pertinent question to be addressed by the study 1s what factors differentiate

6 Tanzania Demographic and Health Survey 1991-1992 Ibid

4 Statistical Tables for Health Planners and Admnistrators Minstry of Health Statistical Ut 1989 Table
F11p96

8 Technical Review of the Zanzibar Family Planning Programme fbid
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the active urban SDPs from the nactive rural facilities? Does the answer lie in lack of demand
1n the more conservative rural areas, or better quality and more acceptable services in urban areas?

III STUDY METHODOLOGY
a Objectives

Ultimate objective

The ultimate objective of thus study 1s to provide comprehensive information on the availability,

functioning and qualty of family planmng services in Zanzibar 1n order to plan for the needed
improvements and expansion of the program

Immediate objectives

° Assess the quality of care provided to clients through the ZFPP clinics
® Assess the availability and functiorung of the programs major subsystems
* Refine the estimates of staff and equipment needs

b Data collection

Five data collection instruments originally developed by the Population Council and adapted
by the programme were used The nstruments were

1 Inventory of facilities available and services provided at the service delivery
pomnt (N=100)

1| Interview schedule for staff providing family planming at the service delivery
pomt (N=191)

111 Observation Guide for interaction between consenting family planming clients
and service provider (N=141)

v Exit interview (questionnaire) for family planming clients attending the service

delivery pomnt who had been observed by a nurse observer (researcher) 1n the
consultation room (N=141)

v Questionnaire for female MCH clients attending the service delivery pomnt
(N=510)
Sources of data
I All staff providing FP services at the SDP




11 All services statistics and the available commodities at the SDP

t

111 All new family planning clients

v A random sample of revisiting FP clients

v A random sample of at least five MCH clients 1 every SDP
Advance Preparations

A group of eight semor nurse midwives with family planning training paired with a similar
number of social scientists were selected as researchers The sixteen researchers attended a
10 days tramming workshop conducted by the programme, with assistance from one resource
person from ‘the Population Council and two tramers 1n the research methodology who teamed
up with the principal mvestigator

During the traming workshop (which began on 15th November 1994), the researchers were
introduced to the SAS methodology and reviewed contraceptive technology and the data
collection mstruments Their roles were explained and they were cautioned on the need for
good quality data collection Following practise mterviews done through role playing, the data
collection mstruments were field tested A few changes 1 wording and formatting were made
in the mnstruments following the recommendations drawn from the field experience

Eield Work

The field work was scheduled to last for three weeks beginning early December and to end on
23rd December 1994 jus: before Christmas A total of eight teams was formed Each team
consisted of a social scientist (interviewer) and a nurse observer with one of the trainers
(principal 1nvestigator) leading two teams and the other tramners leading three teams each

Each team visited one clinic and therefore eight clinics were being covered 1n a day The
principal investigator was responsible for coordinating the comprehensive planmng of daily
routes, logistics, timing and arranging report giving sessions every evening

During data collection, one person from each team would ensure that all the logistic
requirements for the team were 1n place for the following day These requirements included
the questionnaires, breakfast and packed Iunch, and knowledge of the car number assigned for
the group/team Early in the morning, depending on the distance to be covered, the team
would leave the residential hotel to the clinics assigned, dropping two members at each climc
and the car would remain with the members at the furthest climic  The objective was to reach
the SDP before the official opening time of 7 30 am The nurse observer would mainly
observe the provider-client mteraction and hand over the client to the interviewer who would
be outside the climc erther interviewing a female MCH client or observing other aspects Later
during the day, usually at the end of the working day, the nurse would do the inventory and
the social scientist would mterview the service providers All the completed questionnaires
would be handed over to one of the trainers leading the team or an assigned person to check
for accuracy and completeness before leaving the SDP  The assigned person or team leader

I



(tramner) would have written notes to present in the evenung sessions  All 1ssues including
administrative matters would be sorted out and put in order gach evening before moving to
new clinics the following morming The eveming session was also a venue for announcing
changes, for example 1n routes or clinics to be visited

c Sampling

This study covered all the clinics providing family planming services on the islands of Unjuga
and Pemba so as to obtain comprehensive information from every climc  Therefore, no
sampling was done Although all 104 clinics were visited 1n the study, four were left out of

the final analysis due to some missing instruments Therefore, results are presented for 100
SDPs

d Data processing and analysis

Data entry and cleaning were done in Zanzibar Two statisticians were 1d¢ntified 1n advance
and atiended the training workshop of the researchers so that they would get acquainted with
the instruments They also participated 1n the field testing of the instruments and first week
of field work A member of the staff from The Population Council office in Nairob: trained
them 1n the use of Ep1 Info for data entry, management of questionnaires and data entry
procedures The 1mtial frequencies were done 1n Zanzibar and later data analysis was done
in Nairobr (in May 1995) by the Principal Investigator®

e Dissemmnation of study results

The preliminary study results were disseminated by the Principal Investigator at a seminar
organized by the programme on 17th August, 1995 The seminar was well attended by the
semior officials from the Mimstries of State Planning, Heal{:h, Education, Women and
Chuldren's Affairs, all MCH/FP coordinators, the senior programme staff, some of the nurse
observers and interviewers, the donor commumty, (SCF, UNFPA, WHO, UNICEF), some

members of the advisory commuttee and a representative from the Nairobi Population Council
office

This final report will be distributed to the programme field staff, all interested parties,
population researchers and relevant donors This 1s a very useful study for the programme and

MOH because 1t has yielded much valuable information, some of which has already been
utilized

The involvement of ZFPP staff 1n the techmucal aspects of the study was received very

postuvely by the project as 1t contnbuted to building capacity and capability in data
management within the project




RESULTS
Activities and chents at the SDPs
Family planming services

Famuly planning services in Zanzibar are offered as an integral part of the MCH services In
the, mud 1980s there were about 50 MCH clinics  Since then, the government has been
expanding the MCH
services to other areas
which were not yet
bemng served Whenever
a clinic was opened, the
programme made sure 100
that a FP service outlet
was established, thus
ensuring MCH/FP
mtegration The total
number of MCH/FP
mtegrated cliics has
now reached 104 (97
percent) out of a tetal of
107 climcs The rate at
which integration has
been undertaken 1s quite
impressive, with an
mcrease  from  six
mtegrated clinics in 1985 to 76 1 1990 and 104 by December 1994 (figure 1)

Fig 1 Family planning service outlets
Total MCH chinies = 107

120 —

ol
o
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# of MCH/FP mtegrated olintos

1985 1986 1987 1988 1989 1990 1891 1992 1993 1994
O

Chnlc records OfMCH/FP visits to the L ]

facility were examuned for the previous Fig 2 Total visits by type
12 month period, or the longest child welfare
continuous period possible These so%

records showed that FP client visits
constitute only 12 percent of the total
MCH/FP visits The majornity of the
visits are for child welfare (60 percent)
and antenatal services (28 percent)

Notably, there are no formal records
of postnatal visits Thus 1s an area of
service to be looked at in the next 12% %
phase of the program
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The FP chent load wvanes
significantly among the SDPs, as
shownm figure 3 One third of the
FP clients are served by one SDP,
another 20 percent by a second
SDP, nine percent by three SDPs
(each serving two-four percent of
the total), and the remaing 90
SDPs serve only 38 percent of the
clients (each serving <two percent
of the total) The two cliucs that
are serving 53 percent of clients are
both urban cliics, which 1s not
surpnising as family planming
acceptance 1s highest in Zanzibar

Fig 3 Distribution o‘fall FP clients among SDPs
(n=95})

1 SDP servos
33%

3 SDPs sorve
9%

90 SDPs ncrvo § '..
38%

town There 1s now a need to determine the reasons for such discrepancy insutilization rates
among SDPs, as there could be important policy implications from these findings It 1s

planned to conduct a follow up study to
look at the catchment areas of high and
low utihzation SDPs to assess the
relattve 1mportance of supply and
demand 1ssues and shed some hght on
this phenomenon

Accessibility of Services

Accessibility to services for clients 1s
affected by many factors Clinic opening
times, hours that services are offered,
distance to the clinic, etc are measures
of how easy or difficult 1t 1s for clients to
obtain services

As shown 1n figure 4, most clinucs (70)
offer services five days a week
However, some climecs (20) offer
services for four days a week and the
other seven clinics offer services less
than four days per week, which 1s
contrary to the MCH/FP policy requining
that FP services be offered for five
working days a week Over one third of
the SDPs offer FP services for 26-35

Fig 4 Days per week FP services are offered
(n=97 SDPr)
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hours per week (figure 5), with a range from 8-15 hours/week to more than 36 hours/week
amongst the various clinics

roughly a 1/2 hour lapse between Fig 6 Timo lapss between official opening time

dth
official opemng time and the start of and the start of FP services

FP services This 1s understandable, 25
due to the preparatory activities for 20
service delivery, such as boiling,

cleamng, ordering items, etc £ 45 -]
However, beyond 30 minutes to one “
hour s certamly too long It was £ 4q ]
observed that more than half of the  ®
SDPs start offering services more 5
than Y% hoyr after the official opening

time (7 30 am) In 15 SDPs, the time
lapse was more than one hour Long
waiting time may act as a barner to
service and hence discourage some clients from visiting the respective SDPs

mmediats up to 1/2 hour 1/2to 1 hour over 1 hour

Eighty-five percent of the FP clients walk to the clinic, mine percent use public transport, one
percent use a personal car, and five percent use other means, including bicycle, motorbike,
boat or ifts Although most clients
walk, figure 7 shows that over half of
the clients live within % hour travel
time from the SDPs, 25 percent 60%
within %2 - 1 hour, 15 percent take
between 1-2 hours to travel to the
SDP, and two percent require more
than 2 hours of travel time The time
it takes for a client to reach a clinic
can be an important factor in whether
she will utilize services  These o
findings indicate that, in general,

]
Fig 7 Travel ime to SDP for FP clients
(a=141)
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respondents lived within a reasonable 0% e T — T 2":'1-—
distance from the SDP = 1/2 hour 0 1 hour ours ours +
MCH and FP client profiles

Famuly planning clients are on average slightly older than MCH clients, with a mean age of
28 7vs 26 6 They also have higher parity, with a mean of 4 2 living children as compared
with a mean of 3 2 for MCH clients Figure 8 shows that FP clients tend to have higher levels
of education than MCH chients 46 percent of FP clients have attended secondary school as
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compared with 26 percent of MCH
clients While 22 percent of MCH
chents have no formal education,
only 10 percent of FP clients have
never attended school
Consequently, literacy rates are
higher among FP clients, with 70
percent able to read and write in
Kiswahili as compared with only
52 percent among MCH clients
This raises the issue of the link
between education and
contraceptive use  There are
several factors which could be
contributing to an association
between education and
contraceptive use among Zanzibari

Fig 8 Education among FP and MCH clients

quasanic

basic

sccondary -+

Y EIY IR
BE 8, cavndi LB %

e

0%

MCH clients (N=471)

10% 20% 30%

T 1
409% 50%

[T] PP clicnts (N=141)

women Higher rates of employment, greater concern about costs of raising children as
opposed to the benefits of large numbers of chuldren and delay in starting childbearing among
educated women may contribute to their huigher preference to use contraception

Of the 141 FP clients observed and interviewed, almost three-quarters were revisit clients,
about one-fifth were new clients and the remaining 6 percent either had problems, wanted to
change methods or discontinue FP The pill and injectables dominate the method mix among

FP clients, with 58 percent using the
combined pill, 39 percent 1njectables,
and the remaiming four percent using
either the IUD, condom or
spermicide There seems to be an
increase i injectables at the expense
of pills In the previous years, more
clients were using pills (about 75
percent) and very few were using
other methods, including
mjectables' This study shows that
injectable use has increased IUD
use on the other hand 1s not
increasing, and use of condoms and
spermicides appears quite low,
though this can be partially attributed
to the fact that the distribution of

Fig 9 Approval and use of FP by MCH chients
(n=504)
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these methods 1s often not recorded

The majornity of the MCH clients (72 percent) know the combined pill and 55 percent of them
know about njectables, the two most widely used methods 1n Zanzibar (Table 2) Thirteen
percent of MCH clients have used the pill and four percent were using at the time of the
study Four percent of MCH clients had expenence with the injectable and two percent were
current users Notably, only one thurd of the MCH clients know about the IUD (loop) The
use of the IUD in Zanzibar 1s thus very low amongst them Education on all available FP
methods should be emphasized so that the clients can have a wider choice This may increase
the use of the other less known methods

Table 2. MCH chents’ knowledge, ever and current use of FP methods
( percent of the total sample, N=510)

method knowledge ever used ::urrently using
pill 72% 13% 4%
UD 33% 1% 2%

" mjectable 55% 4% 2%
condom 25% 2% 6%
spermicide 5% 0 0
eNFP 7% 2% 6%
breastfeeding 2% 1% (not asked)
traditional 6% 4% 6%
other 4% 0 0

The contraceptive prevalence among MCH clients 1s seven percent for modern methods and

6 percent for traditional methods and/or natural family planning This 1s comparable to the
1992 DHS finding of a contraceptive prevalence of six percent for modern methods among
married women mn Zanzibar Of these 36 current users, the majority (72 percent) cite the SDP
where they were mterviewed as their source of supply, eight percent are supplied at a
hospital, and the remaining 19 percent mentioned other sources

When chents were asked if they wanted more children, 74 percent of FP clients said yes while
87 percent of MCH chents indicated that they wanted more children MCH chents were
asked when they would like to have their next child The majonty (72 percent) would hke
to wait more than one year, while only eight percent would like another child immediately and
three percent would like to wait less than one year Though current contraceptive prevalence
1s low, these numbers indicate that there 1s potentially unmet demand, as a large number of
women would like to wait some time before their next pregnancy and birth
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While 83 percent of FP clients can discuss famuly planning with their partners, only 48 percent
of MCH clents state that they can do so When MCH clients were asked about their
perception of husband’s approval of their use of FP, 48 percent indicated that their husbands
did approve Twenty-nine percent responded that thewr husbands did not approve of their use
of FP methods, and this may be a factor 1n their non-use of modern FP methods Twenty-
three percent did not know whether their husbands approved or not

Among FP chients, 46 (33 percent) have expenienced an unwanted pregnancy Forty of those
women (87 percent) went along with the pregnancy nonetheless Three (7 percent) attempted
to terminate their pregnancy, and of these three, two succeeded and one failed Three (7
percent) did not want to declare what they did Among MCH clients who are not using FP,
128 (27 percent) have expenenced an unwanted pregnancy, 120 (94 percent) of those women
went along with the pregnancy, while 7 (5 percent) attempted to terminate their pregnancy
Three of these succeeded and four falled One did not want to declare what she did These
women who are not using FP methods but attempt to terminate their unwanted pregnancies
should be strongly advised to practice contraception as that 1s the safest option Termination
of pregnancy 1n countries like Tanzania where 1t 1s 1llegal 1s very unsafe, and pregnancy-

related illnessgs are one of the major causes of death among women in Zanzibar and other
developing countries

Almost all of the FP and MCH chents had heard about AIDS (99 percent and 98 percent,

respectively) 88 percent of FP clients said that they can discuss AIDS waith their partners,
while 97 percent of the non users said yes to this

13
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Functioning of the SDP subsystems

Vanous subsystems of the SDP were examined to assess the readiness of the SDP to deliver
quality services Findings are presented 1n six broad categories 1nfrastructure, equipment
and physical facilities, staff availability, experience and traming, IEC maternials and activities,
contraceptive supplies and logistics, management and supervision, and record keeping and

reporting

Infrastructure, equipment and physical facilities

The SDP infrastructure was assessed
i terms of having certain qualities
and facilities The facilities examined
were the avallabiity of runmng
water, electricity, waiting rooms and
toilets available for the clients The
examunation rooms were also
examined to find out if they had
certan selected qualities Figure 10
shows the findings in terms of
infrastructure found at the SDPs The
majonty of the SDPs had waiting
rooms (89 percent), 61 percent had
chients’ toilets, 45 percent had running
water and 36 percent had electricity

Fig 10 Infrastructure available on day of visit
©=99)
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The availability of water 1s extremely important to enable the staff to mamtain aseptic

conditions and general cleanliness at
the SDPs Likewse, the availability
of electnicity for boiling of
mstruments 1s an important factor m
maimntaming aseptic conditions The
lack of either water or electricity can
compromuse the ability of the SDP to
provide quality services to its clients

As shown in figure 11, most
examination rooms (>80 percent)
had audrtory and wisual privacy,
cleanliness (“clean” means at the
start of the day, floors swept and
mopped, no dust on window sills and
tables) and adequate hght (defined as
functioning electric light or sufficient

Fig 11 exammation room facihties
(@=99)

0% 20% 40% 60% 80% 100%
9% of exam roome with listed quality

14

ih



11

natural light) Only 56 percent were found to have adequate water (defined as a suflicient
quantity of clean water for washing hands and equipment)

MOSt of the SDPS had the e .

essential  equipment  for Fig 12 % of SDPs missing necessary equipment
service provision These (n=100)
equipment include thermomotor 8%
h nosdles
examination couches, dsep gloves
sterthzer or other sterihizing non dusp glovos
syringos
equipment, blood pressure floshlight/angle powe lamp
machme, weighing scales, sc1sxors
stanlizing solution
specula, uterine sounds and nosther diep os non duep gloves
tenacula However, figure 12 tonacula
indicates that many SDPs are uterina sound
tpecula %
mussing important pieces of stothoscopo ~JT%
equipment The lack of woighung scale “REN%
aexam couch %
flashhght or angle poise bp machime —JS%
lamps, scissors, adequate stertlizer -} , : , : ,
sterihizing  solution, gloves, 0%  20%  40%  60%  80%  100%
needles and syringes are % of SDPs missing

I
significant 1mpediments to
the provision of efficient and

quality services Some corrective measures have already been undertaken 1n response to the

noted lack of some important equipment For example, flashlights, syringes, gloves and scales
have been procured and distributed

Staff availabiiity, expertence and training

Staff avaability Only 64 percent (183/287) of the MCH/FP staff (all cadres) assigned to the
SDP were found on duty on the day of the study Of all the cadres found on duty, Maternal
and Child Health Aides (MCHAS) were the majonity and they are also the mam service
providers at the SDPs  The total number of MCHASs who were expected to be on duty was
170, but 56 of them (33 percent) were found to be absent on the day of the visit The reasons
for absence were not determined, but among the possibilities are that some of them were on
leave, sick, off-duty, or had gone for further traiung If most of them were on leave, then
leave rosters can be improved so that fewer are off duty Ideally, there should be 25 percent
or less to be on leave or absent for the reasons given above so that services are not affected
Nurse-mudwives and health orderlies form another large group after the MCHAs 1n FP service
provision Therefore, they should be considered for tramming in FP provision as a second
priornty group
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Table 3 Staff on duty and absent on day of visit, by type

Designation # on duty # absent total
Doctor 0 1 1
Asst Medical Officer 0 2 2
Med Asst 13 8 21
Semor Nurse Midwafe 21 19 40
MCH Aide 114 56 170
Public Health Nurse A 0 ) 2
Public Health Nurse B 5 4 9

_ Medical Health Asst. 15 2 17
Medical Health Orderly 13 10 23
Dental Asst 1 0 1
Pharm Aux 1 0 1
Totals 183 104 287

ih

b Staff training Sixty-seven percent of the MCHAs were trained in FP between 1991 and
1994 The MCH/FP tramming policy puts emphasis on inservice traimng, including refresher

courses (at least once every 2-3
|

years) when necessary Forty-
four percent of them were
trammed more than three years
ago and would therefore need a
refresher course anytime from
the beginming of 1995 onwards
There 1s a discrepancy between
theoretical and practical traiming
While over 90 percent of the
staff have received theoretical
traming 1n all methods except
Norplant® (which 15 not
currently being provided), the
practical training i VSC 1s zero
and low for the IUD (msertion
and removal), diaphragm and

Fig 13 % of Staff providing methods n last three months
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natural family planmng There 1s
a need to expose the trainees to
practical training to improve their
skills 1n providing these methods

Staff expenence Most staff (>80
percent) provided the commonly
avatlable and used methods
(combined pill and njectable) to
chents in the previous three
months (figure 13) Of the 189
staff providing FP services, 128
(68 percent) had been providing
services In the range of 3 years to
over 9 years (figure 14) Only a
third had less than three years
experience 1 FP  service
provision

IEC materials and activities

Tig 14 # of years staff have been providing TP
(a~=189)
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As shown 1n figure 15, there 1s a hmuted supply of IEC maternals in the SDPs apart from
posters and contraceptive samples, which are available in more than 3/4 of all the SDPs

Since many chents (more than 50
percent of MCH clents) are
literate 1n Kiswaluili, leaflets mn
Kiswahili could supplement the
limuted number of IEC matenals
available at the SDPs

Almost 2/3 of the SDPs visited (63
percent) did not hold health talks
on the day of the visit Of the 36
SDPs that did hold health talks,
less than 1/3 of them (11) included
family planmng in thewr health
talks It 1s advisable that health
talks including family planning be
given more frequently in order to
motivate MCH clients and the
general public to use modern
contraceptive methods

Fig 15 IEC materials available at SDPs
(n=100}
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Contraceptive supplies and logistics

The commonly used contraceptives are
available 1n the SDPs, with the
combined pill available in 98 percent of
the SDPs and injectable offered at 91
percent However, there 1s a hmuted
availability of progestin only pills,
which 1s one of the methods to have
available for breastfeeding clients who
choose hormonal methods during the
first six months after delivery

Stockouts of contraceptive supplies are
uncommon Of the 92 SDPs offering
the myectable, none were currently out
of stock, of the 98 SDPs with the pll
available, only one percent was out of
stock, while five percent of the 38

Fig 16 Availability of methods at SDPs
(a=100)
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SDPs offering the IUD were currently 1n need of supphes Eighty-two percent of the SDPs
have a system for commodities management Of these, 77 percent store their supplies by
expiration date 81 percent of SDPs have adequate storage facilities (adequate 1s defined as
no exposure to ramn and sun, adverse temperatures, and protected from rats and pests)

Supervision

Supervision 1s an important activity for
ensuning good quality of care, inservice
traming, staff support and motivation, and  over s monttu sgo
monitoring of programme actrvities Most
SDPs (83 percent) were visited within the

Fig 17 Recency of last supervisory visit
(N=9%)

last three months for supervision However, 4-6 monthe sg0 B

some clinics (11 percent) received therr last
supervisory visit 4-6 months ago and two
percent were not supervised at all for a

period of over 6 months

Record keeping and reporting

1-3 months sgo —§

0% 20% 40% 60% 80% 100%
% of SDPs reporting visits

Record keeping was generally found to be very good at the SDPs Ninety-nme percent of the
SDPs maintain chient medical record cards, 97 percent of SDPs mantain a daily FP activities
regster and 94 percent of SDPs maintain a client register In 75 percent of the SDPs with
client records, these records were found to be propeyly filled and ordered In 17 percent the
records were properly filled, but improperly ordered, five percent were improperly filled but
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properly ordered, while only two
percent had mmproperly filled and
ordered records

The majonity of SDPs (67 percent)
had sent a monthly service statistics
report one month ago, 27 percent had
sent their last report within the past
month, and six percent sent a report
two months ago (figure 18) Sixty-
three percent of the SDPs received
some form of feedback on their
reports It 1s desirable that all service
providers recewve feedback for therr
reports SDPs are supposed to submit

service statistics reports every month, so very few (six percent) of the SDPs were late 1n

submussion of their reports

Fig 18 Recency of last report sent
®=~97)
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Quality of Care at SDPs

Information on quality of care at the SDPs was collected through observation of the client-
provider mteraction, exit interviews with clients and interviews with staff The assessment
of quality 1s presented here using the Bruce-Jamn framework of six elements of quality of care
interpersonal relations, choice of methods, information given to clients, technical competence,
mechanisms to encourage continuity, and constellation of services

Interpersonal relafions

In general, clients expressed satisfaction with the services at the SDPs  Almost all of the
chients were satisfied overall (98 percent), understood the provider (97 percent) and felt that
their questions were answered (96 percent) Most also felt that the privacy had been
sufficient (85 percent) and that the time spent during their consultation was satisfactory (77
percent) Although these numbers are encouraging, it should be noted that there 1s generally
a courtesy bias m answerning these

types of questions ]
Fig 19 FP chent satisfaction
SlXty peroent of the FP clients did not (n for questions=47 n all others=141)

have to wait for services This 1s
probably related to the low utilization
of services, as clients will not have t0  jp4erso0d provider
wait long at cliics that are not busy
Twenty-five percent warted for less  questions snswered
than ‘2 hour, eight percent waited for

prvacy sufficient

¥, to one hour, and another eight time safficiont

percent waited for one to two hours

Of the 40 percent who waited, 38 satisfiod overall

percent felt that the waiting time was ! T T T T |

0% 20% 40% 60% 80% 100%
too long (therefore, 15 percent of all % of clicnts answenng yos

the clients felt that they waited t00 T E—————————————————————
long)

Choice of methods

It 15 important for clinics to provide a range of contraceptive methods to meet the needs of
different chients Choice of methods 1s affected by many factors first of all, the availability
of methods at the SDP, secondly, whether the method 1s mentioned to a chient so that she
knows 1t 1s available, and lastly, whether the provider places any barriers on provision of the
method As mentioned previously, the combined pill and the myjectable are almost uversally
ayailable, while the progestin-only pill 1s only 1n stock in just over one-third of SDPs

This method availability 1s reflected in the methods that are mentioned to clients The
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combined pill, injectable and IUD are the most commonly mentioned by the provider during
the consultation, while the progestin-only pill 1s less commonly mentioned With the MOH
currently planning to intensify
postnatal care, more breast-feeding
mothers should be attending the
climcs and POP, which s
recommended dunng the first six
months of the breast-feeding period,
1s an appropriate method for them

Fig 20 Methods discussed with new clients
(n—27)

combined pill

wycctable

Providers need to be updated in order D
to enhsure proper information 1s condom
provided and this choice made spormicido

available to the client In interviews POP
conducted with clients after
observation of the client-provider othor i
interaction, clients were asked which ! l T . . 1
methods were discussed during the 0% 20%  40%  60%  BO%  100%
9% of intcractions with method mentioned
mteraction Those methods which are
readily available at the clinics are
often mentioned

NFP

Thurteen out of 27 new clients (48 percent) expressed a preference for a particular method

six of them did not get their preferred method one client was advised against the method by
the provider The reasons for the others not getting their preferred method 1s not available

In only four of the 141 interactions observed (three percent), the providers were observed to
promote one method 1n particular

Even if methods are available, 1t 1s still possible for provider biases and restrictions to affect
method choice In the staff interview, providers were asked which methods they would
recommend for spacing births, for imuting births, and which methods, if any, they would
never recommend Almost all the staff recommend effective methods for spacing births, with
the pill, iyectable and TUD the most mentioned methods In addition, most recommend the
correct methods for imiting births with tubal hgation and vasectomy the most frequently
mentioned (90 percent and 70 percent, respectively) Thirty-four percent would recommend
the injectable and seven percent the [UD There were few methods that providers would
never recommend, with the exception of spermicides, which was mentioned by 14 percent of
providers ‘

Providers were also asked about barners to provision of farmly planmng methods The
barriers that were looked at were number of children, manital status, spousal consent and
breastfeeding (figures 21 and 22) Seventy-one percent of providers felt that a client must
have at least one child before they would prescribe the injectable, while just under one half
placed this restriction on provision of the IUD or the pill (49 percent and 47 percent) Some
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some children before prescnbmg FP Fig 21 Barrners to family planning methods
methods providers requinng at least one child for method provision (n=151)
myectablo |71°/.
The majority of providers state that
they would not provide most D how
methods to unmarried clients 83
percent would not prescribe the pill pil i
or injectable, 83 percent would not
provide the IUD, 77 percent POR T po
mentioned POP and spermicide and
spormicide ] |34%

70 percent would not give condoms
to unmarned women  Spousal condom | o

consent was also mentioned by many : . | | ,
providers as a barner to family 0% 20% 0% 0% 80% 100%
planmng Over one h a.l f WOUI d not % of providers placmg restrichion on method provision
provide condoms or spermicide

without spousal consent (57 percent and 51 percent), 41 percent would not offer the pill, 37
percent require consent for POP, 33 percent for the IUD and 32 percent for injectables

Half Of the prOVlderS Wlll not L |

prescnbe the combmed plll to Fig 22 Barrers to family planning methods
breastfeeding women  Fourteen
percent indicated that they will not
provide the POP, which 1s surprising
given that this 1s the method most
commonly  recommended  for
breastfeeding women Only a few
providers mentioned the condom,
spermicide, IUD or mjectable as a
method that they would not
recommend to a breastfeeding client

0% 20% 40% 60% 80% 100%
In prlnClple, Only the combmned Pln /4 of providers placmg restriction an method provasion
should not be prescribed to
breastfeeding women during the first must be marmed [ requure spousal consent

SIX months aﬁer dehvery as 1t |

interferes with mlk production

Some providers are reluctant to give depo provera because 1t mnterferes with the post-partum
resumption of menses If these women choose hormonal methods, they should preferably be
given POP

It 15 important to view these barriers 1n the context of where the services are being provided
Zanzibar has a population that 1s over 99 percent Moslem The 1slands have a conservative
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culture and as noted earlier still have a fairly low contraceptive prevalence Therefore,
providers must take this into consideration so that the services they offer are acceptable to
the community 1n which they serve

Informing and counselling clients S
Fig 23 Information about mothoda given Lo

As figure 23 shows, most new clients new clients and switchers (n=36)

and method switchers (83 percent) were how €0 nee -

told how to use their chosen method

However, only half were told about side ~ bt 4 Hferobleme =

effects and the possibility of switching

Balanced information would increase

the chances of the clients continuing e1do cifecte

with the methods because they will

know what 1s expected to happen and Bostblo ts pwelich

what to do 1f they have a problem It 1s

advisable to raise the levels of the , : ; : : ,

various mnformation given to the new 0%  20%  40%  60%  BO%  100%

|
chients and switchers

advantages

dusdvantages —§

Figures 24 and 25 indicate the information taken and 1ssues discussed with new and revisit
family planming clients Though most new chents (78 percent) were asked about their
breastfeeding status, few revisiting
clients were (18 percent) Over half

of the provnders asked new clients Fig 24 Information taken and 1ssues discussed
about the age of the woman’s with new FP clients (n=27)
youngest child, but few inquired - ‘i wants FP 7 %]""
about the prefered timing of the next o °°nm‘l::'"’ - 8%

* cuir scxual re ons —j
bith (11 percent) or previous

b4 Ed

age of youngest child — 5} 156%
discurs FP with partner — * Y T ithigy

£

methods wused (19 percent)

Although over half of new chents prefersed method k&« 11 T s
were asked about their their current epacing/limiting nceds <’ ¢ ' Bt
sexual relations, only eight percent concorns With method — hex

of revisits had these 1ssues discussed provious mothods —__©__ How
i their consultation  With the timing of nextbirth —§_ 11%
increasing interest 1n providing if want more children = 1%

broader reproductive health services, o 0% 40w  co%  sove  100%
it 1s mmportant to address 1ssues % of intoractions w/ issuc duscussed
beyond fertiity preferences and

contraceptive use For example,

questions about a client’s sexual relations are important to assess a chent’s potential risk of

contracting a sexually transmutted infection (STI) The above points to the need for further
traiming of providers in counselling
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There were 48 clients who reported a problem with therr method For 25 percent of these,

the provider discussed the problem,
in 13 percent the chient switched
methods, 1n seven percent of the
interactions the provider treated the
chent medically, 1n another seven
percent the provider performed an
examunation, and in no cases was
the client referred elsewhere It
seems there are no chents or very
few who are referred for having
problems However, lack of
avallability of a referral climic for
such cases may mfluence the
service providers’ decisions to refer
the clients, and, 1n addition, many
problems might not require referral

Clients were also asked method-
specific knowledge questions to

{5 S
Fig 25 Information taken and 1ssues discussed

with revisit FP clients (a=112)

gpacing/hmiting needs — K1%

concorns with method — 43%

broastfecding status — 8%

current scxual relations — }(%
[ ] T 1 1

0% 20% 40% 60% 0%  100%

assess what kind of information was given to them Pill and mjectable users were asked to
name problems that might occur with their method which would require them to return to the
SDP For both of these methods, the knowledge was found to be quite low 65 percent of
pill users and 53 percent of mjectable users did not mention any problems that would require
therr return to the chimc Of 81 pill users, 17 percent did mention abdominal pain, three

percent  mentioned  severe
headache and vision loss, and only
one percent mentioned erther
chest paimn or severe leg pain  For
the 53 women using injectables,
13 percent mentioned severe
headaches and seven percent
knew that bleeding could be a
serious problem

Techmical competence

Figure 26 indicates the medical
history taken and examinations
performed as observed n client-
provider interactions In general,
thorough medical hustory 1s taken

|
Fig 26 Medical history taken and exams performed
new clients (n=27) and revisds (n=112)
LMP
weight
medical history
blood pressure

breast exam
unusual bleeding
pelvic pamn

pelvic exam
unusual discharge

STD symptoms

B%
I i I I T L
0% 20% 40% 60% B0% 100%
9% of nteractions

Ej revisits

now clients
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and examnations performed for new clients It 1s notable that although 59 percent of new
chients had a breast exam performed, this was done with only 10 percent of revisit chients
Observers also noted whether or not clients were asked about potential STD symptoms Just
over half of new clients were asked about unusual bleeding and pelvic pain,.though fewer
revisit clients were asked about these In addition, the findings show that history of STD
symptoms 15 rarely asked of either new or revisit chents This 1s important information which

should be asked as it has an impact on contraceptive use as well as implications for women’s
health

Fourteen pelvic exams were observed Two of these were performed on new clients, while
the remaining 12 were for revisits The majonity of providers discussed the examination
before performung it (86 percent), used a stenle speculum (86 percent), used clean gloves (79
percent) and informed the client of the outcome (71 percent) However, only 57 percent of
the time did the provider wash his/her hands Washung hands 1s important as 1t mimmuzes the
chances of infectton However, this could be attnibuted to the lack of water 1n some clinics
(three of the six observations of providers not washing hands took place in SDPs without a

water supply), but it should not be taken as a justification for not washing hands All 1n all
water should be made available

There were 48 cases of observations of providers giving mjections to clients In general,
appropriate precautions and actions
are taken while giving injections In
almost every case, the provider used
a sterille needle and shook the wial
(98 percent for both), the correct
dose was generally given (94
percent), and most massaged and . vere neadacho
disinfected the site (81 percent and

77 percent, respectively) Only one chast pain
IUD 1nsertion and one IUD removal

L
Fig 27 Provider knowledge of problems for which
pill clients should return to the SDP (n=191)

abdominal pain

were observed, but in both of these ep puun
cases, the providers were observed viston loes
to practice all the measured

indicators of quality for insertion, fione

T T 1
sounding the uterus, using stenle 0% 2%  40%  co%  E0%  100%

equipment and providing emotional % of providers mentioning problem
support, for removal, using sterile T ———————————————————————————
equipment and providing emotional

support

Providers were asked various questions to assess therr method-specific knowledge For the

pill, injectable and TUD, providers were asked to name problems that might occur with each
method for which the client should return to the SDP  For the pill, about half of 191

25

_——



providers mentioned abdomunal pamn and severe headaches (49 percent and 42 percent,
respectively), while very few mentioned chest pain, vision loss or leg pamn (12, 8 and 10
percent) Four percent did not mention any problems (figure 27) Most providers (82
percent) mentioned heavy bleeding as a potential problem for injectable users for which they
should return to the clinic  Only 1/4 mentioned severe headaches, and six percent did not
mention any problems For the IUD, almost 2/3 mentioned cramps and expulsion (60 percent
for both) and slightly less than half mentioned spotting (47 percent) Few mentioned
discharge (15 percent), painful intercourse (six percent), RTI/PID (mne percent), or late
period (three percent) Five percent did not mention any problems This farrly low
knowledge among providers translates into the low knowledge found among users

Prowiders were also asked about the advice that they give to breastfeeding clients 1/3 (33
percent) would advise the client to continue breastfeeding and use any method, while roughly
another 1/3 (31 percent) would advise to continue breastfeeding and use POP Twenty-two
percent would just treat the woman as any other chent, a few providers would advise not to
breéstfeed and use any method (two percent) or indicated that the advice would depend on
the age of the child being breastfed (two percent), and less than one percent would advise the
woman to continue breastfeeding and not use any method Although 64 percent of providers
do give correct advice, the advice given to breastfeeding chients 1s often either incomplete,
maccurate or does not offer all the possible options to clients

Mecharnisms to encourage continuity
94 percent of the chents were

given their method at the time of
the visit 98 percent of chents

Fig 28 Other health 1ssues discussed with FP clients

were told to refurn for a revisit new clients (n=27) and revisits (n=111)
Of these, 93 percent were given a ST o

wrtten reminder of their return

visit The good nterpersonal AIDS ‘%bm

relations which were observed and
described above are also very  immumzanons —2Y,,,
mmportant n encouraging

confinuity chuld health —f .
Constellation of services other %

I T I T 1
As mentioned previously, there 1s 10%  20%  30%  40%  50%
mcreasing interest i providing revisits new chonts

broader reproductive  health I ————————————————————————————
services to women by looking

beyong famuly planning to i1ssues such as STDs and AIDS Figure 28 shows that other health
1ssues are more commonly discussed with new clients as compared with revisits, but were
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rarely mentioned with either group
STDs were discussed 1n 19 percent
of the interactions with new
clients, but were not mentioned at
all with revisits Likewise, AIDS
was discussed in 11 percent of
interactions with new clients, but
with only two percent of revisit
consultations

Almost all of the staff interviewed
(97 percent) would be willing to

Fig 29 Provider awarences of HIV/AIDS control measuras
(n=191)

now/sterile ncedles
condome

clean gloves — ORI T
botled equipment
limit partners
stenle equipment
abstain

scrcen blood

counsel family planming clients on
HIV/AIDS 80 percent are willing
to provide FP services to
HIV/AIDS patients, indicating that
there 1s still some stigma attached
to people with HIV/AIDS

Providers were also asked about their awareness of HIV/AIDS control measures Most are
aware of some control measures, but their knowledge on other specific control measures 1s
fairly low Most mentioned condoms (80 percent), new/sterile needles (88 percent), clean
gloves (80 percent) and boiled equipment (70 percent) Over Y2 mentioned hmuting partners
(58 percent), while less than 1/3 mentioned stenle equipment (31 percent) or abstinence (28
percent) Very few (nine percent) brought up the importance of screening blood

ununfected partner

I T T T T 1
20% 0% ' 50% 80% 100%
% of providers mentioning measure

Staff were also asked about their perceptions of abortion in the community 60 percent
believe that abortions are taking place in Zanzibar 30 percent of the staff reported that
chents ask them for advice on terminating an inwanted pregnancy 25 percent indicated that
clients come to their SDPs for postabortion treatment

The above indicates that there 1s a need to offer more comprehensive reproductive health

services 1n order to more fully meet women’s health needs and effectively reduce maternal
morbidity and mortality
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Programmatic recommendations

The MCH/FP policy should be translated mto Kiswahili and enough copies made
available to service providers Tlus will enable the service providers get acquainted
to the policy and observe the standard practice e g regarding clinic opening/closing
times accordingly

Infrastructure Efforts should be made n collaboration with the local authorities and
departments of water and electricity to ensure that water and electricity are available
in the climcs The concerned mumstry staff (MOH) should mmtiate this' i therr
respective areas and the programme should follow up

Equipment Regular monitoring of the chmc§ by the MCH/FP supervisors 1S necessary
so that the needed equipment can be procured, supplied from the warehouse or re-
distributed

Contraceptive mix The programme should procure adequate supplies of the various
methods available e g progesterone only pills, in order to have a wide range of methods
available at all SDPs More emphasis should be directed towards mtroduction of
Norplant , promotion of IUCDs and availability of VSC facilities for those who need
them The mentioned methods seem to be mn short supply or not introduced

Staff traming Service providers need to be updated through refresher courses because
of the constantly changing contraceptive technology This will enable the staff to give
more mformation to clients and counsel them effectively

JEC materials and activities

] Relevant culturally sensitive IEC materials ought to be produced and
distributed

° MCH clients attending clinics need to be actively motivated, counselled and
given moral support as 1t has been found that 70% of them do approve of use
of FP methods

Future plans

Conduct further operations research to

1 investigate the demand for family planning m the catchment areas of SDPs
which have a high volume of clients and those with a low volume to address the
question of whether supply factors such as the quality of services or demand
factors are better predictors of service utilization

i determine the roles and contribution of the CBD agents i FP motivation
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Appendix 1. Suggestions for improving FP services

The following list of suggestions is from the qualitative information collected 1n the staff

interview questionnaire The first five suggestions were the most commonly mentioned by
providers

*Traimning 1n FP communication and clinical skills for new comers 1s needed
*Refresher courses are necessary

*Additional staff - (service providers) 1n the clinics

*Male motivation must be intensified

*Provision of missing equipment and supplies

Increase supervisory visits to clinics

There should be a special doctor for dealing with contraceptive problems and
complications

Traming 1n infertility management 1s needed
Community motivation and multi-sectoral involvement

Improve privacy for FP clients

]
' ~

In some clinics the service provision areas should be expanded
Increase CBD traimmng, increase no of CBD agents .

Motivate the clients

Educate the Sheikhs, traditional birth attendants and healers
Minstry of health semior officials should visit clinics !
Follow up of clients with problems ‘
Hospital orderlies be trained in FP

Provide more IEC maternials e g posters, leaflets etc

Family Life Education be given 1n schools

There should be a special group for FP motivation
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Clarify FP bad rumors through mass media

Condom supply for reduction of STDs including HIV transmission and for FP
purposes be mcreased

All health workers should be trained in FP
Incentives be given to service providers
Kit bags be provided for CBD agents for storage of contraceptives

EP services should be available in the community not only 1n clinics (CBD of
contraceptives)

Provision of transport to service providers for outreach services to visit villages
Give tramnng to those who provider FP services without training 1n FP
Give mcentives to FP clients

Give mcentives to service providers/clinics with many continuing users (current FP
users)

Maintain confidentiality

Proper counselling of clients
Rehabilitate/renovate of the buildings
Establish peer educators groups

Prescribers traming in FP 15 too short, increase duration -- prescribers training in
FP lasts 3 weeks at the moment

Establish district FP motivation teams

Involve Sheshas (local administrators) i FP motivation and they should be given
legal powers on the same

The government should have a (population) policy on the number of children per
famaily

There should be a programme for showing films 1n the village (on FP)

FP community motivation should be emphasized 1n rural areas
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School teachers should also be involved in FP motivation
Rural health assistants should be trained in FP motivation

Transport for FP supervision
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Appendix 2. Socio-demographic characteristics of FP_ and MCH clients

Indicator FP Chents MCH Chents
n=141 (non-users)
n=471
Age Mean 28 7 Mean 26 1
Median 28 0 Median 25 0
Range 18-45 Range 16-50
Number of hiving children Mean 4 2 Mean 3 2
Median 4 0 Median 3 0
Range 0-12 Range 0-11
More chuldren desired 74 % 87%

Partner attitudes on FP

Can discuss FP with
partner 83%

Partner approves
of FP  48% yes

Partner knows about 29% no
FPuse 81% 23% dk
Breastfeeding Currently 42% (not asked)
{
Of these, exclusive 14%
supplementary 86%
AIDS Ever heard of AIDS 99% 99%
Can talk with nurse l 91% 82%
I about AIDS
‘ Can talk with partner " 88% 97%
about AIDS
Literacy Can read easily 70% 52%
Kiswahil
(in Kiswahuly Can read with 30% 48%
difficulty/illiterate
Religion Moslem 95% 96%
+ Catholic/Protestant 4% 3%
Traditional/Other 1% 1%
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