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Improving Qualify of Care and Use of Conttaceptives 
in Senegal 

ABsTltACT 
Ia !be t 990s, !be gow;mmcnt of Senegal implcmallll:d 1 se.tics of policy chlDfP IOr the pmvisioll of fllmiy 
plambng.....W through !he public - A strm:gy 10 pl.O\'ide high qutlity ~ duougb ~ ccnlla 
- adopt<d. This P"P"' proscnts findings liom • longituditW suney of 1,3:1Jl Seo> sr' • women who had 
sought fa!llily pWming ~ at tm public sector &cilities - live rc&:m.cc ccntrcs DI 6vc beald. ccntltS. la­
bmatioa w <Ollcc;lll:d on !be qutlity of care they rcaiwd at the time they adoplll:d family plmm1ng One lhou­
sand one lwnd-t and ""' of the rcspondmb - li>llowed up sixtor:o mondu later IO uccmio lhcit conm­
ccptt.c slll!IJS, The first ptinciptl fiadiftgw• that immdees at rcfemlu centres •epotlled ~ rchilift heltior 
care th111 those who attmdcd health centres. On ..,,.... clienb at rcfel'Cllcc centres rcc:ciwd ,,_3 out of 6vc 
uaib of cm:, COIDjl • I IO 3,8 uaib IS rcporlll:d "1 bealtb centre clients, Second, nwbin.tiall: lllllysa jncljralll:d 
that qwility of care rca:ivcd at !be lime of adopting 1 cootraeepli'ec has a sigpific1111 intlumcc .,.. p•bscqoatt 
conldc:cp1ivc ....,_ Tbme wbo rca:ivcd good care ,...,, U limes mott likdy to be using 1 mcthcd "'- odlcn. 
(Afr J Blp'l1li HuiJJJ 2003; 7f2J: 57-73) 

REsuME 
Amiliowion de la qualili ct l'Utilisadoa du coatneeptif ... ~ !\u cow:s des mom 1990, le gou­
w:mment sCoigllais a mis en °"""' unc sCrie de modifications elms b poliliquc pour la P""winn des senioes 
de plmi6cation f.lmi!We a "*""' le sec-.: public. On 1 adopti W1I! st:rai<gio pour mettrc en place des scrric£s 
de baurc qualitt i ~"des centres de refimlce Cctrc crude: presciue les resultats d'unc: enquCre Joa&i!Udimk 
aupres de 1,320 fi!tnines sencgoiaiscs qui avaien! rccbetdic de. S«Vi= de plmification familia!c auprCs de dis 
etablissemcnb du secttur public. cinq ccnttts de rHtrcncc et cinq centres de santi. On 1 collcaE des donn'n 
sur la qualite de soin qu'elles ont cu au moment ou elles ont adopli la platlilicatioo &mildle. Mille cent dis 
Crnune. inl'Crrogb:s ont e!C suivies sei.re mois apres pour~ leut <tat de cont:racq>tif Lio pttmiCte llOUVlilc: 
majewe dait quo celles qui &Oqumtaicnt des centtts de rel&c:ncc ont sig1ulc avoit CIC - t:ra1tic quc cdles 
qui frequcntaicnt les cenm:s de santi, En moyenne. Jes dicnrcs aux centtts de reftrencc ont ob1mu 4,3 - 5 
unries de soin par npport au 3,8 unites chcz 1 .. diciircs de ccattts de sante. Daixiement. du ..,..,... mulli­
nritt> ont montrC quc la qualite de soin m;u au moment d'adopl'Cr le cont:raccplif • uoc mfluen:e impomnte 
- !'utilisation ultiricure des contraccplifs, Cclks qui ont m;u du hon """ llDOOt l,l mis pus de ch .. ce 
d'uliliscr wte mithodc pluti>t quc de. autrcs, (Riv Afr S11111i RlfwrJ 2003; 712): 57-73) 
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Background 
Official family planning prognunme stllrtl:d rcla­
tively recendy in Senegal. In the late 1970s, tho~ 
the government recognised rapid populalion 
growth as an important issue, thete was no well­
defined and comprehensive population policy.1 Ac­
cess to family planning services was limited• due ro 
the existence of a 1920 French law banning the 
distribution and sale of contraceptives. However, 
the next three decades saw a series 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 

!Or new initiatives in family planning: Change be­
gan with a repealing of the French law in the early 
80s. 2 This single change cleared the way fur 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 characterised by individual 
donor-assisted projects. The two main projects that 
moved the programme forwacd were Projet Sante 
Familiale et Population (PSFP) and Projet Bien­
Etrc Familial (PBEF), 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, private and the para1Jrivate sec­
tors. Access to family planning services increased 
dramatically in terms of available clinics and 
trained personnel. The number of service delivery 
points in the public sector increased from 20 in 
1984 to 150 in 1991 with 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 endorsement of family planning. Thus, in 
.April 1988, the Government 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 implementation of 
family planning and mat.emal and child health ac-

tivities nationwide. Family planning services were 
offered at PNPF clinics. The major fucus areas 
were improvement in quality, services for adoles· 
cents, management of reproductive tract infections 
including S1Ds I AIDS, and infertility services. As 
part of its strategy to provide high quality family 
planning services, PNPF established one reference 
centre in each of the 10 regions of the country. Jn 
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 primary care at the community 
level ro tertiary care at the hospital level. Primary 
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 
district level. Health centres are usually staffed by 
a medical doctor, nurses, midwives and community 
health workers and provide a range of curative and 
preventive services including filmily planning, Ref­
erence centres were set 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 hospital.• exist at the 
apex or national level. 

Rderence centres are closest in functioning 
and stze to health centres; caseloads are similar at 
both types of facilities. Typically, reference centres 
are located in the regional capital while health cen­
tres are located in a secondary urban city in the 
same region. In a number of instances, health cen­
tres were upgraded to reference centres. Stated dif­
ferendy, while reference centres received a variety 
~f inputs to improve them as per the policy guide­
lines descobed, health centres did not benefit from 
such iuputs.h 

The reference centre strategy was developed to 
address several identified problems ranging from 
lack of tramed personnel to provide family plan­
rung serVlces, lack of equipment and supplies, 
stoc~-outs of contraceptives, to poor supervision."' 
SpeCJfically, the reference centres were envisaged to 



p!ID'ride a mige of tq>mductm: health services in­
cluding &mily planning. rnamguncnt of RTis ond 
STDs, ma11:mal and child health, and infertility. 
They wea: also meant to train family planning 
scmce providec at sub-ttgional levds and receive 
cases n:fem:d from the n:gion. In addition, the 
ovemching focus was that improving the quality 
of services """" also a moms to increasing contra­
ceptive acceptance and conrimwion. 

Widt this aim, 14 ttfcttnce cmars wea: eslllb­
lished; om in each of the ttn ttgions of Senegal 
and fuur in DHn The process began in phases in 
1995 by upgading physical infnstructure, mt effi>rt 
that - laigdy 5\W0nrd by UNFPA mtd the 
"lllbdd Bank. In some cues, ni1'ing hcallh cmttts 
- nenontcd and upgndcd to ttfcrencc centtts, 
while others wea: built. 

Equipment was provided to all the a:fcrmce 
cc:nta:s to facilitate the delfmy of family planning 
services. These included such i!J:mS IS delfmy mtd 
enmination tlhles, examination lamps, spcculums 
and IUD insertion kits. Mechanisms fur n:gu1ar 
and adequate supplies of contrsceplivcs and drugs. 
wea: set in place.< 

In addition to provision of equipment and sup­
plies, &mily planning service pmvic:krs wen: 
trained on a variety of issues, inducing counsel­
ling, contr:aceplivc technology. service ddivcr}\ su­
pervision, MIS and logistics. The tnining of 
provic:krs was condue!J:d by the Ministry of Health 
and various intcmalional agencies. d Further, Nor­
plant® was adc:kd 10 the rmtg;: of methods already 
availlblc. Addirion of Norplantlf!> was accompa­
nied by the n:quisitt mining of staff and provision 
of equipment and supplies ID ensure service deliv­
ery; 

All tefcrcncc cenms received an irrfil.'0¥ed 
managmicnt infumwion system (MIS), which 
comprised staff training in maintaining the MIS 

and allocating a sepllDll: space fur llflS whcar: dt­
ent tteoi:ds wea: mainlllillcd A m:mgy fur follow.. 
ing up clients using the MIS ,_ also pllnoed. 'JhiJ 
- a mtthanism ro categorise family plsming us­
ers into cum:nt uscis, users who have oot mlisiu:d 
the clinics in cime and dmpoulS. Family plamiing 
staff - !Dined to follow.q> discllllinuas md 
dtopouts. OienlS - ID be plOVidcd wilh IP"­
pointmalt cuds that indicated the dote of mum 
to the clinic. Thca:fu.a:, clients who did oot mum 
fur lhcir ftH111PP1y or check-up coulc! be: idaWied 
and 1hen fullowed up at home.. 

Pinall)'. a:fcrcncc cmtm wete «.'Visaged to be 
regional training cmtm fur &may pLmniug tcrvia: 
pimideis in -x- upcm of scnire dcliRij; in­
cluding COU1ISelling. bode Ltg.e update and tcrvia: 
ptm'isioo. Honwr, this is not yet Wy opera­
tional. 

Thus, ttfcrcncc cc:ntta have rcce'ftd • • • Wlrr­
able inp1111, some of dlich have been citteted a> 
improving the readiness of die set9icc cmimn­
ment by a:moving pbysical infwauclwe wl lo­
gistic constraints. Others - directed ID iq>IDY­
ing the cue !hat clients receive. 

In llWDRW'JI pemmcnt cmisapl that hr 
adopting the a:ference centa: straltgy, the prob­
lems identified wlict ..ould be solved wl dw it 
'lllOllld -.It in incn:ued acceptance of coomccp­
tion and higher continuation. Within the contat 

of rapid chmgcs in policy mtd pmugw dU:tt­
tioo', government has been keen ID 1SSCSS the cf. 
fccts of some of its sm.~ Thcte is pubcular 
interest in naluating the cttalion of <ri:u:nce cen­
tres. This pllpCr documents in m ~ ammcr 
t'liO specific aspects of the stlateg): (1) whedtcr 
thea: ha been any iq>wnmtut in the cue re­
ceived by clients md (2) 'lliicther qudity impum­
mcnts have had m dfect on the coottllCCpbft use: 
of facility am:ndccs. 



Hypotheses 
The positive association between quality and con­
traceptive behaviour has been theorised and has 
fuund acceptance largely because of its intuitive 
appeal. It builds on the notion that quality im­
provements will assist individuals to use contracep­
tion and to do so effectively and for longer peri­
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 
programme staff through experience and observa­
tions.S.6 For example, the experience 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 interaccion1 as it is considered an inte­
gral part of the care process.g Much has been writ­
ten about the client-provider ~'1teraction and the 
hypothesised effects of a good interaction on cli­
ents.~10-U However, empirical evidence to support 
this hypothesis is only slowly emerging. 

Some facets of the care giving process have 
b:e'1 fuund to have .an effect. For example, being 
given the contraceptive method of choice, or ade­
quate infurmation, or perceptions of the helpful­
~ess of th~ provider have been found tn be posi­
tively assooated with contraceptive acceptllnce and 
continuation. To elaborate, a fullow-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 we<e 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 multivariate 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 

gjven information especially about side-effects. 
Three studies from West Africa, China and India 
document that women who received more infor­
mation were less likely to discontinue contrarep­
tion.15·17 For example, me West African study 
found in N[ger and Gambia that discontinuation 
was higher among women who reported inade­
quate counselling about side-effects. In Niger, 37% 
of such women stopped using contraception, com­
pared to l 9% of others. Similarly 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 issues to contend with. Women who 
discontinued could also have been more likely 
to report that they received less information 
than others. 

Oients' perceptions of providers and their be­
havioum also seem to be associated with contra­
ceptive adopti::m and continuation. ts A stndy of 
3,632 Banr,1adeshi women reported that clients 
:v'm perceived . their provider to be responsive to 
1nqwnes, sens1t:Ive about their privacy, helpful with 
problems, sympathetic to their needs, and provided 
mfo?""at:Ion were 27% more likely to adopt contra­
cepnon over the next 30 months. Similar effects 
;"'re reported among those who were already us­
mg contracepaon. 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 identi6ed 
some aspects of the care gjving process such as 
provision of clients' chosen method, adequate in­
formation and humane treatment as being signi6-
cant factors of contraceptive use. The detection of 
these relationships leads to the possibility of other 
factors in the client-pro,~der interaction, which 
may influence contraceptive use, Recent research 
from the Phthppines analysed the client-provider 
1nteracbon 1n its entirety, from whether the client 
was treated well, had her needs assessed, given suf-



ficient infut!MIXm, pmWled wilh a vaJiety of op­
tiont, ID being linked ID services in lhe futute. It 
al!o combined all these aspects into a single indica­
tor of quality of care. 19 The findings indkatc a sig­
nificmt and positive effttt of quality on conttll­
ccptM: con0n111tion. This provides empiric:al sup· 
port to lhc concept !hat quality includes m:""Y di­
mensions and suggests that rescan:h should mdudc 
as many dimensions of quality as possible and not 
select elements alone. Accumulation of evidence 
from a vaJiety of setlings and cxpemnent:arion 
with a vuiety of indicatotS of quality will help 
identify addilional dimensions. All lhese will be 
useful fur service d<livcry. 

Study Setting 
The resemh desciibcd in this paper WIS undcr­
Wm in live of lhe tl:lt regions in Senegal. Thies, 
Kaolad, Saint Louis, Tambacounda and Falick 
- selected based on thtee criteria: the ptesence 
of a functioning refcttnce centR in !he region, a 
higb &may planning client case load. and absence 
of civil distutbancc. •These five regions arc similar 
in many aspects. The areas arc inhabited by mcn­
bctS of the Ouolof, Sm:rc, Poulur and Mandinguc 
ethnic groups, and Islam is !he predominant tdig· 
ion. Between 33% 111d WYo of childttn attl:ltd 
schools In terms of industrial aclivity, each region 
bu not moa: !ban one or two &ctories manufiM:. 
turing salt, sugar, textiles or mining AD lhe study 
regions also benefit from lhc usisuncc of 1 num­
ber of intcrnarionil rollaboraling agencies in the 
delm:ry of economic. educational and ttpmduc­
tM: bcahh services. 

Thetc arc al!o some marud d:lfctcnccs across 
lhc regions. Klolack., Falick and Tambacounda ate 
mosdy rural while Thies and Saint Louis regions 
arc lhc most w:baniscd. The extent of urbanisation 
ranges from 10% in Pa tick ID 34% in Thies. 20 l\ 
composite indiCllDr of overall living conditions 
also suggests !hat this dislinction persisis, wirh rhe 
Thies and Saint Louis f.u:ing btttcr than rhe other 
:nm! regions. Economic opporrunilics in the three 
rullll regions tend to be in agricul!Ute, wirh peanut, 
cotton and cattle limning. while fishing and tour-

ism arc lhc main aamtics in Thies and Saint Louis. 
A second mote striking cislinction i. lhc acccssibil· 
lty to health and &mily planning ;crviccs. Thies 
and Kaolack have -U dcvdopcd h.-th infrasttuc­
tutc rompatcd to the other three rcg:ons. 

Thus, the selection of these tt:gjoos provides 
sufficient variation m pattrm of wtonisarion, cro­
nomic opportunities and ovcall development. The 
aggregation of lhese five regions is as dose 10 llll· 

1ional tcp!C$Ctltation as possible 

Methodology 
DoJa Colltdi011 
In !his paper, ""' pn:scnt data fmrn NO SOUttCS, 

namely, an interview wilh contrac<plivc USCI$ at 
lhc lime !hey wen: enroUc:d into the study and a 
follow-up interview with the same nspondcnt:s "P· 
prositnatdy 16 months la1ct. 

One lhousand three bunda:d and twtnty n:­
spondcnts ""'re cnroYc:d m10 the pand fmm tm 
clinics (five rcfcttnce ccnttes and fift health cen· 
ttcs).• They Wl:tt enrolled between Octoba t 997 
and jan111ty 1998 when they had visited the facility 
for service and had consented ID l:c part of the 
study. As pan of me infurmcd conV-Dt p~ 
every respondent was informed about lhe obi«· 
lives and natun: of the study, the light of wlunwy 
parlicipation including refusal to answer sp«i6c 
questions.. the light ID privacy of rcc~tds and con· 
6dentiality of the in!Omwioo provided They wen: 
also informed about rhe lack of inccr.tivcs or di!in· 
ccnlivcs n:latcd to parlicipation, an<' phone num· 
hers should respondents seek addili :inal intomu.­
tion. 

Respondents sclcctcd for the panel -te 6Bt 
lime users of contm:q>IJOn, fust time! USCI$ of a 
specific method, or mtchcn1, and lhosc re....wting 
afttr a hi&tus. The interview 100k place 111 the &­
cit.lies soon afttr !hey had received 5'!niccs. lnfi>r· 
malion was collected from them on their pcrccp· 
lions of the quality of services lhcy received, de­
tailed knowledge of rhc conUllccpti\e method ac· 
ccpted, their background chammli'11CS, summa­
rised reproduclivc history and ttpro.luctr.-., in1a1-
nons 

'v"""' r,,;- - """"""'........,ii is "" Oltllrtris -.g """'"" """Dinri<l. LMflll. KMJ. ..,{ ........ ,.,,,_ ..... t'9 
. iliii - ""'ti-.,._, If lllt - . . 
' TJ,, rt/"""' tnln ad "'4llh mtln <hst is ~ "1111 r:-1HJ Ill II ft- ""'1 t{ tJ. ft- sJ""1 npas _., """-

1 



Tablt 1 Economic and Demographic Characteristics of Respondent& 

s IJdoet:rJno!Jlit 
At least primary education (%)** 
F.mployed (%) 
Oulof ethnic group (%) 
Muslim(%) 
Married or in union (%) 
Monogamous mamage(%}1 

Husband had at least primary education (%)1** 
Husband is employed (%)1** 
~bk 
Age (mean years)** 
Has ever been pregnant (o/~ 
Nwnber of living children (mean) 
Age of youngest child (mean months}** 
Reproductive intentions(%} 

Limit 
Space fur more than 2 years 
Space fur 2 or less years 

Contraceptive obtained(%) 
Pill 
IUD** 
Injectable 
Norplant•• 
Condom* 
Spermicide 

S1»1m: SDP remal1llmt s;m;ey 

Reference centres 
(N = 799) 

57 
35 
42 
96 
88 
69 
56 
77 

29 
98 
3.5 
22 

22 
65 
13 

25 
6 

45 
11 
a 

11 

Health~­
(N =521) 

45 
36 
43 
96 
90 
64 
48 
80 

28 
99 
3.5 
18 

20 
66 
15 

38 
2 

47 
0 
1 
11 

'Asktd rm!J for those roponden/J married or in JmiQn. 2 Asktd rm!J ef thast who had a c/Jik/ 
* p < 0.0J; **p < O.ot. 

Respondents who visited both types of facili­
ties were fairly similar in a nwnber of background 
characteristics such as ethnicity, religion, marital 
status and work status (Table 1). However, respon­
dents who visited the reference centres were more 
likcly 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 similarity in 
the mean nwnber of living children or reproduc­
tive inrention, which are crucial variables for this 
study, as they determine future contraceptive and 
reproductive behaviouL In swn, the respondents 

are as similar 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 rollow-up rate was 84%: 83% of the respon­
dents who had sought services at reference centres 
and 86% of those at health centres, with no signifi­
cant diffe re nee in the follow-up between the two 
groups. Loss to follow-up was 16%. Reasons fur 
loss to follow-up include relocation (52%), inability 
to locate residence (23%),0 mis.sed interview call 
(17%) and refusal to keep appointment (7%}. This 

jOn!J n.rprmdmu m had gi..,, p,,.,,,,,,.,,, for a faU.w-up "'""'""'..,. fallo1"td up Somt rupundtn/J.,,,., rwluttant to bt inltr­
,,;,-t at '-far rr4JIJ1f.I tf ptivary, and so """' ilftmie,,.J at th< clinics. Those who had 1W mch mmtmill/ ..,. intmitwtd at '-. 

"s- "'/J"l'dni/J gas< ..rong MrhtJJIJ tmd othtn @Nltl Mt h< localtd. 



intaview coDectcd infonnatioo on the n:pm<klc­
tivc md contraceptivc behaviour IS well IS experi­
ences with the hcolth can: system since the fi1St in­
tavicw. 

We checked fur selection bias of respondents 
fur the fuDow-up interview: In gencal, the cxtcnt 
of selection bias WIS limited (fable 1). It WIS not 
111 issue fur a variety of respondent chaactcristics 
such IS education, wom status, marital status, type 
of marriage (monogamy or polygamy), ethnic 
group, teligion. n:productivc intention. method ob­
tained at time of tceruitmcnt, or age of last child. 
Howewr, thete was selection in tcnns of the te­
spondent's age, nwnbcr of childtcn, whether she 
wmted ID cease childbearing. md her husb111d's 
education. Re;pondcnts in the fullow-up had a ten­
dency ID be on avenge 2.4 yeus older, had on av­
enge 0.7 mote childtcn, mote likdy to want to 
limit childbearing. and mote likely to have a hus­
band with at least primary education Ihm those 
not fullowcd up. However, mote imponandy, se­
lection did not change the existing distinctions be­
tween the two groups. For eumplc, respondents 
who visited tefctc0ce ccnms wcte older than those 
who -visited hcolth centres, and this tcmains in the 
fuDow-up IS well.1 In addition. respondents in both 
groups on average had 3.6 child ten. 

V fJliables at1d Allll/pis 
Thete ate two parts to the analysis. The fi1St exam­
ined whether thete wcte diffctcnces in the cate that 
clients tcecived according to the type of facility vis­
ited while the second e:umined outcomes at the 
client lc-vd. It looked at the eff«• of visiting a tef­
etcnce centtc md of quality on clients' subsequent 
contraceptive behaviour. 

In the first part, we used data from the fi1St 
rowtd of interviews with pand tcspondcnts and 
e:runined the quality of can: they tcportcd tceciv­
in~ This teflccts their pen:eptions and subjective 
enluation of the Cate tcecived. Five diffctc0t indi­
calDIS of quality capturing various aspects of the 
catc giving process wcte used, namely, whether the 
client WIS provided choice, had her needs assessed, 
WIS provided infurmation, was ttcated well by the 
provider, and whether she was linked to futute 
services. These indicators have been chosen on the 

basis of dicotctical and conceptual work, which in­
itiated die 6dd of study on issues cf quali~. and 
by the empirical wom cited earlier. Each of these 
indicatolS WIS considctcd IO be equally ~rtmt 
in die Cate giving process. Sometincs progmnmc 
manage .. ask tcseatthe15 to rank the indicatolS in 
order of importance, but ""' desist from such c:rcr­
cise IS we believe that such ranking is arbitrary 111d 
is the subjective choice of indivicual tcseatthees 
Also, relying on soldy cmpi rical evidence can be 
misleading as they can be dcmic of theoretical 
mcming and contcnL 

Each indicator co~riscd SC\'Ctal items that te­
fleetcd a specific dimension. For eumplc, die indi­
cator of choice WIS made up of &.'C dichotomous 
items, each of which tcptcsented • unique dimen­
sion. These wcte whether the client was asked her 
ptefctcnce fur any method, '1d1ethcr she was told 
of methods other Ihm the one she chose, whether 
she tcecivcd her method of choice, whether she 
felt that thete wcte sufficient methods fur her to 
make a choice, and whether sh~ felt she had 
enough infurmation to make a choice. As the nmn­
bcr of items comprising an indicator VUJCS from 
two ID seven. in order ID cnsun: C<jlW weighting of 
each indicalDr, we have normaliscJ each to unity. 
Hence, the quality indicator. which is the totality of 
the five dimensions, ranges in value from zero to a 
muimum of five. 

As the analysis focused on 6nJing diffctcnccs 
bct'Rcn the groups -visiting the two types of facili­
ties, ""' used bivariate techniques. :JU-squan: tcs&s 

"""" used ID distinguish similarities or diffctcnCCS 
between the two gro~s. ~ furthc r tested if -visit­
ing a tefcn:ncc ccnttc affcetcd Ill}" aspect of catc 

tcecived in a multi...0- logistic :nodd, whete a 
number of controls """" introduced for the n:­
spondcnt's socio-cconomic backgu:..,d. 

·The second part of the analysi• tested the fol­
lowing hypodiestt (a) respondents who -visited tcf­
etcncc centtcs would be mote like.y ID use a con­
traceptive than those who -.isitcc. h..&th ccnttcs 
due to specific cfli:>rts ID impmv: quality in the 
funner, and (b) n:spondcnts who had tcecn.d bet­
ter care, irmspcctivc of the llUIDICDI ~ they 
bdongcd to. would be mote Ii~· ID use contra· 
ccptivcs than those who did not. For these analy-
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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 variable 
and all the independent variables, including quality 
of care that respondent reeerved and her back­
ground characteristics were measured at the time 
of first interview. Having visited a reference centre 
and the quality of care received were the critical in­
dependent variables 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 
socioeconomic background variables 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% ver.rus 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 visited 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 vari­
ous contraceptive options available at the filcility 
and pertinent information on each method Thus, 
the client is prepared with sufficient information 
and is able to make a tentative 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
tive, Thus 1 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 with it without much informa­
tion on other contraceptive options available at the 
clinic. 

The physical layout of reference centres in 
terms of a waiting room, counselling room and a 
service delivery room aids the flow of clients 
through these various stations. Also, reference 
centres, in contrast to health centre~ were more 
likely tD 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 senice delivery, 
which allows greater contact of clients with 
providers. 

It is also interesting to note that the differences 
between rhe two groups on all these items persist 
after controlling for a range of variables reflecting 
the respondent's background as shown in the right 
hand side panel of Table 2. This indicates that ref­
erence centres a.re indeed more successful in in­
creasing the choice that clients receive. Significant 
differences were also observed in two other as­
pects of qualiry - 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 intention (56% versus 33% in health 
centre group) and about their previous family plan­
ning experience (94% versus 80%) (Table 3). These 
findings were borne out by the multivariate 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. Similarly, respondents 
from reference centres were over four times as 
likely to be asked about their previous family plan­
ning experience. It is interesting to note that 
providers in both types of facilities are more likely 
to ask about family planning e>pcrience than re­
productive intentions. 

/lJ 
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Table 2 Quality of Care Rc:ceived: Choice 

~dent "''25 asked fur her 
preference fur any particular FP 
incthod 
Respondent was told about olhcr 
methods than !he chosen one 
Rapondent received chosen method 
~dent ttlt she had enough 
methods to choose from 
Respondent felt she had enough 
infurmation to choose a mc!hod 

% Low score: 0 

% High score: 5 

Soltl'«: SDP ~ f""'9 

Rclwcac:c 

- .... ap 
(N=m) 

12-· 

93n 

86 
92 .. 

8()"• 

1 .. 

4 

Haldi--(N= 521) 

94 

54 

81 
51 

65 

4 

44 

Nl!llS: fltlltx is brutd 1111 tilt JM iU8s list«J. E4t/J - is t1 dir/Joli 1 • -rMll. 

PJrec:t ol ntill g 1$ "'-&pcJl)1 5 I • 

(N = IZ1ll) ..... 
o.t•• 0.2 

11.9 .. 0.2 

2.0 .. o.J 
12.0 .. 02 

2.2 .. 0.1 

O.J•• o.s 
1.1 0.1 

Low,_,= biMty 0111i4'111 _ .... "& ~ - of t/Jt tJ..ats. Hit/I-= .,,,., _... ' Lg~.,," 
t/Jt tlamm. 
'c-r.&d far .. , .... ,., ~, -*- tlbtia!J, nli.jn. ~ - .. '!' <f .Jll#l't'1I dliM. ......,.," 
li10t. i:ids, dain "',,_far lll!o .J""1 °' /iJiliJ d.iJ+ ..... -' ~ ,,,,.,,,.,i. llislwJJ ......... -llllillltl 
""' "' ti ,,.,,.,. of '11is.ritt[. ,.,,__ 

" S: O.OJ; "'p s: O.QT. 

Table J Quality of Care R«<:ittd: Aascssment of Clic:n1&' Necdl 

Alsenmeot of •lieots, nttda Ref-.. Hcaldi"""""' 
C<Dtn:poap l""'Pt%) 
(%) (N = 799) (N =ill) 

Respondent was asked if she desired 56•• 33 
ano!her child 
Respondent was asked about her 94•• 80 
previous FP apctimcc 

% Low score: O 4u 15 

% High score: 2 54 .. ZT 

s..,,..: SDP ""71i111rntl """!! 
No/ls: llfliix is brutd"" t/Jt 1" ilarr list«J. E4t/J - is""""• 1 """"'1/t. 
Low,,,...= .,,,., Mfi"'111 ~ ~ -· t/Jt ""'-rs. 
Hit/I_,= nary~ _,,,,·'I!:,.....;~ 1111 tf /ht tJ..au. 

Elfcct ol .;.;tdgttfftftict _ .... 

&i>Cll> 1 at·--·m 
(N = 127) -2.s·· 0.1 

4_4•• 0.2 

02·· o.2 

3.1•• 0.1 

I CmttrolJtd far trspmdmfs tdJtaJtiml, .-t !fal1IS, trhttiti!f, rtfr.Pt, ""'1iattJli/>-.. liF '!f </ ~ dJi/d, ......,., " 
li10t, .IWis, dain 14 JfJ4t1 for flJIJ yun or !iJllit rMi/n Jig; 11114 W#l>»t<J>IM llttrJ>l1li. H~ ~ _., "1lllilltt/, 

""' "' " -/Jv" Jlli.t.JiJf!, """"'· • "s: 0.0J; -, s: 0 .01. 
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At one level, it is intuitively undei:standablc that 
clients visit family plmning clinics only when they 
wish to avert pregnancies and hence any query 
about their desires to space or limit childbearing 
are superfluous. However, such enquiries are im· 
portant inputs, as they inform the provider about 
the relevant contraceptive options she can offer 
the client (options available to those who wish to 
limit childbearing are qualitatively different from 
the ones available to those who wish to space}. It is 
also evident that while clients at reference centres 
receive relatively better se111ices than those at 
health centres, there is considerable room for im­
provement, as over two fifths of the women were 
not asked their reproductive intentions. Overall, 
respondents who visited reference centres were 
signifu:antly more likely than those who visited 
health centres to have their needs fully assessed. In 
terms of odds, they were thrice as likely to have 
their needs assessed. 

Another important 6nding is that at:t:en<lea of 
reference centres got more information. It hu 
often been cited in literature that family planning 
service delivery is characterised 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 aga1nst STis and Hiv.21 Conlirming 
similar results is a recent study from Jamaica where 
a lack of complete infurmation about side-effects, 
correct use of methods, and a tendency to believe 
rumours were important reasons for discontinu­
ation. 22 Information empowets clients to make ap­
propriate 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. 

Table 4 Quality of Care Received: Information given to ClicnlS 

Information given to clients Rcfnencc Hald>Cfllttt 
«ntre group group("/o) 
("lo) (N =799) (N = 1270) 

RtspanJtnt ,..,, !}vm infamation on: 
How method works 96* 98 
How to use method 80** 97 
Side-effects of melhod 84** 63 
What to do if problems 84** 60 
Warning signs 77** 59 
Possibility of switching 49** 34 
Condom is the only method to protect 
against S1Ds 47** 15 

% Low score: 0 1 2 

% High score: 7 30** 7 

Solff<t: SDP rtm4t111tnt "'1119· 
Nou: Index u based on the smn iflms li.rfld. Each itm u a dicbcltmtaNS wriabk. 
Lo111 sron = bi114ry ..maw. measJUing rtai'Ping no111 <f the "4mmts. 
Hi/JI mm = binary variabk mtasllfing rte<iving all of tbe "4mmts. 

Effect of visiting reference c:entn: 

Exp@>' Staadud 
(N=1270) enor 

0.6 0.4 
0.1** 0.3 
3.3** 0.2 
3.8** 0.2 
2.2** 0.1 
2.1•• 0.1 

5.5** 0.2 

0.4 0.5 

5.9'* 0.2 

1ControU.d for rtspomient} education, work sltl/Hs •lhnidt/. rtli.§(111, rtlati01tS/Jip stahts, "!!• "!! o/ JONN!,ISt child, nllRf/Jtr o/ 
living kids d4sin lb spat• far two yearx or limit childbearing, and "'"trmptive -pud. HNSband} charaamstits _, omit/.ed 
dN. to a NNlllW of mi.Ising vahtes . 
.. p!. 0.05; * .. p !. O.ot. 



Gteatcr propottioos of women aumding mer­
ence cent= (30%) a:por:ll:d being IDld all Kftn 

P*es of infumwion, while less than 10'/o of 
those a111'1lding hwth cent= did so (Table 4). 
Further, they were at !cost 15 percentage points 
more likiely 1D be told more infunnarion than their 
health centre rountctpartS on specific items. For 
e:ump!r, they ....,,., rold of side effects of !heir 
method (84% versus 63% in hcolth centre group), 
its wuning signs (T1% versus 59%), whit to do if 
they have problems (84% versus 60%), and dw 
thc condom is the only a...Uabll! method that pro­
te<:IS ogZnst S1Ds (47% ""tSUS 15%). 

As seen in the multi'fttiatc anafyscs of ptc'rious 
indicatois, the effect of being in the refciencc cen­
tre group net of other badgmund inllucnces re­
mains significant. Gm:n lhe high levels of infur­
matioo dw these rcspoodcnts i:ecci'ml it is puz­
ding ID note that they """" less likely ID ttpart be­
ing told of how their conrnctptive method wod::s 
(96% versus 98%) or how to use it than those in 
thc hcaltb centre group (80% vetSUS 97%) ~ sur­
mise that these results could be amf:acts of the 
service ddivery process noted cadicc. In summary, 

tapOlldm111 who visited refamce cmtrcs did ia 
&ct receift more inl0nrudio11 than 1hose who,.;... 
itcd health centttS, they were six times more libly 
to receive all seven pieces of inroanatioo than the 
others. However, there is smpe IOr furthCf iln­
ptOVml<:llts especially 00 1hose rdaliog to the pos­
Slbility of switching and mcthOOs offeting S'I1s 
protection, as 2hout half the ""'fO'ldcnts .,..re not 
inful'.m<d on these items. 

Tables 5 and 6 present _, other ""Pf'CU of 
care, the intetpcaonal tdarionship betften the 
pnmdcr and the client and cru:uring llw thcte is a 
mcch.onism fur continued semc.:s ilij)«ti•dy. On 
all itrms of the two aspects, respondents in bodl 
groups reported near univcBal levds of care. A>r 
example, nearly all !CSpODdents reported that thc 
provider had been cordial (99% i~ reference centre 
group and 100% in hcaltb centtt group), dw they 
had been mid about the datc cf their next visit 
(96% and 97%), and were ,per. a reminder cud 
(99% and 98%). From lhcsc da:a, it appcais !hat 
these aspccu of service ddivery arc uaifuanly 
good and arc at a high lcvd. 

Table 5 Qulity of Cale llecdftd: Inrapenooat Rn11iom 

,_,.. ... nlatioas betweni Rcf_,,_Hnldt-m 
dk:::att_. p•o•i••~ ..-.(%) ..-.(%) 
1e1p ookacl" pt•crefl(iOll• (N=7") (N=W) 

Pro-rider was co<dial 99 100 
Satisfied with visit 94u 100 
I-12'1 • ptiVate consultation 99*• 96 

%Lowscore:O 0 () 

% High score: 3 93• 96 

S"*"" SDP ~ SJnl!7· 
Not..· """"" is """"'.,, tbt Ihm '- li.sl#I. &d ;.. is " •Iii I I ...... 

La.-.= /!iury-u#llt - .. ~-If*,,,,,,,., 
HitP ,,,,,. = biury-"""" - . % ~""If t/Jt "-""· 

FJlitu of,,;.;;;,,, •• m~ 
F.xp (I)' s I ·-(N= 1%?1) 

0.2 1.1 
0.0 .. Q.8 
3.8 .. 0-4 

0.5' Q.3 

'°"'1rollltifar,,.,,,,,.+wn... • -* ~ ~ ~ d ti <lip- • •If,,...,,.,, a!ii( ,,...,,,, 
~ hdr, dtJi1r Ill sp. far tH JO"" or litwtl ,+'fLr 1"&, l11Ui WNl>mptiA tltaJ>IM. H"1'-'1 ~ _,. """llNI 

""',,,·-""of~""'-· 
*p$ 0.05; .. , $ 0.01. 
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Tab/4 6 Quality of Care Received: Continuity of Services 

Client is linked to sen-ices IUlcnnce centre Healih ccutre Elfect of vi&iling ..r.n...:., ...,..., 
group(%) group(%) r"'l' (8)1 Stand...t 
(N=799) (N = 521) (N = 1270) <m>r 

Respondent was informed about 96 97 
date of next visit 

0.7 0.3 

Respondent was given a reminder card 99• 98 3 s· 0.6 

% Low score: 0 0 0 

% High score: 2 95 94 1.2 0.3 

Solll'rt: SDP rematment Jltf'llt'J. 

Nott: Int/ix is /xmd on th< two items listed. EtKh ittm is a di.i1011Jl1Ji!11J variable. 
Law Stffft = binary variable measming naiving none o/ ihe tlt11Hllts. 
High JtfJ1't = binary vmiabk measl<rill!, "roving all ef rht eltmtnts. 
O.ntrvlltd for mp.ndml~ eriuttJtion, wrk staf11t, ethnid!J, religion, relatio.shtp status, 'W• qgt of youngest child, n11mhtr of 
/iuiJtg kids, dtsin fQ JjJtJCe far two years or limit childbearing, tmd contractptive accept£d H11sbtJnds chara<teristiCJ wen omit­
ttd dm ID a 1111mbtr of missing va!Jtes. 
*p'!!. 0.05; np'!!. 0.01. 

Tablt 7 Distribution of Quality Received 

Quality Reference centre group (%) (N - 799) Health centre group(%) (N = 521) 

<1 
1-1.9 
2-2.9 
3-3.9 
4--4.9 
5 
Total 

Average 

s """': s DP ,,,,,,;1111en1 '""'t'J 

0 
1 
4'* 

20"* 
60** 
15" 

100 

43 

0 
0 

16 
37 
42 
4 

100 

3.8 

Noll: Tht lbtal qllfJ!ity int/ix is bmed on all five dimensions shc1V11 in Tab/ts I lb 6. 
p $0.0J;**p $ 0.01. 

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 provider and client. On other 
items, clients who visited either facility received 
similarly high levels of care, while on some items 
respondents who visited health centres fared bet-

trr. Thus, combining all the items inro 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 visited health 
centres, a difference that is statistically significant 
(Table 7).m Multivariate analyses confirm that hav­
inp: visited a reference centre significantly increases 

•t 5"!. ef tlH rrspondenu .,Ix; visittd nfmtfa "'""" amtparol to 4% .,Ix; mit<d heaUh «•lru repornd ~ t/N btst posribk 
tptait] o/ s,..,,U., i.e, naiving a tptaf1!J of «m Jalff of 5 out of a posribk 5. 
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the care n!Ceived by half a unit (OAS) (analysis not 
shown). These 6ndings ac ronsisttnt with !hose 
ttperted on each indmdual index of quality. 

C/imt LJvd Iwtpact 
In this set of analyses. ""' enmincd the extent to 
which panel ixspondents wcte using contaccption 
after having come into the study as new conttacep· 
live acceptois. The following multivuiate analyses 
t<Sted whether having used a tefetcnce centre or 
having ttecivcd good quality cm had an effect on 
contraccplivc use after controlling for a host of 
other influential W:rois. 

At the time of the follow-up intcmcw, 57o/o of 

the mporu:lcnts tcported mil th:y 10•trc using I 

contnccplivc method (59'Yo of those: who""'"' en· 
rolled from n:fen:nce ccnms dwi:ig lhcir visit llld 
54% of lhosc who wcte cnmllt:d from ht1llth ccn· 
ttcS). Table 8 pn:scnts results of six multrmiatt: lo· 
gistic regression models. The p"'f'OS'I' of the mod­
els wu to examine the cffi:ct of !he crilical inde­
pendent variables (visit to a rcmcncc centre and 
quality of cate) singly md along ·.with o!hcr pcrri­
nent contmls. Thus, models t and 2 indicatt the 
effect of visiring a tefrn:nce centre for COlltnCCp· 

live service, models 3 and 4 that of quality, Ind 
models 5 and 6 of !he effect of l:olh ftliabl.,. on 
subsequent contnceplivc use. 

Variahlc: ExpoMeoial <-> 
Mocldt Mocld2. Mocldl M.._.4 

Effed II/ Gr-; 
Vuiting a lldmnc• Cmler 1.2 (0.12) 1.:1# (O.ll) 

f2wi!1 
Imlu of quUly - 1.3" fl.09) !.:!"' fl.09) 

Rfl'r' f ......, 
X..poodeat- to timil ot 

SJ"IC" birth 2: 2 !"'ID 2.5"• (0.20) 2.5•• (02) 

D . ' ! • 

................. (Jan) 10 (ll.02) 1.0 (O.o:!j 
Numbttof diilclRA I.I# fl.OS) I.I fl.05) 
f!ge of Y"""'ll"'' cbid (Jan) 1.0-• (0.0) 1.0-• (0.0) 

s· 
llnpoodeat has .. """" 
pmwy«lualicm I.I (0.14) I.I (0.14) 
lap .J. pr iJ emplojul I.I ~l.14) II (0.14) 
llnpoodeat .. of Oulof ttlmic 
pup I.I ~l.ll) I.I (0.13) 
Lst•••Jc Ill is a Muslim 0.25•• (0.47) 0.2.5° (0.47) 
Rtsp•Wm is io polygamous 

... ~· o.u ~l.15) 0.11 ~1.15) 

.:='"~<>< 1.47 (0.24) 1.4 (ll.24) 
u-- I.II# (0.1) 2.0 (0.51) 0.47' (036) 0. 78 (0.69) 
-21.og'l p. ~ 1514.75 UM.71 ISOl.75 U91.lZ 
Chi-"!"""' 2.61 6SJM•• &6·· 68.SO•• 
N 1110 1071 1110 1071 

s_. Finl & .-ti 1lllnllis of SDP jJtlMi. S,,,,,,,t 

/\/Dk:#~lll!. 10%;*~111 !. 5'1.;'*~111 !. '"'·· 
S""""1nl"""';,, ~ 

ModdS ........ , 
l. I (0 ll) l2 (Ill.I) 

1.:1" (O.l9) L2" (1.0) 

2.5""~ 

10 (0112) 
I.I# !llOS) 
10- (0.0) 

I.I (014) 
i:1 (0.14) 

II (Oil) 
0.25"· (0 47) 

0.112 (ll 15} 

1.411124) 
0.49' (ll.'.\6) O.'J (0 l) 

1501.lS U9016 
9J• 69.W• 
1110 1071 

;s 



From models 1 and 2 it is dear 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 is in the direction postu­
lated with those who receive better care being 
more likely to continue 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 remained unaltered as controls were 
added to the mode!. Models 5 and 6 reflect the ef­
fect of each of these independent variables con­
trolling for the other. It is noteworthy that the di­
rection and magnitude of both obtaining services 
at a reference centre or quality remained un­
changed when they were used as covariates in the 
same equation. 

In !!Um, this set of models indicates that visits 
to reference centre and quality of care are unpor­
tant determinants of contraceptive use, with the 
quality variable 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 lacer. 

Conclusion 
This paper described the effects of a policy and 
programme change in the provision of fumily 
planning services undertaken by the government 
of Senegal. It focused on the effect it had on cli­
ents using the services, specifically in terms of 
their contraceptive behaviour. The objective of the 
paper was to provide documenration of the pro­
gramme efforts and the impact 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 en,~saged 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 contca-

ceptive prevalence is low at less than 10"/o. Gov­
ernment is keen to move the family planning pro­
gramme ahead and, hence, there is an urgent need 
to learn from the experience thus far. 

This paper reports that the reference centres 
do indeed offer significantly better care to clients 
than other health facilities, especially health centtes 
that have similar functions and caseloads l!S refer­
ence centres. The differences in quality of care 
between the two types of facilities are reflected 
in the nature of transactions between providers 
and clients during consultations. Providers in the 
reference centres were able to provide better 
client-oriented care as reported by clients them­
selves. Exit interviews with clients indicate that 
those who attended 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. lt thus seems that information 
exchange between providers and clients is the 
critical component in their interaction that dis­
tinguished the type of care received by respon­
dents in the two types of facilities. In summary, 
these data prmidc 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 initiation 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 variety 
of different setnngs. As noted in earlier sections, 
some elements of quality such as information have 
been reported to have an effect on contraceptive 
continuation. 15-18 Research has repeatedly docu­
mented the importance of information for contra­
ceptive continuatJon, Discontinuation due to side 
effects is an oft reported finding. Women discon­
tinue contraceptive use due to their experience of 
side effects, lack of accurate information including 
management, coupled with erroneous information 
from the rumour network nudging "'umen to dis­
continue.22 Other aspects of quality reported to 
have an effect mclude being provided the method 

lb 
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of choice md hUIDIDC tttaancnt. 14 Yet mother 
study that used a composite indicator of quality 
similar ID the one used in this paper also found 
that conmcqniw use increucd significantly with 
good cur. At low levels of cue the predicted 
probability of contlllccptive use was 55%, in~­
ing 10 67% at the highest level of carc.19 

Based on this background of n:scudi md evi­
dcocc, the paper malr:es a case for including mon: 
dimensions of quality that captun: mon: of the es­
sence of the client-provider interaction rather than 
coocentrating on any single aspect. fur illustration, 
accurate and complete information provided 
without proper assessment of the client's 
aeeds may be irrelevant. Or the availability of 
a choice of methods without adequate infor­
mation or humane trcabnent may be a hush 
choice indeed. 

For these reasons, wc believe that it will be use­
ful ID include the fiw dimensions of quality u dis­
cuucd in this paper. Second, wc would also like ID 

IOUnd a note of caution. Every aspect may be 
cqually important and, hence, efforts ID rank them 
nmst be stopped at this stage. Finally, in addition 
to the indicatms used in this paper, a plethora of 
additional ones have been suggested. fur example, 
information col1ccted from users and non-usca 
have identified service cost, w.Dting time for con­
sultation and pca:cptions of cleanliness of facilities 
as some important factms. It is •rtant ID have a 
conceprual framework in mind for identifying vui­
ables so that the indicatoa will have both thcotrti­
cal and programmatic value. A men: identification 
and listing of vuiahles unaccomponied by a lhco­
rctical framework may lead to misleading pro­
gramme and service delivery emphases. 

The paper also n:ported the association be­
tween an intervention to improve quality and sub­
sequent contraceptive use. Despite improvements 
in quality of cur in the &cilitics that have n:ccivcd 
additional inputs, contraceptive use is not signi6-
candy higher among attendees of these facilities 
than otheis. Contraceptive use was 59o/o among 
those who had visited n:fen:nce centres, compan:d 
to 54% among those who visited health facilities. :\ 
result that is not statistically significant. This find­
ing docs not imply that lhc reference centre Strat­
egy did not work. On the contrary, clients who 
wen: served at refen:nce centres did indeed n:ccivc 
bcnrr care lhan those who went to heallh centres 

(fables 2~. However, some clima who 9ilied 
health centres also received good cue, albeit in 
lower proportions. Therefurc, 10 elicit I statislial 
significant increue in contracep~ use, it may be 
necessary that the cpWity of cur offered at trftt­
ence centres be even higher than that cunmdy of­
fcn:d. Put differently, though the reference c:cnm 
was able to shift quality upwuds it was not sufli­
ciendy &r enough to significandr influence sub­
sequent contraceptive use. We ,... earlier that 
the average quality of cue received by cliena in­
creased from 3.8 units in the hwth ccntrcs ID 

4.3 unia in the refen:nce cenms. Our findings 
indicate that the diffen:nce between the nio In­
ds of quality needs ID be luger 10 amin swisli­
cal significance. 

In conclusion, since lhe collec:ion of data pre­
sented in this paper, the gt>Wmr:lCl1t of Senegal 
hu embarked on a phased progunune of improv­
ing health centrcs natiorully. Inpua vary across 
sites and &cilitics. Some have undergone whole site 
training in client oriented provider frienc1y 
{COPE), which aims to identify problems and so­
lutioos at the &cility level, while ocheis haw had 
new buildings, or specific staff ur.dcrftnt various 
types of training With aD these efforts ID implOft 
quality, individuals might be better able ID ~ 
their contraceptive and rcproduttve goals. Just • 
rumoua and misconceptions h""' p~ a part in 
dissuading usca from contraception, there is hope 
that lhe convene will be true u wdJ_ In other 
words, diffusion of news of high quality cur and 
services through satisfied usca an;I informal com­
munity networks can help. 
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