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Improving Quality of Care and Use of Contraceptives
in Senegal

Diourceié Sanage', Sazowya RamaRa’, Heidi Jomes’, Penda N'diaye’, Bineta M'bon” and Chetkb Baneba Diet?

ABSTRACT

In the 19903, the govemment of Senegal implemented a senes of policy changes for the provision of family
planning services through the public sector A strategy to provide hagh quahty services through rezrrence centres
was adopted. This paper preseats findings from a longitudinal survey of 1,320 Senegalese women who had
sought family planning services at ten public sector facilities — five reference centres and frve health centres. ln-
formation was collected on the quakty of care they received at the tine they adopied famay plinning, One thou-
sand onc hundred and ten of the respondents were followed up sixteen months later 10 sscertaia ther contres-
ceptive status. The first principal findmg was that attendees at reference centres reported receaving relative better
care than those who attended health ceatres. On average, clients at reference centres meeived <3 out of fve
units of care, compared w0 3.8 units a3 ceported by health centre clients. Second, multivanste snalyses ndicawed
that quality of care received at the time of adopting a contraceptive has a significant mfluence -m subsequent
contraceptive use. Those who received good care were 1.3 times more likely to be using a methcd than others.
{Afr ] Reprod Health 2003; T[2}: 57-73)

RESUME

Amélioration de 1a qualité et P'utilisation du contraceptif au Sénégal. Au cours des sanées 1990, le gou-
vernment sénégalais a mis en ouvre une séne de modifications dans la polibque pour la prestation des services
de planification familiale i travers lc secteur pubbic. On a adopté une stratégie pour mettre en place des services
de haure qualité 3 travers des centres de référence. Cette étude présente les résultats d’une enquéte longhadmale
auprés de 1,320 femmes sénégalaises qui avaient recherché des services de planification famniliale mzprés de dix
établissements du secteur public, anq centres de référence et cing centres de saoté. On a collect? des domnées
sur la quabité de soin qu'elles ont eu s moment ou elles ont adopté 1a plamSGication familiale Mille cent dx
femmes interrogées ont 1€ suivies seize mois aprés pour verifier leur état de contraceptf La premaire touvaille
majeure €tait que celles qui fréquentaient des centres de référence ont sipnalé avoir ét€ mieux traitée que celles
qui fréquentaicat les centres de santé. En moyenne, les clientes sux centres de référence ont obrenu 4,3 sur §
untiés de somn par rapport au 3,8 unités chez les clientes de centres de santé. Deuxiement, des analyses mult-
variées ont montré que 1a quabité de soin requ au moment d'sdopter ke contraceptif a une mfiuen:e importante
sur T'utilisation ultérieure des contraceptis. Celles qui ont requ du bon soin awont 1,3 fois p.us de chance
d'utibser une méthode plutdt que des autres. (Rev Afr Sawté Reprad 2003; 7[2): 57-73)
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Background

Official family planning programme started rela-
tively recently in Senegal. In the late 1970s, though
the govemment recogused rapid population
growth as an important issue, there was no well-
defined and comprehensive population policy.! Ac-
cess to family planning services was limited® due to
the existence of a 1920 French law banning the
distnbution and sale of contraceptives. However,
the next three decades saw a semes of policy
changes that has culminated in the public sector
provision of a wide range of reproductive health
services.

Policy developments in the 1980s set the stage
for new initiatives in family planming, Change be-
gan with a repealing of the French law in the early
80s.2 This single change cleared the way for spe-
cific projects funded by donors such as USAID
and UNFPA to increase access to family planning
across all ten regions of the country. Family plan-
ning in the 1980s was charactensed by individual
donor-assisted projects. The two main projects that
moved the programme forward were Projet Santé
Familiale et Population (PSFP) and Projet Bien-
Etre Familial (PBEP), funded by the USAID and
UNFPA respectively. These two projects supported
the provision of family planning services through
the maternal and child health service delivery sys-
tem of the public, pdvate and the para-pnvate sec-
tors. Access to family planning services increased
dramatically in terms of available clinics and
tramed personnel. The number of service delivery
points in the public sector increased from 20 in
1984 to 150 in 1991 wath the assistance of PSFP,
and the number of trained midwives increased
from 20 in 1984 to 300 in 1991.

By the late 1980s, there was sufficient official
recognition of the need for a population policy
and endosement of famuly planning Thus, in
April 1988, the Govemment of Senegal officially
adopted a population policy® that subsequently led
to the creation of the National Family Planning
Program (PNPF) in 1991. PNPF played a central
role in the coordination and implementaton of
family planning and matemnal and child health ac-

tivities nationwide. Family planning services were
offered at PNPF clinics. The major focus areas
were improvement in quality, services for adoles-
cents, management of reproductive tract infections
including STDs/AIDS, and infertility services. As
part of its strategy to provide high quality famly
planning services, PNPF established one reference
centre in each of the 10 regions of the country. In
these clinics, improvements were made in several
aspects of their functioning including infrastruc-
ture, equipment, staffing, commodities and sup-
plies, supervision and MIS.

As in other countries, health services in Senegal
are structured from pamary care at the community
level to tertiary care at the hospital level. Pramary
care is provided at health posts run by male nurses
and community health workers. The next level of
care is provided by health centres located at the
distrct level. Health centres are usually staffed by
amedical doctor, nurses, midwives and community
health workers and provide a range of curative and
preventive services including family planning. Ref-
erence centres were sct up at the next higher level
— the region. At the regional level, the only other
health facility available is a regional hospital with
specialised personnel in every area of medicine.
Teaching hospitals and other hospttals exist at the
apex or national level.

Reference centres are closest in functioning
and size to health centres; caseloads are similar at
both types of facilities. Typically, reference centres
are located in the tegional capital while health cen-
tres are located in a secondary urban city in the
same tegion, In a number of instances, health cen-
tres were upgraded to reference centres. Stated dif-
ferently, while reference centres received a variety
of inputs to improve them as per the policy guide-
lines descnbed, health centres did not benefit from
such inputs.®

The reference centre strategy was developed to
address several identified problems ranging from
lack of trained personnel to provide family plan-
ning services, lack of equipment and supplies,
stock-outs of contraceptives, to poor supervision.*
Specifically, the reference centres were envisaged to

“Some private sector chnics and gynaecologists provided pills, condoms and TUDs, but these were available largely in the wrban areas.
¥ In this  paper, comporisons will be made betwren the reference centres and health centres.

?l
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provide 1 rnge of reproductive health services m-
cuding family planning, management of RTIs and
STDs, matemal and child health, and infernlity.
They were also meant to train family planning
service povidess at sub-regional levels and recerve
cases referred from the region. In addition, the
ovenarching focus was that improving the quality
of services was also a means to increasing contra-
ceptive acceptance and continuation.

With this aim, 14 reference centres were estab-
lished; one in cach of the ten regions of Senegal
and four m Dakac The process began in phases in
1995 by upgrading physical mfrastructure, an effort
that was largely supported by UNFPA and the
Word Bank. In some cases, existing health centres
were renovated and upgraded to eference centres,
while others were built.

Equipment was provided to all the reference
centres 10 fachraie the delivery of family planning
services. These included such items as delivery and
cxamination tables, exammation lamps, speculums
and IUD insertion kits. Mecharusms for regular
and adequate supplies of contraceptives and drugs
were sct m place.©

In additon to provision of equipment and sup-
plics, family planning service providers were
trained on a vanety of issues, including counsel-
ling, contraceptive technology, service delivery, su-
pervision, MIS and logistics. The traming of
providers was conducted by the Minisery of Health
and various intemational agendes? Further, Nor-
plant® was added 1o the range of methods already
available. Addition of Norplant® was accompa-
nied by the requisite tramning of staff and prowision
of equipment and supplies to ensure service deliv-
ery.

All meference centres receved an improved
management informanon system (MIS), which
compnsed staff traming m mamntaning the MIS

and allocating a scpanate space for MIS wheee cb-
ent records were mantamed. A strategy for follow-
ing up cliencs using the MIS was also planned. Thus
was a mechanism to categonse family planning us-
€1 INtD current users, users who have not ewisited
the chnucs in tme and dropours. Family planmng
saff were trined to follow-up discontinuers and
dropouts. Clients were to be provided wth sp-
pomunent cards that mdicated the date of remm
o the clinic. Therefore, chents who did not reum
for their re-supply or check-up could be identfied
and then followed up at home*

Fmally, refecence centres were envisaged to be
regional training centres for family planning service
providers in vasious aspects of service delivery, m-
duding counselling, knowledge update snd service
provision. However, this is not yet fully open-
tional.

Thus, reference centres have rece:ved consider-
able mputs, some of which have been ditected
improving the readiness of the service envimn-
ment by removing physical mfrastructure and lo-
gistic constmaints. Others were directed to improv-
ing the care that clients receve.

In summary, govemment envisaged that by
adopting the reference centre strategy, the prob-
lems identfied eadher would be solved and that it
would result in increased acceprance of conteacep-
ton and higher continuation. Within the context
of mpid changes in policy and programme darec-
tion!, government has been keen 0 assess the ef-
fects of some of its strategres. There is particular
interest in cvaluating the creation of ceference cen-
tres. This paper documents in an empincal manner
two speafic aspects of the strategy: (1) whether
there has been any impovement in the care re-
ceived by clients and (2) whether quality improve-
ments have had an effect on the conmaceptive use
of facility attendees.

Reforsce anires are envisaged to provide iwbal knaiion a3 sl The drag kst comprimes of swirvaidarok, atrimearyeh, kaytiie

Ipmaﬁidm-ﬂm-hnhﬂ-blm

Apsces include AVIC Inkernational (wew renamed Exgenderileabh) MSH, JHPIEGO, and tie Fonly Plonwsing Lagiona

Vimgomen Pt (FPLM,

“Identification of chiewts who have wot returned to the facikities through the MIS and follow-np ot bowwe bas mat yut buen fully impib-

wentrd

HTbe most cwrrest policy direction is the croation of on qgeney, the Service National de la Senti de la Reproduction SNSR) to further
strengthen the dekivery of reproductive beabh serviers.  SNSR is camposd of the Offie of Maternal and Child Heoakh, amd e Of
Jix of Fomly Plawnming and Advlescents Health awd sperates wmder te Mimsery of Health

£
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Hypotheses

The positive association between quality and con-
traceptive behaviour has been theorised and has
found acceptrance largely because of its intuinve
appeal. It builds on the noton that quality im-
provernents will assist individuals to use contracep-
tion and to do so effectively and for longer pen-
ods. In addition, it helps them avoid unintended
pregnancies.

Quality has many dimensions and includes
availability of buildings, personnel and supplies,
technical competence of providers, and interper-
sonal contact between provider and client. These
dimensions have been identified by researchers and
progmamme staff through expenence and observa-
tions.>¢ For example, the expedence of introduc-
INg new contraceptives into existing public sector
programmes has provided many lessons and in-
sights about the importance of quality and its di-
mensions.”® Of all the various dimensions, current
programme and research effort focuses on the cli-
ent-provider interaction, as it is constdered an inte-
gral part of the care process® Much has been writ-
ten about the client-provider interaction and the
hypothesised effects of a good interaction on cli-
ents >1%1* However, empircal evidence to support
this hypothesis is only slowly emerging.

Some facets of the care giving process have
been found to have an effect. For example, being
given the contraceptive method of choice, or ade-
quate information, or perceptions of the helpful-
ness of the provider have been found to be posi-
tively associated with contraceptive acceptance and
continuation. To elaborate, a follow-up study from
Indonesia found that women who were given
the contraceptive they chose were significantly
more likely to continue contraception a year
later than those who were not. The rate of dis-
continuation was 9% among those who got their
method of choice, compared to 72% among
those who did not.'* These results were derived
from a multivanate analysis with a number of
relevant controls and, hence, are convincing in
their import.

A second factor that has been found to posi-
tively influence contraceptive behaviour is being

given information especially about side-effects.
Three studies from West Afrca, China and India
document that women who received more infor-
mation were less likely to discontinue contracep-
tion.!>'7 For example, the West Afncan study
found in Niger and Gambia that discontinuation
was higher among women who reported inade-
quate counsell:ng about side-effects. In Niger, 37%
of such women stopped using contraception, com-
pared to 19% of others. Similatly in Gambia,
51% of those who reported inadequate coun-
selling stopped using a method, compared to
14% of the others. Similar results are reported
from the Chinese and Indian studies. Though
these findings are encouraging, there are meth-
odological 1ssues to contend with, Women who
discontinued could also have been more likely
to report that they received less information
than others.

Clients’ perceptions of providers and their be-
haviours also scem to be assoctated with contra-
ceptive adoption and continvation.’® A study of
3,632 Bangiacleshi women reported that cliens
who perceivec their provider to be responsive to
inquines, sensitive about their prvacy, helpful with
problems, sympathetic to their needs, and provided
information were 27% more likely to adopt contra-
ception over the next 30 months. Similar effects
were reported among those who were already us-
ing contraception. Women who perceived their
provider to be providing higher levels of care were
22% and 72% more likely to continue on some
methods of contraception, compared to those who
rated the provider to be providing low levels of
care.

Thus, the empirical evidence has idenufied
some aspects of the care giving process such as
provision of clients’ chosen method, adequate in-
formation and humane treatment as being signifi-
cant factors of contraceptive use. The detection of
these relationships leads to the possibility of other
factors in the client-provider interaction, which
may influence contraceptive use. Recent research
from the Philippines analysed the client-provider
interacton in :ts entirety, from whether the client
was treated well, had her needs assessed, given suf-

EQther researchers have wtikised data from DHS surveys and exammined the effects of service availabibity, readiness of the service emvi-

ronment, and access on chents’ contraceptive behaviour 4

Z
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ficient information, provided with a vanety of op-
tons, to being linked to services in the fumre. It
also combined all these aspects into a single indica-
tor of quality of care.)? The findings indicate a sig-
nificant and positive effect of quality on contra-
ceptive congnuation. This provides empincal sup-
port to the concept that quality includes many di-
mensions and suggests that research should include
as many dimensions of quality as posubie and not
select elements alone. Accumulation of ewidence
from a vanety of settings and expenmentaton
with a vanety of indicators of quality wall help
identify additonal dimensions. All these will be
useful for service dehvery.

Study Setting

The research descobed in this paper was under-
taken m five of the ten regions in Senegal. Thies,
Kaolack, Saint Lows, Tambacounds and Fanck
were selected based on three catena: the presence
of a1 functioning reference centre in the region, a
high family planning client case load, and absence
of avil disturbance These five regions are similas
n many aspects. The areas are inhabited by mem-
bers of the Ouoiof, Serere, Poulaar and Mandingue
cthnic groups, and Islam s the predominant relig-
ion. Berween 33% snd 60% of children atrend
schools. In teems of industnial activity, each region
has not mose than one or two factodes manufac-
tunng salt, sugar, textles or mining, All the study
regions also benefit from the assistance of 2 num-
ber of ntemational collaboranng agencies in the
delivery of economic, educanonal and reproduc-
tve heatth services.

There are also some marked dfferences across
the regions. Kaolack, Fatick and Tambacounda are
mostly rural while Thies and Sant Louis regions
are the most urbamsed The extent of uthanisanon
ranges from 10% in Fatck to 34% in Thies® A
composite indicator of ovenll hving condivons
also suggests that this distinction persists, with the
Thies and Saint Louis fanng better than the other
rural regions. Economic opportunities in the three
runl regions tend 1o be in agnculture, wath peanut,
cotton and cattle farming, while fshing and tour-

1sm are the main activities in Thies and Sant Lows.
A sccond more stnking distnction is the accessibil-
ity to health and family planning sernces. Thies
and Kaolack have well developed health infrastruc-
ture compased to the other three regions.

Thus, the sclecton of these repons prondes
sufficient vanadon in patrem of urtanisanon, eco-
nomic opportunities and overall development. The
aggregaton of these five regions is as close © ma-
tional representanon as possible.

Methodology
Data Collection

In this psper, we present data from rwo sources,
namely, an interview with contracepove users at
the tme they were enrolled mto the study and &
follow-up interview with the same respondents ap-
proximately 16 months later.

One thoussnd three hundred and twenty re-
spondents were enrolled inw the panel fom ten
clinics {five reference centres and five health cen-
tres)! They were enrolled berween October 1997
and January 1998 when they had wisited the fachty
for service and had consented to be part of the
study. As part of the informed consent procedure,
cvery respondent was informed about the objec-
tives and nature of the study, the nght of voluntary
parmapaton mcuding refusal w answer speafic
questions, the nght to pavacy of reconds and con-
fidennality of the information pronided. They wece
also informed about the lack of incer.oves or disin-
centives related to parncipabon, anc phone num-
bers should respondenes seck addit mal mforma-
ton.
Respondents selected for the pand were first
ome users of contraception, first ume users of 2
speofic method, or swtchers, and those re-startng
after a hiatus. The interview ook piace m the fa-
ahbes soon after they had recerved services. Infor-
mation was collected from them on ther percep-
uons of the quality of services they received, de-
tailed knowledge of the contraceptive method ac-
cepted, thar background chacacteostcs, sumena-
osed reproductive history and reproductve inten-
tions.

*Dakar region was excluded becsus it is an outher in many respects, end Disurbe| Louge, Kolda and Zigaincher rogsens becesi they

 The referenc centre and bealth contre chasest in size and caselood 10 it from cach of the fise study regions were chasma.
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Tabz '  Economic and Demographic Characteristics of Respondents
Characteristic Reference centres Health centres
(N =799) (N =521)
Socoecononic
At least primary education (%o}** 57 45
Employed (%) 35 36
Oulof ethnic group (Vo) 42 43
Muslim (%) 96 96
Marned ot in union (%) 88 90
Monogamous mar:iage(%)l 69 64
Husband had at least pnmary education (%)1** 56 48
Husband is employed (%) ** 77 80
Demographic
Age (mean years)** 29 28
Has ever been pregnant (% 98 99
Number of living children” {mean) a5 as
Age of youngest child (mean months)** 22 18
Reproductive intentions (%)
Limit 22 20
Space for more than 2 years 65 66
Space for 2 or less years 13 15
Contraceptive obtaned (%)
Al 25 38
IUD** 6 2
Injectable 45 47
Norplant ** 11 0
Condom* 0 1
Spermiade 11 1

Sowrce: SDP recruitment survey

 Asked only for thase respondents marvied or in union. * Asked omby of those who bad a child

*p < 0.05; ¥ < 0.01.

Respondents who wvisited both types of facili-
ties were faidy similar in a number of background
charactenstics such as ethnicity, religion, mantal
status and work status (Table 1}. However, respon-
dents who wisited the reference centres were more
likely to be educated, be older, have a slightly older
last child, and be on a different contraceptive than
those who visited health centres. These differences
between the groups are offset by the similanty in
the mean number of living children or reproduc-
tive intention, which are crucial vanables for this
study, as they determine future contraceptive and
reproductive behaviour. In sum, the respondents

are as simnilar as can be between the two groups.
The follow-up interview took place between
March and June 1999, approximately 16 months
after the first interview either at the facility or at
home. In all, 1110 respondents were followed up.
The follow-up rate was 84%: 83% of the respon-
dents who had sought services at reference centres
and 86% of those at health centres, wath no signifi-
cant difference in the follow-up between the two
groups. Loss to follow-up was 16%. Reasons for
loss to follow-up include relocation (52%), inability
to locate residence (23%)t missed interview call
(17%} and refusal to keep appointment (7%). This

jOny respondents who had given permisiion for a follon-sup interview were followed sp.  Some respondents were relictant io b inter-
wiewed at home for reasons of privacy, and so were interviened ot the chrics. Those who bad no such consiraint were interviewed at bome.
S ome respondents gave wrong addresses and others could rot be located.
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mterview collected information on the reproduc-
tive and contraceptive behaviour as well as expen-
ences with the health care system since the first m-
terview.

We checked for selection bias of respondents
for the follow-up interview In genenl, the extent
of sclection bias was limited (Table 1). It was not
m 1ssue for a vanety of respondent chaacteastcs
such as education, work status, marital status, type
of marnage (monogamy or polygzmy), ethnic
group, religion, reproductive intention, method ob-
tained at ttme of recrwitment, or age of last child.
However, there was selection in terms of the re-
spondent’s age, number of children, whether she
wanted o cease childbeanng, and her husband
education. Respondents in the follow-up had a ten-
dency to be on average 2.4 years older, had on av-
erage 0.7 more children, more likely to want to
limit childbeanng, and more hikely to have a hus-
band with at least pomary education than those
not followed vp. However, more importantly, se-
lection did not change the existing distnctions be-
tween the two groups. For example, respondents
who visited reference centres were older than those
who wisited health centres, and this remans in the
follow-up s well! In addition, respondents in both
groups on average had 3.6 children.

Variables and Analysis

There are two parts to the analysis. The first exam-
ned whether theee were differences in the care that
clients recaved according to the type of faaliry wis-
ited while the second examined outcomes at the
client level. It looked at the effec of visiing a ref-
erence centre and of quabty on chisnts’ subsequent
contraceptive behaviour.

In the first part, we used data from the first
round of interviews wath panel respondents and
examincd the quahty of care they reported recerv-
ing, This reflects their perceptions and subjective
evaluation of the care recaved. Five different indi-
canss of quality captunng vanous aspects of the
care gving process were used, namely, whether the
chient was provided choice, had her needs assessed,
was provided information, was treated well by the
ptovider, and whether she was linked to future
services. These indicators have been chosen on the

basis of theoretical and conceptual work, which in-
itated the field of study on issues ¢ f quality™s, and
by the empincal work cited eadhier  Each of these
indicators was considered 10 be equally important
in the care gving process. Somenraes progamme
managers ask researchers to rank the indicators in
order of importance, but we desist from such exer-
ase as we behieve that such ranking is arthtrary and
is the subjecnve choice of ndmcual researchers
Also, relying on solely empincal ewidence can be
misleading as they can be devoic of theorenal
meaning and content.

Each indicator compnsed several items thar re-
flected a speafic dimension. For example, the mdi-
cator of choice was made up of frx dichotomous
itens, each of which represented 2 unique dimen-
sion. These were whether the chient was asked her
preference for any method, whether she was wld
of methods other than the one she chose, whether
she recaved her method of choice, whether she
felt that there were sufficient methods for her o
make a choice, and whether she felt she had
enough informaton to make a choice. As the num-
ber of items composing an mdicator vanes from
two o seven, m order D ensure equal waghong of
cach indicator, we have normalised cach © unity
Hence, the quabty indicator, whuch s the omhty of
the five dmensions, ranges in value from zem 0 2
maximum of five.

As the analysis focused on fnding differences
between the groups wisiong the rwo types of fah-
ies, we used bivanawe wechruques. Thi-square tests
were used to disinguish srmlannes or differences
berween the two groups. We further rested if wisit-
ing a reference centre affected any aspect of care
received in & multivanate logistic model, where a
number of contmls were mtroduced for the re-
spondent’s socio-economic backgrcund.

The second part of the analysis tested the fol-
lowing hypotheses: (a) respondents who visited ref-
erence centres would be more bike.y w0 use a con-
tracepove than those who wisitec headth centres
due o speafic efforts 0 improv: quahty m the
former, and (b} respondents who had recaved bet-
ter care, irrespective of the trestment group they
belonged to, would be more likel to use contra-
ceptves than those who did not. For these analy-

hu%ﬂhgmmmm”kapﬂlwduhpﬁn
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ses, respondents were linked over time from their
enrolment to follow-up. Use of contraception at
the time of follow-up was the dependent varable
and all the independent vanables, including quality
of care that respondent received and her back-
ground charactenstics were measured at the time
of firstinterview. Having visited a reference centre
and the quality of care received were the cntical in-
dependent varables under study. In these analyses,
we used a comprehensive measure of quality,
which encompassed all five aspects, namely, choice,
needs assessed, information, interpersonal relations
and continuity of services. This combined measure
is the sum of the weighted average of each indica-
tor. The effect of having visited a reference centre
and of quality on contraceptive use was tested in
multivariate logistic regression models where other
sociceconomic background vanables were control-
led.

Results

Table 2 presents information on the choice that
clients reported receiving, Clients who went to ref-
erence centres were more significantly likely to re-
port that they were informed about at least one
other method than the one they chose (93% versus
54% who visited health centres), that they received
the method of choice (86% versus 81%), felt that
there were enough methods (92% versus 51%) and
had sufficient information (80% versus 65%) to
make an informed choice. It is also interesting to
note that they were significantly less likely to be
asked about their preference for a method than
those who wvisited health centres (72% versus
94%). One explanation for this seemingly anoma-
lous finding is the differences in the processes of
service delivery in the two types of facilities.

At reference centres, clients receive services
from two providers, a counsellor and a midwife.
Service provision begins with a session with the
counsellor who informs the client about the van-
ous contraceptive options avalable at the facility
and pertinent information on each method. Thus,
the client is prepared with sufficient information
and is able to make a tentatve selection of a
method before she meets the midwife. The client
informs the midwife about her selection and the
latter repeats the relevant information specific to
the chosen method, answers any questions that the

client may have, and dispenses the contracep-
tve. Thus, in this process, as midwives do not
specifically ask clients about their method of
choice, it is not likely to be reported in the exit
interviews.

In contrast to this process of service delivery,
at health centres, clients meet with only one
provider who enquires about their preference and
then provides them wath 1t without much informa-
tion on other contraceptive options available at the
clinic.

The physical layout of reference centres in
terms of a waiing room, counselling room and a
service delivery mom aids the flow of clients
through these various stations. Also, reference
centres, in contrast to health centres, were more
likely to have explicit diagrams and posters on the
walls depicting the client flow. Field visits to these
facilities and conversations with service providers
indicate that the reference centre strategy empha-
sised this specific method of service delivery,
which allows pgreater contact of clients with
providers.

It is also interesting to note that the differences
between the rwo groups on all these items persist
after controlling for a range of vanables reflecting
the respondent’s background as shown in the right
hand side panel of Table 2. This indicates that ref-
erence centres are indeed more successful in in-
creasing the choice that clients receive. Significant
differences were also observed in two other as-
pects of quality — assessing clients’ needs and the
information provided to them. Respondents from
the reference centre group were more likely to re-
port that the provider had asked them of their re-
productive tntention (56% versus 33% in health
centre group) and about their previous family plan-
ning experience (94% versus 80%) (Table 3). These
findings were bome out by the multivanate model
as well where the odds of being asked of repro-
ductive intentions were two and a half times higher
among reference centre attendees than among
health centre attendees. Similady, respondents
from reference centres were over four times as
likely to be asked about their previous family plan-
ning expenence. It is interesing to note that
providers in both types of facilities are more likely
to ask about family planning expenence than re-
productive intentions.

[0
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Tabk 2  Quality of Care Received: Chaice

Choeice Referenee Health centre Effect of visiting referemce cetatre
ceotre growp group Exp(®)? Seandard
N=7%)  (N=%2) N = 1279) erver

dent was asked for her 720 94 01" 02

preterence for any particular FP

method

Re dent was told about other 93e» 54 11.9* 02

ods than the chosen one

Respondent received chosen method 86 81 2.0 a3

Rcﬁondent felt she had enough 92+ 51 12.0** 02

methods to choose from

Respondent felt she had enough 80** 65 224 01

mformation to choose a method

% Low score: O 1*" 4 0.3=- as

% High score: 5 4 4“4 11 o1

Sowre: SDP recractment survey

Notes: Index i5 based on the frve items Listed Each item is a dichotomons sariable.

Low swre = binary variable seaswring recaving none of the cements. High sore = binary varisile seas.otng recevsing ofl of
the tlements.

'Controlled for respondent’s education, work statxs, ethuicity, refigion, relationship statxs, qpe, oy of youupest chiid, wmmvher of
due to a nxmber of mitsing sulwes.

s 005, *p < 001

Tabde 3 Quality of Care Received: Assessment of Clients’ Necds

Assessment of clients’ needs Reference Health centre  Effect of visiting reference centre
centre group  growp (A)
CN=799) (N=521) Exp B) ' Standard
(N=un erres
Respondent was asked if she desired 56 33 25" a1
another child
Respondent was asked about her 94=* 80 4.4 02
previous FP expenence
% Low score: 0 4 15 02-" 02
% High score: 2 54** 27 31 a1

Sonree: SDP recractment survey

Notes: Index is based on the two items Ested Each item it a dichosomsons sarialée.

Low score = binary variable seaswring receeving sows of the elements.

High score = Binary variable measuring receiveny oll of the clements.

'Controlled for respondent’s education, work staixs, ethmicity, religion, relationship status, age, age of youngest cheild, wmmber of
Lveng kids, desire to space for 1w years or it childbearing, and controcepiive acrpird. Hushondt characteristics sere ssitied
dve 10 a number of missing voilves.

*ps 005, "p < 0.07,
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At one level, it is intuitively understandable that
clients visit family planning clinics only when they
wish to avert pregnancies and hence any query
about their desites to space or imit childbearing
are superfluous. However, such enquines are im-
porctant inputs, as they inform the provider about
the relevant contraceptive options she can offer
the client (options available to those who wish o
limit childbeanng are qualitatively different from
the ones available to those who wish to space). Itis
also evident thar while clients at reference centres
receive relatively better services than those at
health centres, there 15 considerable room for im-
provement, as over two fifths of the women were
not asked their reproductive intentions. Overall,
respondents who wisited reference centres were
significantly more likely than those who wisited
health centres to have their needs fully assessed. In
terms of odds, they were thnce as likely to have
their needs assessed.

Table 4

Another important finding is that attendees of
reference centres got more informaton. It has
often been cited in literature that family planning
service delivery is charactensed by low levels of in- -
formation that providers give their clients. Often,
providers do not inform clients of the side effects
of the methods in the fear that it will dissuade
them. Sometimes they withhold relevant informa-
tion. For example, the condom is the only method
to protect aganst STIs and HIV.?' Confitming
simlar results 1s a recent study from Jamaica where
a lack of complete information about side-effects,
correct use of methods, and a tendency to believe
rumours were important reasons for discontinu-
ation.? Information empowers clients to make ap-
propnate choices and is as valuable a commodity
as the contraceptive method. Thus, services that
provide information in addition to the contracep-
tive are indeed of good quality.

Quality of Care Received: Information given to Clients

Information given to clients Reference

Health centre  Effect of visiting reference centre

centre group  group (%) Exp () ! Standard
) (N=799) (N =1270) (N=1270) error
Respondent vus given information on;
How method wotks 96* 98 0.6 0.4
How to use method 80** 97 0.1%+ 03
Side-effects of method 84rx 63 3.3% 0.2
What to do if problems 84x» 60 3.8% 0.2
Warning signs TTH* 59 2.2% 01
Possibility of switching 49** 34 2.1% 01
Condom is the only method to protect
against STDs 47 15 5.5%* 0.2
% Low score: 0 1 2 0.4 0.5
ks 7 5.9xx 02

% High score: 7

Sowrce: SDP recruttment survey.

Note: Index is based on the seven items dsted. Each ftem is a dichotomoss variable.

Low seore = binary variable meassring receiving wone of the elements,

High seore = binary variable measuring receiving all of the elernents.

\Controlied for respondent’s education, work status ethricity, religion, relationsiup status, age, age of yowungest child, number of
biving keids desire to space for two years or bmit childbearing, and contraceptive accepted. Husband’s characteristics were omitted

due to a number of missing valses.
¥ps 0.05;*p < 001
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Greater proportions of women attending refer-
ence centres (30%) reported bang told all seven
pieces of informanon, while less then 10% of
those attending health centres did so (Table 4).
Further, they were at least 15 percentage pomts
moze likely to be told more inforrmation than their
health centre counterparts on specific items. For
example, they were told of side cffects of thar
method (84% versus 63% 1n health centre group),
its waming signs (77% versus 59%), what to do if
they have problems (84% wversus 60%), and that
the condom is the only available method that pro-
tects agamst STDs (47% versus 15%).

As seen in the multivanate analyses of previous
indicators, the effect of bemg in the reference cen-
tre group net of other background influences re-
mains significant. Given the high levels of infor-
mation that these respondents recerved it is puz-
zing o note that they were less likely w report be-
mg told of how their contraceptive method works
(96% versus 98%) or how to use it than those in
the health centre group (B0% versus 97%). We sur-
mise that these results could be artefacts of the
service delivery process noted cadier In summary,

respondents who visited reference centres did
fact receive more mformation than those who vs-
ited health centres, they were six times more bkely
o receive all seven pieces of mfosmaton than the
others. However, there is scope for further am-
provements especially on those relating 1o the pos-
sibility of swirching and metheds offenng STls
protection, ss about half the respondents were not
informed on these stems.

Tables 5 and 6 present two other aspects of
care, the mterpersonal relationship between the
provider and the client and ensunng that thee isa
mechanism for continued services espectively. On
all items of the two aspects, respondents in both
groups reported near universal levels of care. For
example, neady all respondents reported that the
provider had been cordral (99% 1a reference centre
group and 100% in health centre group), that they
had been wld about the date cf their next vt
(96% and 97%), and were giver a remmder card
(99% and 98%). From these da-a, it appears that
these aspects of service delivery are umformly
good and are at 2 high level.

Tabke 5  Quality of Care Reccived: Interpersonal Relations
Interpersonal relations between Reference centre Health cene Effect of visiting reference contre
clicats and providers, group (*4) group (%) Exp (l)‘ Scandssd erves
respoadeats’ perceptions (N=79) (N =52]) (N =1")
Prownider was cordhal 99 100 02 11
Sansfied with wisit 94*» 100 0.0** 08
Had a pavate consultation 99+ 96 38 04
% Low score: 0 0 0 -
% High score: 3 93 9% 0.5 a3
Sawrce: SDP recraitment sxrvey.

Noux: Index s based on the three iems fxted. Each ittm is a dichotomens vanioble.

Low scory = binary variaile meeasxring receiving nowe of the clomenss.

High score = binary variobée measuring receiving al of the clements.

'Controlied for respondent’s education, work siatus, ethwicity, religon, relationstup statxs, ape, age of yeavgest chibl zxsrber of
bveng kids, degrr & space for tao years or bimeit childbearing, and comtracepisve arcxpied. Hushands chanatenstics werer smited

due fo a number of wrissing valwes.
*ps 005 *p 5 001,

/%
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Tabke 6 Quality of Care Received: Continuity of Services

Client is linked to services Reference centre  Health centre Effect of visiting reference centre
group (%) group (%) Exp (8)' Standard
(N =799 {N = 521 (N = 1270) error

Respondent was informed about 96 97 0.7 0.3

date of next visit

Respondent was given a reminder card 99* 98 3.8* 0.6

% Low score: 0 0 0 - -

% High score: 2 95 94 12 03

Source: SDP recruitment survey.

Note: Indexc is based on the two items listed. Each item is a dichotomous variable,
Low score = binary variable measuring recetving nome of the elements.
High score = binary variable measuring receiving all of the elements.

Controlled for respondent’s education, work status, ethmicty, religion, relationship status, age, age of youngest child, number of

bving kids, desive to space for two years or linnit childbearing, and contraceptive accepied. Husband's characteristics were omit-

ted due 1o a number of missing values.
*ps 005, **p< 001,

Table 7 Distribution of Quality Received
Quality Reference centre group (%) (N = 799) Heaith centre group (%) (N = 521)
<1 0 0
1-19 1 0
2-29 4r* 16
3-39 20%* 37
449 GO** 42
5 15%* 4
Total 100 100
Average 4.3 38

Sowrre: SDP recruitment survey

Note: The total quality index is based on all five dimensions shown in Tables 1 0 6.

P <005 %p < 001.

In summary, the evidence presented in Tables 1
to 6 suggests that the effects of the reference cen-
tre strategy can be observed in higher standards of
some elements of care provided to clients who
visit them. The greatest improvement seems to
have occurred in the content of information ex-
changed between prowider and client. On other
items, clients who wisited either facility received
similady high levels of care, while on some items
respondents who visited health centres fared bet-

ter. Thus, combining all the items into a single in-
dex will show the net gain or loss, as the gains
made on specific items would be adjusted by the
losses made on others. On a scale ranging from
unity to five, respondents who visited reference
centres reported receiving a mean quality of 4.3,
compared to 3.8 among those who wisited health
centres, a difference that is statistically significant
(Table 7)™ Multivanate analyses confirm that hav-
ing visited a reference centre significantly increases

®15% of the respondents who visited reference centres compared fo 4% who visited health centres reported recetving the best possible
quably of service, Le., rectiving a quably of care score of 5 out of a possible 5,

14



Improsing Onality of Care avd Un of Comtrocepeioes in Semgal 69

the care received by half a unit (0.45) (analysis not
shown). These findings are consistent with those
reported on each individual index of quality.

Chient Level Inmpact

In this set of snalyses, we cxamined the extent to
which panel respondents were using contraception
after having come into the study as new contracep-
tive acceptors. The following multivadate analyses
tested whether having used 2 reference centre or
having recesved good quality care had sn effect on
contraceptive use after contmolling for a host of
other influennal factors.

At the time of the follow-up interview, 57% of

the respondents reported that ey were using a
contraceptive method (59% of those who were en-
rolled from reference centres duriag ther nisic and
54% of those who were enmlled from health cen-
tres). Table 8 presents results of six multvanate Jo-
gistc regression models. The purpose of the mod-
cls was to examine the effect of the concal inde-
pendent vanables (wisit 0 a reference centre and
quality of care) singly and along -mth other pern-
nent controls  Thus, models 1 and 2 mdicate the
effect of vimting a reference centre for contracep-
tive service, models 3 and 4 that of quakity, and
models 5 and 6 of the effect of toth vadables on
subsequent contracepuve use.

Table 8  Logistic Regression of Current Contraceptive Use

Vaniable Exponcuntial (Bets)
Moded 1 Model 2 Model 3 Modd 4 Modd § Model 6

Effet of Grasp

Fisiting a Reference Center 12012 134 013 - - 1101) 12014
Lualty
Index of quakity - L3 @009 1LY 009 10 1200
Respondent wants to bimit or
space binth 2> 2 years 2.5 p20y 25 Q02 25 03
Dessgraphic
Respondent’s age (pears) 10 ©02) 1.0 @02 10 002)
Number of childeen 1.1# ©05) 1.1 ©.05) 11# 0.05)
Age of youngest chid (pears) 1.0** (0.0) 1.0+ 0.0 1.0** 0.0)
Sacve-acomansic
Respoodent has st least
primary education 110.14) 1.10.14) 11014
Respondeat is 1.10.14) 110.14) 11 @14
Respandent is of Oulof ethnic
grovp 11@13) 11013 11013
Respondent is 2 Muskm 0.25** (0.47) 025°* (0.47) 025+ .47)
Rlspcndcntis in polygamous
relationship’ 0.83 0.15) 051 @195 0.82 0.15)

Respoodent is in snﬂ: or

scpanted u:hncnshlp 1.47 ©.24) 14 029 14 0.2
Constant L18#@1) 20058 047° 036 O0I806N 04706 0907
- 2 Log likelhood 1514.75 1YM.T8 1508.75 1391.32 1508.25 1390 16
Chi-square 261 6504 86 68.50°* 9.1+ 69.66°~
N 1110 1071 1110 107M 110 1071

Soxrce: First & second rownds of SDP panel, Semepal
Note # gawificamt at < 10%; *Gpuficomt at < 5% ** aemifcantat < 1%,

Standard errors in parentheses

24
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From models 1 and 2 it is clear that having
contraceptive services at a reference centre did in-
crease the likelihood that a respondent was using
contraceptives, with the effect showing a minor in-
crease in magnitude and significance, albeit at the
10% level when controls were added. The effect of
quality on the other hand was more significant as
seen in models 3 and 4. It 15 in the direction postu-
lated with those who receive better care being
mofe likely to continve using contraceptives. On
average, women who received better care were 1.3
times more likely to be using contraception than
others. Furthermore, the magnitude and direction
of the effect remamed unaltered as controls were
added to the model. Models 5 and 6 reflect the ef-
feet of each of these independent vanables con-
trolling for the other. It is noteworthy that the di-
rection and magnitude of both obtaining services
at a reference centre or quality remamed un-
changed when they were used as covanates in the
same equation.

In sum, this set of models indicates that visits
to teference centre and quality of cate are impor-
tant determinants of contraceptive use, with the
quality vadable being more significant. The quality
of care a woman receives is an important determi-
nant of whether she will use contraception over a
year and a half later.

Conclusion

This paper descnbed the effects of a policy and
progmmme change in the provision of family
planning setvices undertaken by the govemment
of Senegal. It focused on the effect it had on ch-
ents using the services, specifically in terms of
their contraceptive behaviour. The objective of the
paper was to provide documenmation of the pro-
gramme efforts and the wnpact they have on con-
traceptive use. Documentation such as this is nec-
essary to provide information and evidence to
other public sector initiatives.

The government of Senegal envisaged the
strategy of creating reference centres for family
planning to increase access while maintaining qual-
ity. This ambitious strategy has been implemented
with substantial inputs provided to improve infra-
structure, equipment, supplies and personnel skills.
Public sector provision of family planning in
Senegal is barely a decade old and current contra-

ceptive prevalence is low at less than 10%. Gov-
emment 1s keen to move the family planning pro-
gramme ahead and, hence, there 15 an urgent need
to learn from the expenence thus fat.

This paper reports that the reference centres
do indeed offer significantly better care to clients
than other health facilities, especially health centres
that have similar functions and caseloads as refer-
ence centres. The differences in quality of care
between the two types of facilines are reflected
in the nature of transactions between providers
and clients duning consultations. Providers in the
refetence centres were able to provide better
client-onented care as reported by clients them-
selves. Exit interviews with clients indicate that
those who artended reference centres had their
needs assessed better, were offered more contra-
ceptive choices, and received relevant information.
All clients, regardless of the type of facility they
visited, reported being treated well and being
linked to services. It thus seems that information
exchange between providers and clients is the
cntical component in their interaction that dis-
tnguished the type of care received by respon-
dents in the two types of facilites. In summary;
these data prowvide persuasive proof that such im-
provements in the process of care giving can be
made.

The impact of high quality care is also encour-

aging. There is clear empirical evidence that clients
who received good care at the inination of contra-
ception indeed continued to use contraceptives.
The analyses indicated that clients who received
good care were 1.3 times more likely than those
who did not to continue using contraceptives over
a year later. These findings are consistent with
those reported by other researchers from a varety
of different semngs. As noted in eadier sections,
some elements of quality such as information have
been reported to have an effect on contraceptive
continuation.’>!® Research has repeatedly docu-
mented the importance of informaton for contra-
ceptive contnuaton. Discontinuation due to side
effects is an oft reported finding, Women discon-
tinue contraceptive use due to their expedence of
side effects, lack of accurate information including
management, coupled with erroneous information
from the rumour network nudging women to dis-
continue.?? Other aspects of quality reported to
have an effect include being provided the method

A
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of choice snd humane treatment!* Yet snother
study that used 2 composite indicator of quahity
similar o the one used in this paper also found
that contmceptive use increased significandy with
good cam. At low levels of care the predicted
pmbability of contraceptive use was 55%, mcreas-
ing ® 67% at the highest level of care.'?

Based on this background of research and ewi-
dence, the paper makes a case for including more
dimensions of quality that capture more of the es-
sence of the client-provider interaction rather than
concentrating on any single aspect. For illustration,
accurate and complete information provided
without proper assessment of the chent’s
needs may be irrelevant. Or the availability of
a choice of methods without adequate infor-
mation or humane treatment may be a hash
choice indeed.

For these reasons, we believe that it will be use-
ful to include the five dimensions of quality as dis-
cussed in this paper Second, we would also like to
sound 4 note of cauton. Every aspect may be
equally important and, hence, efforts o rank them
must be stopped at this stage. Finally, in addition
to the indicators used in this paper, a plethona of
additional ones have been suggested. For example,
mformanon collected from users and non-users
have idennfied service cost, waiting nme for con-
sultation and perceptions of cleanhness of faclities
a3 som¢ important factors. It is important o have a
conceptual framework in mind for idenufying van-
sbles so that the mdicators will have both theoren-
eal and programmatic value. A mere identification
and listing of vanables unaccomparied by a theo-
retical framework may lead to musleading pro-
gramme and service delivery emphases.

The paper also reported the association be-
tween an interventon to improve quality and sub-
sequent contraceptive use. Despite improvements
in quality of care in the facilities that have recaved
additional inputs, contraceptive use is not signifi-
candy higher among arrendees of these facthnes
than others. Contraceptive use was 59% among
those who had wisited reference centres, compared
to 54% among those who wisited health facihines A
result that is not statistically significant. Thas find-
ing does not imply that the reference centre strat-
egy did not work. On the contrary, clients who
were served at reference centres did indeed recerve
beteer care than those who went to health centres

(Tables 2-6). However, some chents who visited
health centres also received good care, albat m
lower proportions.  Therefore, 0 chat a sanstcal
significant increase in contraceptive use, it may be
necessary that the quahty of care offered at refer-
ence centres be even higher than that curmenty of-
fered. Put differently, though the refetence centre
was able to shift quality upwards it was not suffi-
aenty far enough to significandy mfluence sub-
sequent contriceptive use. We saw carher that
the average quality of care received by clients m-
creased from 3.8 units mn the health centres
4.3 units in the reference centres. Our findings
indicate that the difference between the two lev-
cls of quality nceds o be larger © attain stavst-
cal sipnificance.

In conclusion, since the collecson of dat pre-
sented in this papec, the government of Senegal
has embarked on a phased programme of mpov-
mng health centres navonally. Inpurs vary acmss
sites and facilities. Some have undetgone whole site
trainng in chent onented prowider fnendly
{COPE), which aims to identfy problems and so-
lutions at the fachty level, while others have had
new haaldings, or speafic saff urderwent vanous
types of tmining. With all these efforts o improve
quality, individuals might be better able to achieve
their contraceptive and reproduct ve goals. Just as
rumours and misconceptions have played a part in
dissuading users from contracepton, there is hope
that the converse will be true as well. In other
words, diffusion of news of hugh quahty care and
services through satisfied users and nformal com-
muruty networks can help.
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