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Abstract

Background: Family planning programs have contributed greatly to fertility decline in developing

countries, quality of family planning servicesisto have contributed to increasing contraceptive use
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and declining fertility rates. Good quality care in family planning services helps individuals and
couples meet their reproductive health needs safely and effectively.

Objective: To assess the status of quality of Family Planning services in Dilla town Gedeo Zone,
SNNPR National Regional State.

Methods: A facility based cross sectional survey was conducted from January 15- Feb 6,2012 in six
service delivery points in Dilla town using a Bruce-Jain framework consisting six elements of
guality measuring tools such as; method choice, provider-client information exchange, provider
competence, client-provider interaction (interpersonal relation), mechanism to encourage continuity,
and appropriate constellation of services. Observation was made 89 clients interacting with their
providers, exit interview was conducted with 401 clients, and facility audit was also carried out.
Result: Overal 67.1 %clients were satisfied on perception of quality of care on family planning
services. The providers treated the clients respectfully in 52 % of the consultations and Privacy
was maintained 68.9% of women. Information given to clients; clearly explained, informed about
other contraceptive method other than client’s preference and a opportunity to ask question and
clarity was 37.2%, 45.9% and 28.7% were responded that the method respectively.

Multivariate analysis of clients’ satisfaction shown that Client follower of Orthodox and protestant
were 70 and 69 %less likely to be satisfied than client who had follower of Muslim and Catholic
religion, were [AOR= 0.30 (95%CI 0.12-0.80)] and [AOR= 0.31 (95%CI 0.12-0.81)] respectively.
Clients who perceived that provider easily understandable were nearly seven times more likely to
be satisfied than those clients who perceived that provider was difficult or don't understandable.
[AOR =6.7 (95% CI 3.28-13.88)]. Clients who the method was clearly explained three point six
times more likely to be satisfied than those clients the method was not clearly explained.[AOR=
3.6 (95% CI 1.96-6.40)].

Conclusion: A study revealed that constraint in the delivery of family planning quality care,
overal client satisfaction on perception on quality of family planning services was moderate,
which mostly account from information given to clients, and treated the clients respectfully,

maintained privacy during consultation and waiting area lacked seat accommodate client load.



1. Introduction
1.1 Background

Family planning programs have contributed greatly to fertility decline in developing countries
(). Both availability and quality of family planning services is believed to have contributed
to increasing contraceptive use and declining fertility rates. There is general agreement that
the quality of family planning and reproductive heath services positively affects
contraceptive use and behaviour of the clients; and that clients deserve to receive safe and
high quality services with respect and dignity (1).

Good quality care in family planning services helps individuals and couples meet their
reproductive health needs safely and effectively (2-3). Poorly delivered FP services can lead
to incorrect, or discontinued contraceptive use and cause unwanted pregnancies, infections,
injuries and even death (4). Bruce-Jain, defines quality of family planning care in terms of six
fundamental elements of quality emphasizes on the client’s perspective (5).

1.2 Statement of the problem

In Sub-Saharan Africa (SSA), the rate of population growth is one of the highest in the
world, (2.8 %) compared to the rest of the world (6). Ethiopia is the second-largest country in
Africa, with an estimated population of nearly 79 million and a growth rate of 2.6 percent per
year (7). Ethiopia adds 2 million people every year, and it is the pace and imbalanced
distribution of this population growth, rather than the ultimate size of the population, that
most give rise to concerns (8).

In addition In Ethiopia, the levels of maternal and infant mortality and morbidity are among
the highest in the world (9) with 21 percent of deaths among women aged 15 to 49 related to
pregnancy or pregnancy-related causes. Utilization of family planning services in Ethiopiais
low and varies substantially by women’s place of residence, educational level, and religion
(9). Many of the health problems of women and children are related to high fertility, with an
average of 4.8 births per woman in 2011(10).

Besides this, amost half of the total population 45 % is under the age of 15; large numbers of
individuals will be of reproductive age in the near future. A young population, combined with
high fertility, limited access to FP, and low contraceptive usage, not only predicts rapid
population growth for at least another generation, but will exacerbate Ethiopia’s poor



maternal health (7). Contraceptive security the ability of clients to be able to choose, obtains,
and uses quality contraceptives — remains amajor challenge in Ethiopia (11).
1.3 Significance of the study
In Ethiopia few studies were conducted on quality of family planning services, which show that
client dissatisfaction were very high on maintenance of privacy and Level of outpatient
satisfaction (12 -15). However the coverage of contraceptive acceptance rate hasimproved in the
last few years, the quality of the services has remained comparatively low (8).
Despite clear indications of need, access to quality of FP servicesis limited. Therefore this study
assesses quality of family planning services ,it emphasize on client perspective to ward quality of
family planning services and find out possible reason poor quality SDP in Dillatown Gedeo zone,
SSNPR region using the framework of J. Bruce developed in 1990.
An assessment of the quality of care from the clients’ perspective revealed certain problem to
impede clients” use of services and provide an opportunity for identified and prioritized possible
intervention to help to improved client satisfaction, continued and sustained use of services, and
improved health outcomes of women in services delivery point. Also will help policy and
decision-makers to plan and implement programmes that meet the needs of clients, which make

family planning services /programmes/ more sustainable.



2. Literaturereview

2.1 Quality of care

The World Health Organization defined quality health care as services which comply with
appropriate national or local standards and are delivered at the required level of care, when needed
(16).Compliance with standards is the key element in this definition, since in order to identify
acceptable quality it must be possible to define operationaly what specific steps must be taken
which together constitute appropriate care.

Once such steps are defined, the assessment of quality becomes at ask of measuring whether or not
the prescribed tasks have been performed. Discrepancies between actual performance and standard
or ideal performance are then identified as quality deficiencies (16).The Institute of Medicine
defines quality as "the extent to which health services for populations increased the likelihood of
desired health outcomes and are consistent with current professional knowledge (17).

Quality of health care the degree to which health services for individual and population are safe,
timely, efficient, equitable, effective and patient centre (17). Quality of care can also be viewed in
terms of human rights (18) Quality can also be considered as meeting or exceeding customer
expectation (19).

International Planned Parenthood Federation (1PPF) the viewed Quality of care in terms of human
Right, outline as a Clients and provider bill of Rights (20).They developed a list of ten clients
rights and providers needs as part of quality of service delivery. Thus the rights of the clients have
been defined as follows; right to information, access, choice, safety, privacy, confidentiality,

dignity, comfort, continuity and opinion (21).

The rights framework recognizes that the client centred service should include the perspectives of
the providers who are in direct contact with the clients. The IPPF's perspective of service quality
recognizes the importance of the providers in service provision and thus defines their involvement
in the context of 10 needs. These are defined as the need for training, for information,
infrastructure, supplies, guidance, backup, respect, encouragement, feedback and self expression
(22).



2.2 Definition and measur e of quality of care

The definition and measurement of quality of care in family planning services mainly follows the
work of Bruce- Judith. Her framework of the six elements is based on Donabedian's three
dimensions of quality; structure, process and outcome. Because of this important link, the
description of the approaches to the definition and measurement of quality in family planning

programmes is preceded by an outline of the Donabedian framework.

The Donabedian framework is based on three dimensions of quality; structure, process and
outcome.

A. Structural Dimension

Structure is concerned with the settings under which health care is delivered.

These attributes include material resources (facilities, equipment, and money), human resources
(number of qualified personnel) and organizational structure (medical staff, organization, methods
of reviewing of procedures and reimbursement) an important element under structure is the
technical performance of the practitioners. Technical performance depends on the knowledge,
judgment and skill used in arriving at the appropriate strategies of care (22).

B. Process Dimension

Process denotes what actualy is done in giving and recelving care. It includes the patient's
activities in seeking care and the way care is delivered. It should include the whole process;
Interpersonal Relations are part of the process of delivering care and have been evaluated to be a
crucial element of patient satisfaction .Donabedian defined interpersonal approach as the second
component in the practitioners' performance (22).

C. Outcome Dimension

The use of outcome of medical care as a dimension of quality focused on patient recovery,
survival and the restoration of organ functions (22).

2.3 Concept and benefit of family planning

The rationae for defining family planning quality as aright is based on the assertion that, " Since
family planning has been recognized as a right of individuals and couples, quality of care can be
focused as a right of the client, extending the definition of the client not only to those who
approach the health care system for services but also to everyone in the community who is in need
of services' (21). Women have control over their fertility have more educational and employment



opportunities which enhances their socia and economic status and improves the well-being of
their families (23).

Family planning services offer various economic benefits to the household, country and the world
at large. First, family planning permits individuals to influence the timing and the number of
births, which is likely to save lives of children. Secondly, by reducing unwanted pregnancies,
family planning service can reduce injury, illness and death associated with child birth, abortions
and sexually transmitted infections (STIs) including HIV/AIDS. Further, family planning
contributes to reduction in population growth, poverty reduction and preservation of the

environment as well as demand for public goods and services (24).



2.4 Analytical framework of the study

In this study, the Bruce-Jain (1990) framework was used, which is the central paradigm for quality

in international family planning Program. This framework emphasizes the importance of the

client’s perspective and defines quality of care in terms of six fundamental elements (5). These

are;

1. Choice of contraceptive methods: - Refers to both the number methods offered on a consistent

bases and their intrinsic availability.

2. Information given to clients: - consists of at least three key elements that help users in

selecting and practicing contraceptive effectively.

+« Information about contraceptive methods, risks, and benefits of various methods

¢ Information how to use methods, its potential side effects, and how to manage
those side effects.

 Information about what users can expect from service providers regarding advice,
support, supply, and referral to other service if needed.

3. Provider competence: -Refers to the skills and experience of providers.

4. Client-provider interaction: -Arerelated in the received effective content of contacts between

providers and clients. The notion here is that couple should feel positive about the service system,

particularly the personnel with whom they interact, and should trust their capacity and have their

good will.

5. Re-contact & follow-up mechanism: -Refers to a program’s interest in and ability to promote

continuity of use, whether well-informed user manages that continuity on their own or the

program has formal mechanism to assureit.

6. Appropriate constellation of service: -means situating family planning service so that they are

both acceptable and convenience to clients (25).

An emphasis on high-quality services helps ensure that clients receive the care that they deserve

and that providers offer better services (26).



This framework is meant to provider an ordered point of departure from, which to develop a
description of the services unit and define its quality. Attention is centre on the experience of those
who have gained access to services. The client usually does not see the policy, resource alocation
decisions and management tasks that precedes the delivery of services are not directly experienced
but their outcome the services giving. Figure 1 is a graphical display of the framework and its

hypothesized relationship between programs effort, quality of services experiences and its impacts

(5).

Programme effort Element in the unit of services | mpact
Received
. . Choice of methods Client knowledge

Policy/political support 8
Information given to clients Client Health

Resources allocated &
Technical competences ————— 1 Client satisfaction

Program > P

management/structure Inter personal relation Contraceptive use:
Follow -up /continuities - Acceptance
mechanism - Continuation

Appropriate constellation of

services

Figurel. The quality of the services experiences -its origins and impact



2.5 Quality of careasafactor that can inhibit the use of Family Planning services

Both availability and quality of family planning services are believed to have contributed to
increasing contraceptive use and declining fertility rates in developing countries. There is general
agreement that the quality of family planning and reproductive health services positively affects
contraceptive use and behaviour of the clients; and that clients deserve to receive safe and high

quality services with respect and dignity (1).

Good quality care in family planning services helps individuas and couples meet their
reproductive heath needs safely and effectively (2-3). Poorly delivered FP services can lead to
incorrect, or discontinued contraceptive use and cause unwanted pregnancies, infections, injuries
and even death (4).

In resource-poor countries, it is important to get the opinions of the local people in addition to
their degree of satisfaction with available services. The patient’s perception of quality of care is
critical to understanding the relationship between quality of care and utilization of health services

and is now considered an outcome of healthcare delivery (28-29).

Client satisfaction is integral component of health services .the effectiveness of health care is
determined to some degree by consumer satisfaction with services provided a satisfied patient is
most likely comply with medical treatment prescribed, provider & continue using medical services
(30).0n the other hand, dissatisfied clients are more likely to share their negative experiences with

others and are less likely to return or continue use of family planning services (31).

The most powerful predictor for client satisfaction with quality services was provider behaviour,
especially respect and politeness, for patient’s provider behaviour, much more important than the
technical competence of the provider (32). Low patient satisfaction is associated with lower trust
in caregivers and greater chance of a change of health providers, resulting in less continuity of
care (33).

Deficiencies in infrastructure, interpersona relations, privacy, and information to clients, are
warning signs, in the mechanisms to ensure continuity (34). Client satisfaction is key to clients’
decisions to use and to continue using services, and is essentia to long-term sustainability.
Ultimately, client-focused services that meet peoples’ needs and provide them with satisfying

experiences should help clients achieve their reproductive intentions (35).



A Study on family planning services quality in Iran, mean satisfaction score of clients was
83.3£9.05 %, which satisfied with the family planning services (36). Study on Assessment of
women’s satisfaction with reproductive health services in Iran; the great mgority of the study
women (92%) was satisfied or completely satisfied with the reproductive health services (37).
Other Study conducted on perceived quality of healthcare delivery in a rura district of Ghana,
90% of the respondents were satisfied or very satisfied with the care given during their visit to the
health facility (38).

A study conducted in Kenya show that regarding quality of the contraceptives, whereas 40 percent
of the respondents were uncertain about the quality of family planning services provided, 41
percent agreed that quality was good, while 19 percent were of the opinion that quality was not
good. This finding reveals that the cost of family planning service is an important determinant of
the use of family planning services (39).

In Ethiopia few studies were conducted on quality of in family planning services, which show that
client dissatisfaction were very high on maintenance of privacy and Level of outpatient
satisfaction (12 - 15). A study conducted in Jimma on outpatient client satisfaction show that
Overdl 57.1% of client believed that services they received was good and very good (40).Other
Study on the quality of hospital services in eastern Ethiopia, the overall 54.1 % of the patients was
satisfied total hospital services (41).

Training, education and skill enhancement important to health care provider to ensure client to
adhere to services, the communication skills training program is an effective intervention to
improve communication knowledge and skills of health workers and may improve the satisfaction
rate of clients (42). Provider skill in communication is particularly important because a client may
be more likely to continue contraceptive use if she feels comfortable with her interactions with
clinic staff (43).



3. Objectives

3.1. General objective
To assess the status of quality of Family Planning services in Dilla town Gedeo Zone, SNNP
National Regional State.
3.2. Specific objectives
% To determine the magnitude of client satisfaction with family planning service.
+» To assess the knowledge and skills of Family Planning service providers on contraceptive
methods.
% To describe client-provider interaction in Family Planning service.
% To assess provider perception on quality of family planning services.
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4. Methodology

4.1 Study design
The study used both quantitative and quantitative methods in the form of facility based cross

sectional survey to assess quality of family planning in Dillatown.

4.2 Study area and period
The study was carried out in Dillatown Gedeo Zone, SNNP National Regional state. It is located

360km south of Addis Ababa, capital of Ethiopia under Gedeo Zone there are seven woredas and
two Administrative towns. The total population of Gedeo Zone is estimated 879,749 of which
81,644 (9.3%) of inhabitants are from Dilla town (7). In Dilla town there are One Goverment
Hospital, One Health centres, 8 private for profit clinics (2 higher, 6 medium), Tow NGO owned
clinics, 5 Pharmacies, 8 Drug retail outlets.
The contraceptive acceptance rate of Dilla town, in 2010 was (44). Study was involved
Government, NGO and private Health institution in Dilla town which provide family planning
service. One Governmental Hospital, one Health centre, two private for profit Clinic and two Non
Governmental Clinics were involved in the study. The study was conducted from Jan 15-Feb 06
2012.
4.3 Sour ce population
The source population of the study was,
All women aged 15-49 years using family planning services in Dillatown during the study period.
All Health professional provides family planning servicesin Dillatown during study period.
4.4 Study population and Study unit
Women aged 15-49 years who have made a visit to respective Health institution.
Health professiona was provide family planning services to respective Health institution.
4.5 Inclusion criteria
Client:
0 Resident inside Dillatown.
0 Volunteer to participate
Provider:
0 Worked in theinstitution for one or more month.
0 Volunteer to participate

0 Health professional that provides family planning services

11



4.6 Exclusion criteria
Client:
0 Nonresident of Dillatown or who came the Health Institutions areferral
0 Refuseto participate
o Criticdlyill
o Client who received family planning method direct from drug retail.
Provider:
0 Notinvolved in direct care of family planning
0 Worked in theinstitution for < one month.
0 Refuseto participate.
4.5 Sample size deter mination

The sampling size was cal cul ated using single population proportion formula.

n=(za/ 2> P(1-P)
d2
Where n=the calculated sample size.

Z=the value in standard normal distribution curve that corresponds to an alpha level of 0.05
i.e. 1.96.

P=54% taken from study conducted in eastern Ethiopia, quality of hospital services; patient
perspective (41).

d= margin of sampling error =5%

Hence (1.96) 2 0.54(1-0.54) =381
(0.05)?

Considering a non response rate of 10% the total sample size was 419.

12



4.8 Sampling methods and procedure

Dillatown was selected purposely, because the clients have a reasonabl e access to Health facilities
in Dilla town. Clients that have access to only one facility are less likely to judge adequacy of
services because they have no choice (45).
Two stage sampling technique was used to select the respondents of this study, First the study
population were stratified the type Health facility by ownership as Government, Non Government,
and private for profit. Then respondents were selected randomly from each Health facilities by
interviewed every two client after received the service.

In Dilla town there are one Governmenta Hospital, and one Hedth centre, two Non
Governmental Clinics, and 8 private for profit Clinic. The study was involved all Government and

Non Government health facility; in addition among private clinic two of them were selected

randomly.
Health facility in Dilla town, by owner ship
GOVERNMENT NON GOVERNMENT PRIVATE FOR PROFIT
Hospital Health centre Mekan -yesus Clinic Maire-
stop Clinic
\ ,/ \ / [ 8 privatefor profit Clinic }
[ 194 120 } 6 13 ]
SRS (si‘;nple)

\ l BE=27* HI=19*
[‘ Total study subject = 419

Figure .2 Schematic presentation of sampling procedure for Health facility found in Dilla town.
NB: BE= Betel Clinic 27 study participants, HI= Hikema Clinic 19 study participants.
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4.9 Data collection instruments

The data collection instrument was included six el ements of quality in accordance with Bruce-Jain
framework of quality of care that include: method choice, provider-client information exchange,
provider competence, client-provider interaction (interpersonal relation), mechanism to encourage
continuity, and appropriate constellation of services (46). Anonymous closed-ended
Questionnaires was interviewed by data collectors, which consists of three different sections;
client exit interview, observation during provider-client interaction, facility audit. In depth
interview were made for service providers.

4.10 Questionnair e development and data collection

4.10.1 Quantitative part

A modified questionnaire was developed based on J. Bruce analytical framework. The format of
guestionnaire for client exit interview consists of 11 Yes/ No questions clients were asked to their
response of satisfaction.

The questionnaire first developed in English after review of relevant literature, then trandated in
to Amharic language and back to English to ensure its consistency.

Six 12" grade complete female data collector who were both Amharic and ‘‘gedeooffa ** (a
language spoken in Gedeo people) speakers for exit interview, three (2 health officers and one
experienced nurse) for direct observation of client provider interactions and one supervisor were
recruited and trained for data collection. One day theoretical, one day practical training was given
to the data collectors in to one day pre test experience. The training was based on the guide that
developed by principa investigator for data collectors and clarifying how to interview the

guestionnaire.

4.10.2 Qualitative part of the study
| Observation
Eighty nine (89) of the clients were observed while the service was provided at the spot. For this
purpose, data collectors were provided with checklists to mark yes/no answers and other activities,
which reflect the quality of family planning services. Since data collectors were Health

professionals, they wore awhite coat to blend in to the service delivery.

14



Then observers obtained permission from both providers and clients to be present during
individual counselling and clinical examination. Facility audit was made on the presence and
functionality of the different logistics and supplies at the service delivery points.

[I.in depth Interview

An in-depth interview was aso made for ten family planning service providers concerning their
training, knowledge and skills about contraceptive methods and procedures. The principal
investigator and the coordinator strictly followed the overall activities on daily based to ensure the

completeness of questionnaire, to give further clarification and support for data collectors.

4.11 Measurement of variable

Satisfaction: aassigned ascore 1 for Yes that showing that provider had properly carried out the
specific activity; a No answer a score of nil, Calculated a score the set of questions for each
section and then added section scores to derive an overall client satisfaction score for each item, in
the range of ( 0-11), measure of client satisfaction on quality was then categorized as follows:
Scores of > 9 were labelled very good, Scores of 8-7 were classified as good, Scores of 6 were
labelled “average a, score falling between 4 and 5 was considered poor, Scores of < 3 were called
Very poor.

For logistic regression dichotomise a score of = 6 were designated as “satisfied’ and scores of <5
(lessthan half of the items done) were called Dissatisfied.

4.12 Study variables
Dependant variable:
+ Client satisfaction

Independent variablesare:

% Clients variables are - socio-economic and demographic factors includes mainly age,
gender, Educational level, occupation

« Satisfaction related variable- Client- provider interaction, Provider competence
(knowledge, skills and experience), Information about methods, Re-contact & follow-up
mechanism, Client Respecting by providers, acceptance and, access of the services &

availability of logistics and supplies.
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4.13 Operational definitions

1. Quality: “quality of care” assessed based on Bruce-Jain family planning frame work focus
on direct experiences of client themselves with services process and the providers points of
view.

2. Client satisfaction: client’s perception reported that they had no problem with the
following: provider experience on provision of services, ability to discuss client concerns,
amount of explanation given, quality of visual and auditory privacy during examination,
information Keep confidential, cleanliness of facility, provider treatment of client and
giving re minder for their next visit.

3. Adequate/sufficient/ Privacy: privacy which ensure visual and auditory privacy.

4. Client — provider relationship: Aspects of quality included maintenance of privacy,
confidentiality, and provider’s handling of client concerns.

5. Technical competence: refers to skills and experience of provider. Clients can judge the
technical competence of the providers.

6. Information received, means when awoman received information ‘as much as she
Wanted'.

Permanent resident: clients who lived in catchment’s area and not coming as referral.
8. Comfortable waiting area: an area protected from both rain and sun with enough seats to

accommodate the average daily client load.

4.14 Data processing and analysis

Data entry and cleaning was done using EPI- INFO and exported to SPSS version 16 statistica
packages for further analysis. Frequencies of different variables were produced, followed by a
bivariate statistics using cross- tabulation. Finally, logistic regression was used to identify the
independent effect of each explanatory variable on client satisfaction. Statistical significance was
determined using 95% CI where relevant strength of association was also determined using crude
and adjusted odds ratios. Thematic framework analysis for qualitative data was used. The recorded
data was transcribed to verbatim. Each of the terms were clusters in to discrete concepts and
coded. Over al interpretation was performed by relating thematic areas and explaining the various

concepts related to the study question.
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4.15 Data quality assurance

The questionnaire was pre-tested before the actual data collection. Training was given for data
Collectors and questionnaire was prepared first in English and then translated to local language.
Data collectors were instructed to check the completeness of each questionnaire at the end of each
interview. The principal Investigator was re checked completeness of the questionnaire
immediately after interviewed at in the field and supervised data collector and double data enter
was made for10% of questionnaires.

4.16 Ethical clearance

Ethical clearance was obtained from Research and ethics Committee (REC) of the school of public
Health. Permission from the Gedeo Zone Health Department and respective Health institution was
obtained before field activities started. Verbal consent was obtained from the study subjects after
explaining the study objectives and procedures.

4.17 Dissemination and communication of research results

This thesis work will primarily be presented and submitted to the school of Public Health of Addis
Ababa University Collage of Health Sciences in partial fulfilment of the requirement for the
degree of master of public health. The study results will be presented to all interested parties so
will be discuss with them the findings, recommendations and possibilities for action, Geode Zone
health office, and respective health institution in Dillatown and attempt to send the results to peer

reviewed journal in order to publish.
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5. Result
5.1 Socio Demogr aphic characteristic of the study population

A total of 419 women were interviewed with a response rate of 95.7%. Among interviewed
clients, 89(22.2%) and 312(77.8%) were new and continuing clients respectively.

Two hundred forty-three (60.6%) were between the ages of 25 and 34 years old The mean age of
respondents was 27.6 years (SD+4.99) with minimum and maximum age of 18 and 43 years
respectively. Three hundred ninety (97.3%) were married, 5 (1.5%) were single and 6 (1.2%) were
divorced. Three hundred eighty seven (93. %) of the respondents reported that they were
discussing family planning method with their husband’s. Three hundred eighty eight (96. %)
reported that they had a children of which 182 (45%) 137 (34.2%) 69 (17.2%), and had three and
above, two, and one children respectively.

From the survey, 209 (53.8%) mothers were found breast feeding. One hundred ninety-eight
(49.4%) were primary school, 102(25.2%) illiterates and 102(25.4%) were high school completed
and above.

Regarding ethnicity, 193 (48.1%) were Gedeo, 74 (18.5%) Amhara and the rest 39 (9.7%), 29
(7.2%), 28 (7%) and10 (2.44%) were Gurage, Oromo, Sileti and wolayeta; and others respectively.
One hundred ninety seven (49.1%) were Protestants, 156 (38.5%), and 45 (11.2%) were Orthodox
and Muslims respectively.

Regarding occupation, 149 (37.2%) were housewives, 93(23.2%) Government employee, 72 (18
%) merchants, 67 (16.7%) private employee 13(3.2%) Daily labourers and 6 (1.5%) were
unemployed. Two hundred twenty-six (56.6. %) clients had monthly income of < 500 .00 ETB. A
mean monthly family income of was 536.34 Birr. With range 100.00 - 2085.00 ETB.
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Table 1 Socio demographic characteristics the study population family planning user in six

service deliver points (SDP) in Dillatown Gedeo Zone Feb, 2012.

Variable Number Percent
Age
15-24 106 26.4
25-34 243 60.6
35-44 52 13.0
'Il'\lye;\)lsof visit 89 222
Repect 312 77.8
gar:tal status 6 1.5
ngie 390 97.3
Married 5 1.2
Divorced .
Women discus family planning with her husband -, 93.0
Yes .
28 7.0
No
I\(I)umber of birth 69 17.8
Tvr\]/?) 137 35.3
Three & above 182 169
sreastfeedl ng 209 53.9
es 179 46.1
No
Education 101 25.2
llliterate '
Primary school (1-8) 122 ggij
Secondary & above '
Religion 197 49.1
Protestant
156 38.9
Orthodox
_ 45 11.2
Muslim 3 0.7
Catholic :
Ethnicity 193 48.1
Gedeo 74 18.5
gmara 29 7.2
romo 28 7.0
Wolayeta 39 9.7
Gurage 28 7'0
Sileta '
Others 10 24
Occupatl_on 149 37.2
House Wife 93 23.2
Gov employee
. 67 16.7
Private employee 72 18.0
Merchant '
Others 20 *9
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I Exit interview

5.2. Access and acceptance of family planning services.

Distance of clients’ home from the service delivery points was evaluated by the clients
themselves, those who travelled less than half an hour were 243(85.5%), half to one hour 58
(14.5%), source of information about family planning services for the first time showed that 119
(29.7%), 110 (27.4) 105(26.2%) and 67 (16.7%) were husband, Health professional, Neighbour
and self respectively.

Three hundred thirty-five (88.5%) of the respondents had less than 1/2hr waiting time to receives
the service, 46 (11.5%) had between 1/2hr -1hr waiting time. The mean waited time to get services
was 30.2 min, with range of (27.5- 33 min). Consultation time was felt as about right by 267
(66.6%) and as too short by 134 (33.4%) respondents.

Three hundred ninety-five (98.5%) clients claimed that they received the Family planning Method
of their choice, while 6 (1.5%) did not mentioned reasons. Among respondent four providers do
not want to tell them, one, the services | want was not available and one, time was too short and |
did not get time. (Table 2)

Table 2.Access and acceptance of family planning services usersin six services deliver point
in Dillatown Feb, 2012.

Variable Number n=401 Per cent
Source of information for the Husband 119 29.7
first time about family planning Neighbours 105 26.2
services Health professional 110 27.4
Self 67 16.7
Distance to reach the SDP (from lessthan 1/2hr 343 85.5
hometo clinic) 1/2hr to 1hr 58 14.5
Total 401 100.
Waiting time to receive got less than 1/2hr 355 88.5
services 1/2hr-1hr 38 9.5
> lhr 8 2.0
Felling of client about their About right 267 66.6
counselling time It was short 134 334
Client received wanted services  yes 395 98.5
No 6 15
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5.3. Client provider interaction

Three hundred twelve (77.8%) study participate reported that the provider was easily
understandable. However eighty nine (22.2%) of them said the provider was difficult or did not
understand most of the things that the provider discussed. Through privacy was maintained for
280 (69.8%), and nearly one third 121 (30.2%) claimed that they had no privacy.

Table.3 Ease understanding of health workers and maintain privacy during counselling in
government Health centres, Hospitals, and private Clinic, Non government clinic in six
services deliver point Dilla town, Feb, 2012.

Provider talk /consultation/was Privacy

Health institution
Easily Difficult or don't  Sufficient Not sufficient
understandable  understandable

Government Health centre & 229 (74.4%) 79 (25.6%) 17 (70.5%) 91 (29.5%)
Hospital n=308

Non Government Clinic n=53 51(96.2%) 2 (3.8%) 36 (67.9%) 17 (32.1%)
Private clinic n=40 32 (80 %) 8 (20%) 27 (67.5%) 5(32.5%)

All institutions n=401 312 (77.8%) 89 (22.2%) 280 (69.8%) 121 (30.2%)

5.4. Assessment of client’s knowledge on family planning method

The Six service delivery points were offering four methods-the pills, Injectables, implanon and
IUCD at the time of the survey. Among injectable contraceptive method users, 244(69.9%) knew
the type of injectable provided for them 348(99.7%) nearly al know understood how often they
could be get their injection.

Regarding problems on taking injectable 135 (38 .7%), 210 (60.2), 161 (46.1%) and 6 (1.7%)
mentioned: no problem, spotting, increasing discharge and infection respectively.

Out of those who used pills, 40 (88.9%) knew when to start their pills, the rest 11.1% respondents
altogether mentioned any time and don’t know when to start pills. With regards to problems when
taking pills, 23(51%), 20 (44.4%), 17 (37.8%) and 14 (31.1%) were mentioned: no problem,
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nausea, mild headache and small weight gain respectively (figure 4). All implanon users knew

how often change implanon after once inserted. Out of 5 implanon user mentioned 3 no problem,

3 severe headaches, 3heavy bleeding and 2 unexpected weight gain (Table 4).

Table .4 assessment of Client knowledge on common Contraceptive method, in six services

deliverspoint, in Dillatown Feb, 2012.

Variable Number Per cent
Pills n=45
When to start pills 30 2%9
Within the first to fifth day of menstruation '

. 1 2.2
Any time
Don't know
Interval to take pills 39 86.7
Onetablet every day any time 1 2.2
During sexua intercourse 5 111
Injectable
Know injection type n=349 244 60.84
Yes 105 39.14
No
How often should get it n=349 348 99.7
Every 2 or 3 month Don't know 1 0.3
Implanon n=5
How often changed implanon every 3 year 5 100
Problem on taking implanon
No problem 2 40
Severe 1 20
Heavy bleeding 1 20
Un expected weight gain 1 20
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Small weight gain

Figure 3 clients knowledge on side effect oral contraceptive pills, in six services deliver point
in Dillatown Feb, 2012
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Infection

Figure 4 clients knowledge on side effect of injectable contraceptive methods, in six services
deliver point in Dillatown Feb, 2012
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5.5. The quality elementsin the family planning services

Client satisfaction on quality of Family Planning service was assessed in terms of clients’
perception using six elements; method choice, information exchange, technical competence, client
provider relationship continuity of the service and appropriate constellation of service with their
individual indexes.

5.5.1 Methods of Choice by family planning users

Out of al respondent, Three hundred forty-nine (87.03%) of women were using injectables
followed by the pill 45 (11.22%), implanon 5(.012%) and IUCD 2(0.005%). Out of 312 repeated
clients 279(89.4%) injectable, 31(9.9%) oral contraceptive, and two clients were implanon users.
From 89 new clients, 68(74.4%) injectable, 16(17.8%) pill, 3(0.3%) implant and two clients were
IUCD users (table 4and 6).

5.5.2 Information given to clients

Of al FP users, 149 (37.2%) responded that the method was clearly explained to them, 184
(45.9%) informed about other contraceptive method other than client’s preference and 115
(28.7%) had the opportunity to ask question and clarity (table 5.)

Out of the new clients, 45(50.6%) got information on how the method works, 66 (74.2%) how to
use the method, 71(79.8%) about side effects, 70(78.6%) return if problems arises, 65(73. %)
possibility of changing methods if the Method is not wanted by the clients, 77(86.5%) where to go
for resupply and 51(57.3%) information given about other methods. During explanation other
method other than client’s choice, least attention was given to condom 30(33.7%). Spermicide,
Diaphragm and tubal ligation were not mentioned at all (Tableb).

5.5.3 Technical competence

Two hundred six (68.6%) clients claimed that provider had good knowledge and skill, on the
explanation and demonstration of method they have accepted.

5.5.4. Provider client interaction

Two hundred nine (52%) clients were treated friendly and with respect, 254 (63.3%) believed that
information shared with the provider would kept confidential.

5.5.5 Re contact and follow up mechanism

Three hundred sixty-nine (92%) were got written reminder for their next visit and 385 (96%)

women would like to come again to those service delivery points
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5.5.6 Appropriate constellation of services

Out of 401 clients 228 (56.9%) responded that family planning services deliver waiting area was

comfortable, 260(64.8%) client claimed that clinic room was cleaned.

Table .5 Client satisfactions on quality of family planning services with set of 1lyes/no

question asreported by women six services deliver point, in Dillatown Feb, 2012

Variable n=401Yes n=401 No
Information given to 1. Method explained clearly to client 149(37.7%) 252 (62.8%)
client 2. informed about other methods 184 (45.9%) 217 (54.1%)
3. had the opportunity to ask 115 (28.9%) 286 (71.3%)
question and clarity
Technical competence 4. Provider has good knowledge 276 (68.6) 125 (31.2%)
and skill on explain and
demonstrate method they were
accepted.
Provider client 5. Treated client afriendly and 209 (52%) 192 (47%)
interaction respectful way
6. sufficient privacy during 280 (69.8%) 121 (30.2%)
counselling /visual and auditory
privacy/
7. Do client believed that 254(63.3%) 147 (36.7%)
information shared with provider
would keep confidential.
Re contact and follow 8. the provider gave re minder for 369 (92%) 32 (8%)
up mechanism their next visit
9. client would like came back 385 (96%) 16 (4%)
Appropriate 10. was the waiting area comfortable 228 (56.9%) 176 (43.1%)
constellation of services 11. client found the clinic area/room/ 260 (64.8%) 141 (35.2%)

Total yes response **

cleaned

5.6 Client response on Overall family planning services satisfaction

Table .6 Frequencies of different levels of family planning service quality satisfaction in six

servicesdeliver point, Dillatown, Feb, 2012

Variable

Level of satisfaction score

Very good score 210
Good score 8-9
Average score 6-7
Poor score 4-5

Very poor score< 3

n=401 Per cent
25 6.2

138 344
106 26.4
114 284

18 4.5
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Two Hundred sixty nine (67.1%) client were satisfied on overall family planning services, one
Hundred thirty two (32.9%) were not satisfied (figureb).

67.1

70 -

60 -

50 -

40 -

30 -

20 - s}
10 - '

Precentage

Satisfied** Dissatisfied**

Client felling on overall family planning services satisfaction

Fgure5 Client responses on Overall family planning services satisfaction sore six SDP, Dilla
town Feb, 2012
N.B ** scores of = 6 were designated as ‘satisfied’ and scores of < 5 (less than half of the items

done) were called ’Dissatisfied.
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Table.7 Method choices and information given to new family planning user, in six services
deliver point, Dillatown Feb, 2012.

Variable Number n=89 Percent
Method started 16 18
Pills 63 76.4
Injectable 3 34
Implant 5 2.2
IUCD
Explanation about method n=89 66 23
How the method work 71 18
Demonstrate how to use it 70 19
Side effect of the method 65 24
Return if problem arises 51 38
Possibility of change method 85 4
Whereto go for re supply 66 23
Told about other method 71 18
Told about other method other than you accepted n=89 84 5
Pills 80 9
Injectable 89 0
Implanon 50 38
IUCD 48 41

5.7 Socio-demogr aphic char acteristics and Selected Health services factor relation to client
satisfaction
From bivariate analyses socio-demographic characteristics of clients such as age, being married,

women's discuss family planning with Husband, Employment status and Educational level were
not associated with overall satisfaction with family planning services care quality. However the
Odds of client satisfaction were higher among Client who was protestant by religion than Muslim
and Catholic. [COR = 0.40 (95% CI (0.184-0.875)].

Multivariate analysis was done to detect the independent effect of each socio demographic
characteristics on client satisfaction. Religion found to be significantly associated with client
satisfaction. Client follower of Orthodox and protestant were 70% and 69 less likely to be satisfied
than client who had follower of Muslim and Catholic religion. In the case of health services
factor; clients who visit health facilities first time were nearly two times more likely to be satisfied
compared to those who continuous user.] COR= 1.93 (95%CI 1.21-3.55)] and those clients who
privacy maintained were six times more likely to be satisfied than those who privacy not
maintained.] COR= 6.4 (95% CI 3.78-10.85)].
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Clients who perceived that provider easily understandable were nine times more likely to be
satisfied than those clients who perceived provider was difficult or don't understandable [COR=
9.18 (95% CI 5.38-10.68)]. Clients who the method was clearly explained nearly five times more
likely to be satisfied than those client the method was not clearly explained.[ COR= 4.83 (95%CI
2.84-8.12)].

All percelved health service factor for family planning services (independent variable) were
analyzed at multivariate analysis to observe their independent effect on client satisfaction. Clients
who perceived that provider easily understandable were nearly seven times more likely to be
satisfied than those clients who perceived provider was difficult or don't understandable. [AOR
=6.7(95% CIl 3.28-13.88)]. Clients who the method was clearly explained three point six times
more likely to be satisfied than those clients the method was not clearly explained.[AOR= 3.6
(95%CI 1.96-6.40)], after adjusting for other variablesin the model (Table 8).

Il observation

1. Technical competence:

Technical competence is one component of quality care of family planning services on provider
knowledge and skill. The family planning service routine activities were being observed in ten
health service providers (1 male, 9 females) while providing FP service 89 new clientsin six SDP
(Table9).

A respectful and friendly way of greeting was offered for 47 (52.8%) for new client. Out of the 89
clients, 64(71.9%) got their choice of preference.

During consultation of the new clients, pills 86 (96.6%) injectabel 85 (95.5%), implant. 68
(76.4%) condom 25 (28.1%) were discussed, and less attention give spermcide, Diaphragm, and
tubal ligation; IEC materiads like flipchart pamphlets ,posters and anatomical models were
neglected ,only sample contraceptive methods 53(59.6%) was used by providers to explain the
method.

Physical examination, information given and common procedure observed for new clients were;
about contraceptive history 81 (91%), asking LMP 78 (87.6%), taking weight 74(83.1%), taking
blood pressure 23(25.8%), and physical examination performed for 1(1.1%). From 89 new client
70 (78.1%) were Provide show how to use method, 61 (68.5%) advantage, 59 (66.3%)
disadvantage ,15 (16.9%) possibility of switching method ,49 (55.1%) Return if problem arises, 70

(78.1%) were provider told to client during consultation.
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Out of 89 new client 58 (65.2%) asked open ended question, 49 (55.1%) encouraged client to ask
guestion, 50 (56.2%) Treated with respect, 64 (71.9%) saw client in private, 64 (71.9%) discussed
areturn visit, 42 (47.2%) asked client contraceptive concern, 3 (3.4%) used visual aid, 61 (68.5%)
used client record, 43 (48.3%) assured client confidentiality were applied communication skills
during consultation.

Among the new clients, 68 (76.4 %) were injectable contraceptive users. Techniques of provider
were observed while they were giving injection. All providers select appropriate injection site.
And 67 (98, 5%) DEPO vials were well shaken before drawing in to the syringes (Table 9).
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Table .8 Socio demographic and Selected Health services factor relation to client satisfaction six

servicesdeliver point, in Dillatown Feb, 2012

Variable Satisfaction P-

Yes( No(n) (COR 95%Cl) valu (AOR 95%Cl)

n) e
Age
15-24 72 34 0.70(0.67-2.99) 0.36 0.05(0.21-1.26)
25-34 158 85 0.62(0.81- 3.18) 0.16 0.58(0.26-1.28)
35-44 39 13 1.00 1.00
Type of visit
New 69 20 1.93 (1.12-3.35)* 0.01 1.72(0.90-3.27)
Repeat 200 112 1.000 9 1.00
Marital status
Single 3 3 4 (0.03-60.3) 0.31 4.2(0.17-120.6)
Married 265 125 8 (0.09-76.6) 5 12 (0.72-198.5)
Divorced 1 4 1.00 0.05 1.00
Discussed FP services with Husband
Yes 254 119 1.8 (0.85-4.00) 0.12 1.07(0.37-3.12)
No 15 13 1.00 1.00
Religion
Orthodox 105 51 0.47 (0.21-1.06) 0.68 0.30(0.12-0.80)*
Protestant 125 72 0.40 (0.18-0.88)* 0.22 0.31(0.13-0.81)*
Other* 39 9 1.00 1.00
Education
llliterate 66 35 0.90 (0.50-1.62) 0.73 0.29(0.673-3.810)
Primary school(1-8) 134 64 1.00 (0.60-1.67) 0.99 0.65(0.581-2.398)
Secondary & above 69 32 1.00 1.00
Occupation
Gov employee 59 34 0.75 (0.43-1.29) 0.30 0.62(0.28-1.38)
Private employee 44 23 0.82 (0.44-1.53) 0.55 0.87(0.41-1.85)
Merchant 51 21 1.00 (0.57-1.95) 0.86 1.62(0.56-2.40)
Other™ 11 9 0.52 (0.26-1.37) 0.19 0.55(0.18-1.74)
House wife 1.00 1.00

104 45
Privacy during consultation 242 75 6.4 (3.78-10.85)* 0.00 1.78(0.84-3.77)
Adequate 27 55 1.00 1 1.00
Not adequate
Provider Consultation 244 68 9.18 (5.38-10.68)* 0.00 6.7 (3.28-13.88)*
Easy understandable 25 64 1.00 1 1.00.
Difficult or don't understandable
Waiting time to receive services 244 111 1.84(0.99-3.44) 0.05 1.36(0.65-2.83)
No wait/no cue/ 25 21 1.00 3 1.00
Less than 1/2hr
The method Explain clearly yes 128 21 4.8(2.84-8.12* 0.001 3.6(1.966.4)*

141 111 1.00

* P-val ue<0.005, p-value<0.001 Other * includes catholic, Muslim Other ** daily labour, student

30



Table .9 Client-provider interactions during observation by six services deliver point, in

Dillatown Feb, 2012.

Variable Total n=89
Yes No
Provider greet client 47 (52.8%) 42 (47.2%)
Client has preference about particular method 64 (71.9%) 25 (28.1%)
Dose provider discussed  Pills 86 (96.6%) 3 (3.4%)
Injectable 85 (95.5%) 4 (4.5%)
implant 68 (76.4%) 21 (23.6%)
IUCD 70 (78.6%) 19 (21.4%)
Condom 25 (28.1%) 64 (71.9%)
Diaphragm 2 (2.2%) 87 (97.8%)
Sepermicide 1(1.1%) 88 (98.9%)
Tuba ligation 1(1.1%) 88 (98.9%)
IEC materials used Flip chart 1(1.1%) 88 (98.9%)
during consultation Brochure/pamphl et 1(1.1%) 88 (98.9%)
Sample of contraceptive 53 (59.6%) 36 (40.4%)
Poster 1(1.1%) 88 (98.9%)
Anatomical model 0 89 (100%)
Dose provider applied Asking open ended question 58 (65.2%) 31 (34.8%)
counselling skill Encourage client to ask 49 (55.1%) 40 (44.9%)
guestion
Treat client with respect 50 (56.2%) 39 (43.8%)
Seeclient in private 64 (71.9%) 25 (28.1%)
Discuss areturn visit 64 (71.9%) 25 (28.1%)
Ask client her concerns with 42 (47.2%) 47 (52.8%)
any method
Usevisud aids 3 (3.4%) 86 (96.6%)
Use client record 61 (68.5%) 28 (31.5%)
Assure client of 43 (48.3%) 46 (51.7%)
confidentiality
Physical examination About contraceptive history 81 (91%) 8 (9%)
and information given LMP asked 78 (87.6%) 11 (12.4%)
Weight measured 74 (83.1%) 15 (16.9%)
Blood pressure taken 23 (25.8%) 66 (74.2%)
Physical examination done 1(1.1%) 88 (98.9%)
Show how to use method 70 (78.1%) 19 (21.3%)
Told advantage 61 (68.5%) 28 (31.5%)
Told disadvantage 59 (66.3%) 30 (33.7%)
Told side effects 51 (57.3%) 38 (42.7%)
Told possibility of switching 15 (16.9%) 74 (83.1%)
method
Return if problem arises 49 (55.1%) 40 (44.9%)
Written reminder given 70 (80.7%) 19 (21.3%)
Injection site massaged 13 (19.1%) 55 (80.9%)
Dispose of sharp in puncture 56 (82.4%) 12 (17.6%)
resistance container
DEPO shaken before drawing 67 (98.5%) 1 (1.5%)

in to syringe
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2. Facility audit

2.1 Condition of facility

All observed hedlth care facilities were located in the centre of Dillatown and easily accessible for
transportation. Most facilities were well-ventilated and illuminated but one non Government
facility was not well-ventilated and illuminated. The waiting areas for clients had functional
toilets, adequate seats and were protected from sun, wind & rain. Official opening time for one
Governmental health centre and two Non-Governmental clinics was from Monday to Friday
8.30am in the morning & 1.30pm in the afternoon. One Governmental hospital and two private
clinics were from Monday to Friday 8.00am in the morning & 1.30pm in the afternoon. Two
Governmental and Non GOV facility were used separate room for providing family planning
services, the rest were providing with other services

2.2 Equipment and supply

Availability of contraceptive methods were assessed in each six SDPs and among the Family
planning methods, condom, combined pills and injectable forms were available in al SDPs.
Progesterone only Pills were available in one NGO and in two Government health facilities, while
IUCD and implanon were available in al facility except one Non Governmental Clinics. The
procedure for tubal legation and vasectomy was carried out only in one Government health
facility.

All Health facilities were refill out of stock contraceptive it takes less than or one week and Stores
were protected from sun, rain, wet, and rat.

Regarding equipment, antiseptic solutions sterilizer, examination table, weight scale uterine
sound, speculum, scissors, tenaculum, sterile gloves, sterile/disposable needles and syringes, were
available in al hedth institutions. Blood pressure apparatus, and thermometer, were available in
all health institutions except one governmental Hospital.

All of the health service delivery points had registration books for recording multiple revisits or
for new clients. The condition of recording system was good.

2.3 1EC Materialsand Activities

Except two private health facilities there were sign announcing that family planning service is
available. Except one Non Governmental clinic, all of them had at least two IEC materials, but in

Governmental facility and private clinics they don’t use it.
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2.4 Supervision and guidelines

All service deliver points monthly send statistics report to the next level, but information were
not well documented in the daily family planning activity register /log book/ in most of the
facilities. Except one Non Governmental clinic, supervision was not carried out in related to
family planning services.

[11. In depth interview

A total of ten individual in-depth interviews were carried out. All participants were health
professionals and involved in provision of family planning services, the average service year in
family planning clinic was 2.6 years with range of 6months to 4 years. Six service providers had
training of which 3 of them were trained on basic family planning service and the remaining three
trained on long acting contraceptive methods

3.1 Provider knowledge and skill on specific contraceptive methods

Regarding provider knowledge and skill on specific contraceptive methods; importance, side
effect, contraindication, and per requisition measure were asked. For injectable and ora pills all
provides had good knowledge and skill especialy on providing injection, and at least they mention
two side effects, contraindications, importance, advantage and disadvantage for both methods.

All family planning service providers knew when to start contraceptive methods for the first time.
3.2 Provider ability to perform specific contraceptive procedure.

Out of ten provider s two of them were performed IUCD insertion, the rest mentioned, side effect,
contra indications, importance, advantage and disadvantage of [UCD. For implano /Norplant/ five
provides were performed the procedure, but, all provides were mentioned, side effect, contra
indications, importance, advantage and disadvantage.

3.3 Provider perception of Quality of family planning.

Finaly, al family planning service providers were asked about perception on Quality family
planning services. The magjority of provider had similar understanding about perception on
Quality family planning services. Almost all explained quality of family planning services as
satisfying clients with clean, safe, and standardized services shortly, respectfully without any

obstacle, also provision adequate manpower, sufficient supply of equipment and drug.

One FP provider said that “...If adequate equipment and drug available, | provide quality

services...”
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6. Discussion

This study was done primarily to assess the quality of family planning services six services deliver
point in Dillatown, Southern National Nationality and People National Region State.

Over all Client satisfaction on quality of Family Planning service was assessed in terms of clients’
perception using six elements Bruce-Jain frame work with their individual indexes shown that
67.1% of clients were satisfied. This percentage was moderate compared to other studies
conducted in developing countries like Iran and Ghana (36, 37). A Study on family planning
services quality in Iran, mean satisfaction score of clients was 83.3£9.05%, which satisfied with

the family planning services (36).

A Study conducted in Iran about on Assessment of women’s satisfaction with reproductive health
services, the study women 92% were satisfied or completely satisfied with the reproductive health
services (37). Other Study conducted Ghana on perceived quality of healthcare delivery, 90% of
the respondents were satisfied or very satisfied with the care given during their visit to the health
facility (38). But greater than a study conducted in eastern Ethiopia, on Patient's perspective the
quality of hospital servicesthe overall satisfaction level was54.1 % (41).

This variation may be because of areal difference in quality of services provided, expectation of
family planning user or the type of health facilities in services deliver point. Studies conducted in
Canada, Low patient satisfaction is associated with lower trust in caregivers and greater chance of
achange of health providers, resulting in less continuity of care (30).

The multivariate analysis of this study shown that the socio-demographic characteristics and
access and acceptance Health services, such as age of the respondent, marital status, occupation,
educational status, discuss FP services with Husband, type of visit and waiting time of the clients
did not have any independent statistically significant association with client’s satisfaction. Among
socio-demographic characteristics and access and acceptance Health services factors, Religion and
provider talk /consultation/ were found to be significantly associated with client satisfaction at

multivariate analysis after adjusted for other variablesin the model.
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Client follower of Orthodox and protestant were 70 and 69 %less likely to be satisfied than client
who had follower of Muslim and Catholic religion. Clients who perceived that provider easily
understandable were nearly seven times more likely to be satisfied than those clients who
perceived that provider was difficult or don't understandable.

Clients who perceived that provider easily understandable were more likely to be satisfied than
those Clients who were not understandable and difficult to understand  which is similar with
study done in northwest Ethiopia about quality of family planning service heath institution (12).

Client who the received method was clearly explained three point six times more likely to be

satisfied than who client the received method was not clearly explained.

The mean waited time to get services was 30.2 min which lower than study conducted Tanzania
and Kenya; FP clients waited over 40 minutes, and a study conducted Bahir Dar 48 min (13, 47)
and its comparabl e studies conducted in Jimma ,East Azerbaijan and Bangladesh the mean waiting

time was (31.7) minutes, less than 30 minutes and 32.5min respectively (13,43and32).

The current study showed that Privacy was maintained for 69.8%, of respondent, which was lower
than a study conducted in Colombo 97% thought that there was adequate visual privacy and higher
than a study conducted Bangladesh 56% of the respondents stated that they were examined
privately. (34, 48) and it is agree with a studies conducted Northwest Ethiopia and East Azerbaijan
it was maintained 66.3 and 68% respectively (12,43).

Out of al respondents, 87.03% of the women were using injectables followed by the pill 11.22%
also other studies conducted in Ethiopia shown that injectable was gradually increased (12- 14 and
49). In this study injectable most commonly preferred method, because of its long term effect,

which decrease worry, daily remembrance and providers were mostly, discussed it to new client.

Concerning information given to clients 37.2%, 45.9% and 28.7% responded that the method
clearly explained, informed about other contraceptive method other than client’s preference and

got an opportunity to ask question and clarity respectively.

Studies conducted in Bahr Dar Ethiopia, Bangladesh and Iran were 74.8, 46 and 88.3% were
satisfied with the amount of information they received about the use of their chosen FP method
respectively (14, 43 and 37).
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Clients are able to make an informed decision on their own they are more likely to be satisfied
with the method and to continue to practice FP (34). Lack of information was a problem of women

in the Egypt quality care study (50).

Fifty-two percent clients were treated friendly and with respect. This proportion was lower than
studies conducted in developing counties;, Azerbaijan, Bangladesh, Ethiopia, Kenya and Iran was
80, 68.9, 96.4,68 and 92.5% respectively (43, 32, 51, 26, and 37).

Majority of the clients in this study were encouraged to continue the use of FP services, which
92% women were got written reminder for their next visit and 96% women would like to come
again to those service delivery points. A Study conducted in Colombo 93%, clients received a
written reminder of the next clinic visit (34).Another studies conducted in Ghana, and Ethiopia,
women were willing to go back to service delivery points was 93 and 93.3% respectively (38,51).
A Study conducted in Iran reveaded that 83.0% of women had satisfied that they had enough
information about follow-up visits (37). Above studies agrees with in this a study finding.

About 56.9% of women in this study responded that family planning services /delivers /waiting
area was comfortable, which lower than studies conducted in Colombo and cote d‘lvoire was 78
and 100 % respectively (34,52). Clean waiting areas are aspects often highly valued by patients.

In this study shown that providers had given less attention for taking blood pressure and
performing physical examination during client —provider interaction of new client, which was
25.8% and 1.1% respectively. It leads to mismanagement of client, because contraceptives have

their own side effects and contrai ndications.

Regarding applying of communication skill during consultation, in this study varies from 3.4%
used visual Aid to 71.9% discussed a return visit to client during client-provider interaction. Also
for 48.3% of women client confidentiality were assured during consultation. A study conducted in
Colombo 38% of observations was used |IEC materials (34).Another studies conducted in Ghana

and Zambia shown that more than 50% of clients were counselled by using flip charts (52).

In this study provider lack such skill, even if the cause was not assessed in this study. Providers
who used contraceptive samples and anatomical models during counselling sessions gave clients

more information about their chosen contraceptive method (22).
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Provider skill in communication is particularly important because a client may be more likely to

continue contraceptive use if she feels comfortable with her interactions with provider (43).

All observed health care facilities in this study were located in the centre of Dillatown and easily
accessible for transportation. However two Governmental and one Non Government facilities
were used separate room for providing family planning services. Services provided in separate

room, more likely comfort client and assure visual privacy.

All surveyed SDP provided a minimum of 3 methods;, COCs, condoms and injectable, While
IUCD and implanon were available in all facility except one Non Governmental Clinics and the
procedure for tubal legation and vasectomy was carried out only in one Government health

facility.

Basic equipment necessary for family planning provision: antiseptic solutions sterilizer,
examination table, weight scale uterine sound, speculum, scissors, tenaculum, sterile gloves,
sterile/disposable needles and syringes, were available in all health institutions. Acceptability:
adequate facility, Physical environment, and receiving adequate information about the facility
were the strong determinant to related client satisfaction (53).

It was found out that all service deliver points in the study monthly would send statistics report to
the next level. However, information was not well documented in the daily family planning

activity register /log book/ in most of the facilities included in the study.

In resource-poor settings, where supervision often revolves around the collection of data from
facility registers and patient records without addressing the challenges (54). Except one Non
Governmental clinic, supportive supervision was not carried out in relation to family planning
services. A study conducted Senegal suggests that supportive supervision can improve service
quality, like; improvements in infrastructure, management of staff and services, record-keeping

and technical competence (54).

Majority of the service providers had training on basic family planning service and long acting

contraceptive methods.
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Regarding Provider knowledge and skill on specific contraceptive methods, in this study
respondent answered that for injectable and oral pills al provides had good knowledge and skill
especially on providing injection, and at least they mention two side effects, contra indications,
importance, advantage and disadvantage for both methods. A study conducted in Iran
86.6%women had high satisfaction with the experience of the FP provider skill (37).

The majority of provider who participated in this study had similar understanding about
perception on Quality family planning services, which amost all explained quality of family
planning services as satisfying clients with clean, safe, and standardized services shortly,
respectfully without any obstacle, aso provision adequate manpower, sufficient supply of

equipment and drug.

“One provider said that ...if adequate equipment and drug available, | provide quality
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7. Strength and limitation of the study

Qualitative design was used to complement the findings, private for profit and Non Governmental
Health facility were aso included. Non professional Female interviewers were used for exit
interview to minimize interviewer bias and could aso improve response rate. Also exit interview
conducted 20-30 meter away from family planning services deliver point to minimize courtesy
bias.

However limitation was observed during study like; Courtesy bias related to satisfaction and
Hawthorne Effect (Presence of the observer during client-provider interaction may cause the client
and the provider to act differently than they would if they were aone; Providers might also show
the best behaviour).
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8. Conclusion

A study revealed constraint that in the delivery of family planning quality care in six SDP in Dilla
town, Southern National Nationality People Region. Overal client satisfaction on perception on
quality of family planning services was moderate, which mostly account from information given to
clients, and treated the clients respectfully, maintained privacy during consultation and waiting area
lacked seat accommodate client load. Also providers were lack of appropriate, applying of
communication skill during consultation, giving hormonal contraceptives without checking vital sign,
and under utilization of IEC materials. Half a hedth facility was not used separate room for
providing family planning services, and limitations in equipments. Lack of staff training and

supportive supervision system was another constraints documented.
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9. Recommendation
To improve the quality of the FP clinic servicesin the study area, the programme planners, Health

managers and services providers should take measure based on study finding such as,

1. Programme level
% A clear need for training or retraining providers in the key aspects of family planning
services technical area (family planning methods provision, and communication and
counselling skills of service providers).
% Regular supportive supervision and clinic audits may be used to identify deficiencies
2. Facility level
+«+ Encourage provider to use educational materials, at family planning consultations.
« Improving information given to clients to ensure an informed choice of family planning
method.
% The respective clinics manger should gave attention to client waiting areas, and provide
an adequate supply of IEC materials and provide separate room for family planning

services.
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11. Appendixes
APPENDI X I: English questionnaire for exit interview
Addis Ababa University
Collage of health sciences
School of public health
Questionnaire on quality of family planning service
To befilled by data collectors
Region Zone Woreda
Code number of the health institution

Good morning dear client! My nameis . | came from Gedeo Zone health Bureau. |

am a member of research team on assessment of quality of family planning service, which is
going to be carried out by Addis Ababa University. It is believed that quality family planning
service increases clients' satisfaction, which contributes to increase contraceptive prevalence rate.
The purpose of this study is to assess the quality of family planning service provided in some
health institutions and level of satisfaction of family planning users, and finally to give important
comment that will help to strengthen and improve quality of family planning service. We would
like to improve the quality of family planning service provided by this clinic. To do this, your
information is very important. | would like to ask you a few questions about your visit to the
clinic to find out your experience today. We would be very grateful if you could spend a few
minutes to answer questions related to the service. We will not put your name or registration
number in the format. All the information you give will be kept strictly confidential.

Y our participation is voluntary and you are not obliged to answer any questions you don't want.
But your honest participation will contribute to generate information that can be used to improve
quality family planning service.

Do | have your permission to continue?

YesNo

Code number of the client ------------ Client arrived at service delivery points--------
Time client received service------- Waiting time-------------------
Interviewer: -
Name Cod number

Cheeked by supervisor or investigator Signature
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Part |: Socio — Background characteristics

No

Questions & filter

Coding category

Skip to

101

How old are you?

1.Agein years ------
88.Don't Know-------
99. No answer-------

102

Isthisyour first visit to thisclinic

1.Yes
2.No

103

What is your current marital status

1.Single

2.Married & live together
3.Married but not live together
4. Divorced.

5. Widower

104

If married /have regular partner, have
you discussed family planning with
your husband

1.Yes
2.No
99. Don't remember

105

Do you have children?

1.Yes
2.No

Q111

106

If yes, how many living children do you have?

1.0ne 2.Two
3.Three & above

107

Would you like to have more children

1lYes 2.No
3.Depend to God
4.Depend

108

If yes ,when would you like the next child

1.Immedeaty
2.0ne —two year
3.> two year
99. No answer

119

Are you currently breastfeeding

lyes 2.No

110

What is your educational level?

Llillitrate 2. Write & read only
3. Primary school (1-8)
4.Secondaryschool completed
5.Tweleve +1& above

111

What is your religion

1.0rthodox Christian 2.Catholic
3.Protestant 4.Muslim
5.0ther (Specify)-------

112

What is your ethnicity?

1.Gedeo 2. Amhara
3.0romo  4.welayeta
5. Guragie 6. Suilta
6.0ther (specify)----

113

What is your occupation?

1.Government employee
2.Private employee
3.Merchant 4.Un employed
5.Housewife  6.Student
7.Daily laborer

8.Prostitute

9.0ther (specify)------

112

What is your monthly income?

Monthly income Eth. Birr...................
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Part 11: Client interview on family planning service on access and acceptability. (For both new and

repest)
No | Question and filter Coding category Skip to
201 | Who told you for the first time about the | 1. Husband 2. Neighbours
family planning service of this clinic? 3. Health professional
4. Other (specify)
202 | How long did it take to you to arrive at | 1.Lessthan1/2hr 2.1/2to1hr
this clinic? 3.1to2hrs
203 | How long did you wait 1. Lessthan /2 hr
between the time you first 2. Half to one hour
arrived to the clinic and 3. 1 hour and abov
gets family planning service?
204 | How do you feel about your waiting | 1.No waiting 2.Short
time? 3.Long 4.Too long
205 | Did you received the services that you | 1. YES ....oovviiiiiiiiiniiiiineeann. Q 207
wanted 2.No
206 | If nowhy 1.provider do not want to tell me
2.the service | want was not
available
3.time wastoo short & | did not
get time
4, Other (specify).-----------
207 | Did you fed that your consultation with | 1.About right ~ 2.Too short
theclinical staff was 3.Toolong 88. Don't know
99. No answer
208 | During consultation, was the provider | 1.Easy to understand
easy to understand? 2.Difficult to understand
3.Don't understand
99.No answer
209 | Was there adequate privacy during | 1 Adequate 2.Not adequate
consultation 99.No answer
210 | Do you know any other clinic whereyou | 1. Yes 2. No
can get family planning service? 88. don’t know
211 | If yes, isthisclinic the closest siteto your | 1.Yes
home? 2.No
88. Don't know
99. No answer
Part 111 Client interview on family planning service utilization /both new and repeat/
Part 111 sections I: - Question for new family planning users
No Questionnaire and filter Coding category Skip
to
211 | Why do you cometo this clinic? 1. To start birth control
2. To get counselling
3. To get both service
212 Did you decide to use contraceptive method | 1.Yes
at thisvisit? 2.No Q214
99. No answer
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213 | If yeswhich method did you accept today? | 1.Fills 2.1UCD
3.Condom 4.Female sterilization
5.Diaphragn 6.Injectable
7.Spermicid  8.Nor plant
9. Other (specify)------------

214 | If no, why did you not stat to use| 1.Change my mind

contraceptive method today 2.Came for information only
3.Pregnancey suspected
4.Contraindication for method wanted
5.Method wanted not available
88. Don't know
99. No answer

215 | During the consultation for the method you

accept to use, did the health personnel

explain about the following?

215.1 | Clearly explains how the method works? 1Yes 2.No
99. No answer

215.2 "Demonstrate how to use it? 1lYes 2.No
99. No answer

Describe possible side effects 1Yes 2No

215.3 99. No answer

215.4 | Explain what to do if you experience any | 1.Yes 2.No

problems before the next visit? 99. No answer

215.5 | Explains the possibility of changing method | 1.Yes 2.No

if you are not happy with it? 99. No answer

215.6 | Whereto go for supply or follow up visit? 1Yes 2.No
99. No answer

216 In addition to the method you received, were | 1.Yes

you told about any other methods? 2.No Q218
99. No answer

217 If yes, which method?

217.1 | Pills 1.Yes 2.No

217.2 | Injectable 1.Yes 2.No

217.3 | Spermicidal 1.Yes 2.No

217.4 | Diaphragm 1.Yes 2.No

2175 | IUCD 1.Yes 2.No

217.6 | Condom 1. Yes 2.No

217.7 | 7.Femade sterilization------------------ 1.Yes 2.No

217.8 | 8.Nor plant 1.Yes 2.No

217.9 | 9.0ther (specify) 1.Yes 2.No

118 | Will you come for next appointment 1.Yes
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Part 111 Section I1: -for re supply or follow-up clients

No Question and filter Coding category Skip
219 Which method are you using? 1.Rills 2.Injectable
3.Spermicides 4.Diaphragm
5.IUCD 6.Condom
7.Nor plant
8. Other (specify)-----------
220 Which method do you know other
than the method you are using
219.1 | 1.Pills 1.Yes 2.No
219.2 | 2.njectable 1.Yes 2.No
219.3 | 3.Spermicides- 1.Yes 2.No
219.4 | 4.Diaphragm 1.Yes 2.No
219.5 | 5.lUCD 1.Yes 2.No
219.6 | 6.Condom 1. Yes 2.No
219.7 | 7.Nor plant----- 1.Yes 2.No
219.8 | 8. Other (specify) 1.Yes 2.NO
221 Last time you have obtained family 1Yes Q223
planning method, did you get it from 2.No
thisclinic
222 If no, where did you get it 1.0ther Governmental health
ingtitution
2.Private clinic
3.Community based distribution
4.Pharmacy
5.0ther
223 Did you pay for the service and for 1Yes 2.No
contraceptive?
224 If yes how much for one visit? 1.Price for contraceptive per cycle
2.Pricefor service---------------
225 If a friend of yours wanted family planning | 1.Cometo thisclinic
service, would you encourage her to come to | 2.Go to somewhere else
this clinic or go elsewhere? 88. Don’t know
99. No answer
226 If you encourage her to go somewhere else,
why?
225.1 | Long waiting time here 1.Yes 2. No
225.2 | Far away 1.Yes 2.No
225.3 | Poor quality service here ------------------- 1.Yes 2.No
225.4 | Poor/inadequate consultation here------- 1.Yes 2.No
225.5 | Only few family planning methods are available | 1. Yes 2.No
here-
225.6 | Other (specify) 1.Yes 2.No
225.7 | No, answer
226 Which service did you like from this clinic?
1.Get service with in short period ----------
226.1 | 2.Provider gives good service -------------- 1.Yes 2.No
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226.2 | 3.Counselling was clear & satisfactory -- 1.Yes 2.No
226.3 | 4.Received the method chosen------------- 1.Yes 2.No
226.4 | 5. Other (specify) 1.Yes 2.No
226.5 | 6. No answer 1.Yes 2.No
226.6 99.

227 Will you come for next appointment 1.Yes 2.No

Part 1V Overall measure of client satisfaction on family planning services /both new and

repeat/.

No Question and filter Coding category Skip to

228 | Was the use of the methods explained | 1.yes 2.no
clearly to you?

229 | Were you informed about other | 1.yes 2.no
contraceptive methods

230 | Did you fedl had the opportunity to ask | 1.yes 2.no
questions and clarity

231 | Wereyou treated afriendly and respectful | 1.yes 2.no
way

232 Did you have sufficient privacy during | 1.yes 2.no
your consultation

233 | Aretheclinic hours convenient 1. Yes 2.no

234 | Wasthe waiting area comfortable l.yes 2.no

235 | Didyou find the clinic areto be clean l.yes 2.no

236 | Was the time spent in consultation to | 1.yes 2.no
discuss your needs

237 | Did the provider give you a date for your | 1. Yes 2. no
next visit?

238 | Would like to come to this center again l.yes 2.No

Tota response yes
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Part V Knowledge questions for different

contraceptive methods for both new and repeat

client
/ For pills.
No Question and filter Coding category Skip to
239 | When do start using pills? 1. Within the 1% to 5t" day of
menstruation period
2.Any time
88. Don't know
99. No answer
240 How often could 1- Onetablet every day 2- Anytime
You take a pill? 3- During sexual intercourse
88- Don't know 99- No answer
241 What are the minor problems, if
any, you may experience with
taking the pills?
2411 | No problem 1.Yes2 .No
241.2 | Mild headache-------------------- 1.Yes2.No
241.3 | Small weight gain---------------- 1.Yes2 .No
241.4 | Nausea---- 1. Yes2 No
2415 | Spotting /bleeding--------------- 1.Yes2. No
241.6 | Other (specify) ----------=-=--=--- 1.Yes2 .No
241.7 | Don’t know 88. Don't know
For ITUCD
No Question and filter Coding category Skip
to
242 If intra uterine contraceptive deviceis 1. Touching the thread Regularity
inserted, can you tell me how you check it 2. It cannot dlip out once it isinserted
isin place? 3. Other (specify)- 88. Don't know
243 When do you come back for first checkup? 1. No need to come back
2.Less than a month
3.After one month 4- After one year
88- Don't know
244 What are the minor problems, if any, you may
experience with having an intrauterine
Contraceptive device?
244.1 | No problems----
244.2 | Spotting b/n Menstrual periods----------------- 1. Yes2. No
244.3 | Increased discharge ---- 1. Yes2.No
244.4 | Infection - | 1. Yes2.No
2445 | Other /Specify/ 1. Yes2. No
244.6 | Don’t know 1.Yes2. No
88.
245 Do you know how long can intrauterine device | 1- five Years------ 2. three years
serve once it has been inserted? 88. Don't know
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3. For Injectable Acceptors

No Question and filter Coding category Skip
to
246 Do you know which type of injection you had had? 1-Yes 2-No
247 How often should you get an injection? 1) Every month
2) Every 2 or Every 3months
3) Every year
88). Don't now
248 What are the minor problems, if any, you may
experience with having an Injectable
Contraceptive methods?
248.1 No problems - | 1.Yes2. No
248.2 Spotting b/n Menstrual periods 1.Yes2. No
248.3 Increased discharge 1.Yes2. No
248.4 INfECti ON-----m == mm = 1. Yes2.No
248.5 Other /Specify/ 1.Yes2. No
248.6 Don’t KNOW-------=--—mmm oo 88.
4) For Norplant users.
No Question and filter Coding category Skip
to
249 How often can you change Norplant? 1- Every 5 years 2- Every 2 years
3- Every 3years 4- Every 3months
88- Don’t know
250 Do you told theimportance of Norplant | 1- Yes 2- No
99. don’t remember
251 Apart from the regular visit, for what
problems, if any, should you come back
to the
clinic
251.1 | No problem --------==-mmmmmmmmm oo 1.Yes2. No
251.2 | Severe headache---------------------------- 1.Yes2. No
251.3 | Heavy vagind bleeding--------------------- 1.Yes2. No
251.4 | Unexpected weight gain------------------ 1. Yes2. No.

5) For Tubal legation

No Question filter Coding category Skip
to
252 Have you been told the importance of tubal | 1- Yes 2- No
Legation 99. Don’t remember
253 For how long tubal legation serve 1.3 month
2. lyear
3. Through time
4.other
(specify)
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APPENDIX I1: Checklistsfor observation

Observation Guide for provider client interaction

Code number of the hedlth institution

Greet providers and clients; introduce yourself and the purpose of the study. Obtain the agreement
of both client and provider before proceeding to observe the interaction between them. No need of
intervention to be involved. For each of the question listed below, circle that represents your
observation of what happened during observation.

Good morning dear provider and client!

My name is ---------=--=-==-mmmmmmmmm- . | came from Gedeo Zone Health Bureau. | am a member of
research team on quality of family planning service, which is going to be conducted by Addis
Ababa University. It is believed that quality family planning service increases contraceptive
prevalence rate and the purpose of this study is to assess the status of quality family planning
service in some health institutions. The finding of this study is intended to improve quality family
planning service in both Governmental and non-governmental health institutions and hence to
increase contraceptive prevalence rate. For this quality of family planning study, you are chosen to
participate. The observation includes various techniques to evaluate your interaction. In order to
attain effectively the goa of this study, | am asking you for your generous participation. | don't put
your name or registration number on this questionnaire. It is your full right to refuse or participate
in the study. But your honest response will contribute to generate information, which can be used
to improve the quality service of family planning.

Do you agree to participate in this study?
Yes No

Code number of the client
Date of Visit

Observation begun end

Total time required

Name of observer Signature

Checked by supervisor/investigator Signature
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Part | section I. Observation checklist for new family planning clients.

NO Question and filter Coding category Skip to
301 Does Provider greet client? 1- Yes 2- No
302 Does client know about modern family 1- Yes 2- No
planning?
302 Does client has preference for aparticular | 1-Yes 2-No
Method?
304 During consultation, did the provider talk
about
any of thefollowing
304.01 | Pills 1.Yes 2. No
304.02 Injectable 1lYes 2.No
304.03 Nor plant 1. Yes 2.No
304.04 IUCD 1- Yes 2- No
304.05 Condom 1- Yes 2- No
304.06 Diaphragm 1- Yes 2- No
304.07 Natural method 1-Yes 2-No
304.08 Spermicide 1-Yes 2- No
304.09 Female sterilization 1-Yes 2- No
304.10 Other/specify ----------------- 1- Yes 2- No
305 Did the provider promote or 1- Yes 2- No
overemphasize one method in particular
If yes which method.
305.1
305.2 1.Pills
305.3 2. Injectable
305.4 3. Nor plant
305.5 4.1UCD
305.6 5. Condom
305.7 6. Diaphragm
305.8 7.Spermicide
305.9 8. Female sterilization
99.No answer
306 |EC materials used during consultation:-
306.1 Flip chart 1-Yes 2- No
306.2 Brochure/pamphlets 1-Yes 2.No
306.3 Sample of contraceptive 1-Yes 2- No
306.4 Posters 1-Yes 2-No
306.5 Anatomical model 1-Yes 2-No
306.6 Other (Specify)-------------- 1-Yes 2-No
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307 Did the provider /counseling skills/

307.1 Ask open-ended questions 1- Yes 2-No
307.2 Encourage client to ask questions 1- Yes 2-No
307.3 Treat client with respect 1- Yes 2-No
307.4 Seeclient in private 1- Yes 2-No
307.5 Discuss areturn visit 1-Yes 2-No
307.6 Ask client her concerns with any method 1- Yes 2-No
307.7 Usevisua aids 1-Yes 2-No
307.8 Use client record 1-Yes 2-No
307.9 Assure client of confidentiadity 1- Yes 2-No

Section 1. Medical history and physical examination

No Question and filter Coding category Skip to
308 During consultation, did the provider ask the client
on the following?
308.1 | About contraceptive method history 1-Yes 2- No
308.2 | About date of LMP 1-Yes 2- No
308.3 | Unusual vaginal discharge/bleeding 1-Yes 2- No
308.4 | Pelvic pain 1-Yes 2- No
308.5 | Takeweight 1-Yes 2- No
308.6 | Take blood pressure 1-Yes 2- No
308.7 | Sexual Transmitted disease Problems /symptoms 1-Yes 2-No
308.8 | Perform Physical examination 1-Yes 2-No
308.9 | Did laboratory test 1-Yes 2-No
309 During pelvic Examination
309.1 | Client informed? 1-Yes 2- No
309.2 | Ensure client has privacy 1-Yes 2- No
309.3 | Preparedl instruments before exam. 1-Yes 2- No
309.4 | Wash hands before exam 1-Yes 2- No
309.5 | Provider wash hands 1-Yes 2- No
309.6 Use sterilized or high-level disinfected 1-Yes 2- No
instruments for each exam
309.7 | Ensure that instruments and reusable 1-Yes 2-No
gloves are decontaminated
309.8 | Client informed about out come? 1-Yes 2- No
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Section I11. Complete the following questionsfor theindicated methods & thelikes

No Question filter Coding category Skip to
310 If Intra uterine Contraceptive Device (IUCD)
was inserted
310.1 | Uterus sound used? 1-Yes 2- No
310.2 | Ensureclient has privacy 1-Yes 2- No
310.3 | Wash hands before putting on gloves and lyes 2-No
after removing gloves
310.4 | Speculum used? 1.Yes 2.No
310.5 | Sterile procedure performed used? 1-Yes 2-No
310.6 | Emotional support given for Client? 1-Yes 2-No
311 If inject able was given to the client, did the
provider do the following?
311.1 | Injection site disinfected? 1-Yes 2-No
311.2 | New/Sterile needle and syringe used? 1-Yes 2-No
311.3 | DEPO vial shaken before drawing in to 1-Yes 2- No
syringe?
311.4 | Injection site massage? 1-Yes 2- No
311.5 | Dispose of sharpsin puncture resistant 1-Yes 2- No
containers
312 For the method sel ected did the provider told
about any of the following?
312.1 | How to use method 1-Yes 2- No
312.2 | Advantage 1-Yes 2- No
312.3 | Disadvantage 1-Yes 2-No
312.4 | Side effects 1-Yes 2- No
312.5 | Possibility of switching 1-Yes 2- No
312.6 | What to do if problem arises about method 1-Yes 2- No
312.7 | Whereto go for re supply 1-Yes 2-No
312.8 | Communicated about the method 1-Yes 2- No
313 Was the client told when to return for re 1-Yes 2-No
supply?
314 If yes, did the provider giveto the client some | 1- Yes 2- No
form of written reminder?
315 Were any other health issues discussed at 1- Abortion
any time during the consultation 2-STD

3- Immunization
4- Other /Specify

Thisistheend.
Thank you!
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Appendix I11: Checklistsfor in-depth interview

Health institution — Hospital/ Health central/ clinic/Private clinic

Code of the health institution

| am carrying out a survey of quality family planning service on different health institutions to find
ways of improving the service. | would like to ask you some questions to get information from
your experience. Please be sure that this discussion is strictly secreted, confidential and that your
name is not being recorded.

May | continue?

Yes No

Thank you
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Code of the service provider........ccoeceveeieneeneseese e
Position of therespondent..........ccccoveevveevicce e
Name of the health institute...............c.ccooii s

| Work Experience
Sex Age marital status

Educational status

1. How long have you been working her?

2. For how many years have you been providing family planning service

3. What kind of training have you ever attended? /on Job training/-----------=--=-=======-mmmsmmmmmuuev

4. Do you think that the training you have received in F/P is adequate to perform your duties?
5. What kind of training do you think that is important to improve service delivery in F/P
[practical, theoreti Cal/-------==-==== == s oo e

Il Provider ability to perform specific contraceptive procedure

6. Are you able to perform the following procedures?

6.1. Injection of Depo-Provera, Norstrate. Can you tell me about importance, side effect, and
contraindications, pre requisition measures?

6.2. Norplant: - How to insert, pre requisition measures, side effects, contraindications,
importance, advantage and disadvantage.

6.3. UCD: - How to insert, importance, side-effect, contra-indication, pre requisition measures,
follow up of clients

6.4. Vasectomy or tubal legation: - How to do the procedure, it’s important, pr requisition
measures, who should decide.

6.4. Pills: - How many (in kinds) pills do you know, Importance, side effects, contra-indication,
for whom each of them are applicable, pre-requisition measure for each of them

7. What is the importance of availability of different contraceptive methods?

8. If aclient would like a method that is not available at your clinic, what would you say to her?
9. In professional opinion, what do you consider to be the necessary procedures and tastes? Before
you can offer the method?

(A) Pills (b). Injections (c) .IUCD (d). Norplant () Tubal legation (f.) Vasectomy (g)
Diaphragm

10. Which method of F/P would you recommend for most people who would like to delay or
space their next birth?

11. Which methods of F/P would you recommend for most people who would like to have no
more children?

12. Which method never you recommend

[11 Provider perception of Quality of family planning procedure

Can you please tell how you understand quality of family planning servicesin this facility
Component of quality of health SENVICE?.........cv i
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APPENDI X IV: Checklists for observation the facility

Instructions to data collectors: This observation should be completed by observing the facilities
that are available and with the person in charge of family planning on the day of the visit. . In all
cases you should verify that the items exist by actually observing them .If you are able to observe
them, and then code them accordingly. Remember that the objective is to identify the equipment
and facilities that currently exist for the service and not to evaluate the performance of the staff or
clinic.

Thank You!
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Code No of health institution------------ Date of visiting---------
1. What is the official opening time for this Service delivery point?

2. How soon after the official opening time were services provided?

3. Are family planning services being provided on the day of the visit?

4. Isthere a sign announcing that family planning services are available?

5. Indicate the number of staff who provides family planning service at this service delivery point

on the day of the visit, within each designation (e g, nurse, Dr----)

Section | Equipment and Commodities Inventory

6. Record below which contraceptive methods are usually provided at this facility. If the method
isusually provided, determineif it is available today. If it is available at the facility today,

Type of Contraceptive Usually Available If no, reason not available
Provides Today last time
M ethod

1.COMBINED PILLS lyes 2.No Yes No 1. Supplies not available

. Equipment not available

. Trained staff not available
Other

1. PROGESTERONEONLY lyes 2.No Yes No . Supplies not available
. Equipment not available
. Trained staff not available

Other

2. CPILL lyes 2.No Yes No . Supplies not available
. Equipment not available
Trained staff not available

Other

3. 1UD lyes 2.No Yes No . Supplies not available
. Equipment not available
. Trained staff not available

Other

4, INJECTABLES lyes 2.No Yes No . Supplies not available
. Equipment not available
. Trained staff not available

Other

5. CONDOMS lyes 2.No Yes No . Supplies not available
. Equipment not available
. Trained staff not available

Other

6. SPERMICIDE lyes 2.No Yes No . Supplies not available
. Equipment not available

. Trained staff not available

7. DIAPHRAGM lyes 2.No Yes No . Supplies not available
. Equipment not available

. Trained staff not available

9. OTHER lyes 2.No Yes No . Supplies not available
. Equipment not available

3. Trained staff not available

NRWONRPRWONRPAONRPRMONRPAMONRPIAONR/DMONEAMWN
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7. When you run out of contraceptives, how long does it take to replace them?

1. Onewesek or less

2. One month or less
3. Six months or less

4. Other

8. Which of the following types of equipment are available?

How many types of equipments are available in the service delivery point and/or in the stockroom

for family planning services (mention the avail able equipments)
Type of equipments

Functionality

1. Sterilizer

2. Blood pressure apparatus
3. Weight Scale
4. Flash light
5. Uterine sound
6. Speculum
7. Scissors
8. Teneculum

9. Antiseptic solutions

10. Disposable gloves

11. Examination table

12. Thermometer

13. Needle and syringe

14. Mini lap kits

15. Sterile gloves

16. Pregnancy test

17. Disposable needles and syringes
18. Autoclave

19. Different contraceptive methods
10. Minor surgery equipments
11. Other (specify)

9. Arefacilities for storing contraceptives adequate in the following respect:
A. Products are protected from the rain.
1.Yes 2. No

Quantity

B. Products are off the floor and on shelves.

1.Yes 2. No

10. Which family planning IEC materials are avail able?

List all that are available

Available

Yes

11. Was “a health talks” held today?

was educating (qualification)?

What was the topic?

Not available

No

Who
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12. Isthere a separate room or areafor physical examination?

13. How was the condition of the examination room?

14. Is adequate light and water available in the examination room?

15 Please show me the most recent version of written guidelines and protocols for delivering
family planning services.
1. Available and observed (record date of version)
2. Available, but not observed
3. Not available

16. Please show me where al of the client records are kept.
1. Yes 2. No

RECORD KEEPING AND REPORTING
17. Isthere a client record card for recording multiple visits or new card issued for each visit?
18. In what condition is the record-card system?
19. Isthere adaily family planning activity register /logbook?

20. Are monthly statistic reports about family planning activity sent to a supervisor or higher unit?

IF YES, when was the last report sent? |Is feedback received on reports?
21. When was the last time a supervisor come here in relation to family planning?
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4 heA 2.70:0 heA 1:.0R%0 L FO0 T2 A0t FmP P T 291PCN avmpd:

td | PORG ool P PaPAN A714-5EPG aph P h e e C SHAA
212 | ®CHY MG &CeT AT apmy- ? 1.P@0A, & avdMMLL Aar@.N\L:
2.29°nC A1d10et AT NF
3.0-0ETI° A0t ATIT T
213 | AUT POAL avpMMlP AaPANL: DATPA? 1.AP oL, +.¢
2.249° 215
214 | @AM AP P PHT @) e, 1. Ravlmet? 1.n%7
2.09°C4, aPAh P9L.AMALY
3.0078 AL P7.POC
4.091h07% 001 pavp
5.nh789°
6. T1h07 $
7.04 @78 HC 6 (400 POT)
8.770¢h7 “INim
215 avi\(- PA° UPT AP7 DAL aPhAnS HE, 17910077 NavrdPs,
aMPP° AALATI? 2.0908 F AT1TvE (aray-
3.ACTHS PCMé MAG
4894 N\1D. YDA L apS MNP H Az
ADALA. PTINTA PP OA 1147
5.04.00TF LavSM ML
88.AAM.PI°
99.9°A0( Ad-tOm0+9°
216 | ACO® AATL.O0ST POAL aPhAang? HL, P9°hC
AT Q@ QAL 1T O 149
ALLINPT?
2161 | POAL aohAn® B M. A&t W70 ¢- LA? 2.249°
1P 1? 99.42AN AdTOmOT9°
216. | A% T A7LTLmPar hPILAIN? LAZ 2.PA9°
2 99.9°A00 Ad-tOm0+9°
216. | AATLLaPND. NP TI1CPIN? 1.A®P 2.209°
3 99.a2AN AMTOmOT9°
216. | TG LLITIP 2P 7 havld v Néot 1L.AP 2.P09°
4 av PPt A 18ANP T TEICPIN? 99.9°A\0 Ad-tam0+9°
216. | farhANg B&@. NATATTITIPT A PRS- 1.A®P 2.209°
5 ATV H11CPFA? 99.a°A0 Ad+AmATIP
216. | ATLPPAD. PMCP O aviL e 1L.AP 2.P09°
6 KA NP TP N? 99.9°A\0 Ad-tam0+9°
217 | AT Anea(F POt PoAL avhanf LA? 2.209°
A POA L aopnAng 1 AT4EN T11CP I AN? 99.9A\0 AdFAMOTI°
218 | N91PPA@. PMCP LavAAN? 1LAP 2. hAGPANIP/PATP/
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hSA 2.70-0 hGA 2:.0FANT AN 9°N2 RIAINCT T PTLPT 91900 oML P:

+.d TEEG TIMNLL PaPAN AT1C-SEPG aPh P R PC SHAA
219 PG @y earhAh® HE, 10, 2o mPar-? 1.n%7
2.097C4, PAh PTL.AMALY
3.0078 AL P91.PNC
4.099h07 9. Paop
5.n789°
6. T1ch07
7.04 @71 HC §& (440 POT)
8.970/h7 TN M
220. | AU-7 hTl.mbar1t PoA L avhAhe AA
PHE DT Be M. P?
220.1 | 1.h%7 1LAP 2.8h8LA09°
220.2 | 2.010°C4, avph PTL.OMALy 1.AP 2.4L8L209°
220.3 | 3.0078 AL ?9.PNC LAY 2.h8LAT°
220.4 | 4.091ch07 Po1.Paop 1.AP 2.h0LAT°
220.5 | 5.07&9° 1LAP 2.4L8L2A0A9°
220.6 | 6. 91h07 $N 1.AP 2.h8LAT°
220.7 | 7.0 @78 HC &6 (410 POT) 1L.AP 2.0 2L809°
220.8 | 8.970ch7 “1 MC 1L.AP 2.h0LAT°
221 0A.@. enPar-(It P1NLD7T7 DAL avhAng LA? 2.249°
& hHYV em.G £Ce-T 10C L7101 1?
222 | Y hawrt het INC L7181 ? 1.nAA ear 0t MG &Co T
2.094 hAlzh
3. PN IR LA MG LCOT
4.9°L0F (L
223 DAL arnANg HLM.G AAIN N LheAN? 1.AP 2.49°
224 | PACOL ALT LOA.L avhAng KL ATPDAL 1.AHY hAzh A79.9om A14-4AU-
EAT ®LHY MG £CO T AT%.00m- 2.06A N3 AT4B4% harheé-Au-
2144 TPA? 88.hAM.PI°
99.a2AN AMTOmOT9°
225 oL A MG ECPT W78%% N1dd AI°T?
225.1 | 489° LH QATLLPE. 1AL 2.ALLA9°
225.2 | &P NaoPr 1.A®P 2.h2L2A9°
225.3 | Té LA A0t AHLY OAAMA 1.A®P 2.hLL2AT°
225.4 | L9LAmak 29°nC A1ANT £nTIS 1 QAAAPT | 1.AD 2.h2LAJ°
225.5 | PaphAh® HE ALTPTF ALY Tt NaPPGTFa. 1L.AP 2.ALLAJ°
226 N LerA@ ¢mcCP LarAAn-? 1LAP 2. AAIPANIP/PAT/
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h§A 2.70-0 heA 3:.0FAL% POAL ovhAhe HEPT AL 0Pt TEEPT |ARANG ATaPAAT

+nSeLPT/
1.AhL? T PrPF
T.& TEET TN PaPA\( A974-51G ar(\f D e &PC SHAN
227 h17 o0& av’E @, avavC PANT? 1.LOC ANN (1avT) harBao/ @ xah 55@. $7
2.09775 09 (Gt 88.hAD.PIC
99.a2AN AdTOmOT9°
228 POA L aonAn® 7 N9°7 LU 1LH 1.A72 17 O(P7 2.09775@.9° O+
ARTT ap@.N\L AANT? 3.09M0Z 9 ATFrE L 88.AAD.PYP
99.a2AN AdTOmOT9°
229 PoA L aohAhg hi? N9L.o0L0T LH
°7 K81 PAA P TOCT Ahark
eFAN?
229.1 | T9IC ALTCIP 1L.AP 2.A2209°
229.2 | PAA &0 oIt 1L.AP 2.6L8L2A0A9°
229.3 | oom1g W&+ avgn.avC 1.A® 2.7 LA
229.4 | T9PATAT 1.A® 2.hLL2AT°
229.5 | PATMIP PLI° mNF NNAT aoenn 1L.AP 2.4L8LA9°
2290.6 | AA@.PI° 88
2.(1evC4, avAh P@A L avhAhf AT1.00L:
tT.& TEET TN PaPA( A994-5EPG aPhP n e ePC SHAN
230 NaoCe, avAh PT.0N%T PO L aoBMM/lE LAZ 2.249°
PTG M. ALY LALPN?
231 NavCé, avhh L9005t PONL: avSMm(. L 1.0P 04 2.0¢ -0t @4 meg°
NPA7T LHA. 1@, av®AL: PAONT ? neaft M4
3.(19Gav-k
88.hAM.PI°
232 PmAL aphAhg NavCd, avhh N171.00LN T LH
7 KTt PAA P TACT Ahak & FAN?
231.1 FaC heFCoP 1L.AP 2.A2L209°
231.2 PAA 0 PPt 1L.AP 2.4L8LA9°
231.3 | AT NHF PAD. L9° avqqn 1.AP 2.00L2A09°
2314 | AA@.PI° 88
3.077h07 AT ATLPavp avhAhf ATL.ONS-
tT.& PEEG )M a1 A994-5BPG aP(\P e £PC SHAAN

232 0h07P AT PP mAPT PONAL avhAng?
NNF@. a4 A7 1. 29902991t ?

1L.ONAT 0T hCF oG eFasy (19110
Nav8an

2.878 L 099007 rtdbarm hHLP N2A
hQmMY®

88.AAM.PJ°

233 099007 QAT PFPMAPT POAL avhAhg
PavBavl @ ("t aVF W 800 tPMmG- ?

1.a2aPA\Q DR,I° PN hLNL.A°
2.0478 ©C 10 1LH QAT

3 0P v\t 04 OLI° NPANT D4
5.hoc N2

88.AAM.PYI°

234 N79h07P AT POAL: avhAng PtaomAPT
MiA 9°7 AT PAA P& TOCT ATCPT
eFan?
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2341 | T9IC ARTCI° LAY 2.hLLAP°
234.2 | DAE AL apm1TS PATAAPL. 2.AT aoen.aPC 1.AP 2.hLLNP°
234.3 | (thAt/yaege) 1.AP 2.08L209°
234.4 | PATMIP PL9° mNF NNAT aoenn 1L.AP 2.4L8LA09°
234.5 | AA@D.PI° 88
4.0h7L AL P99POC POAL avhAhf ATLONS.
tT.& PEEG )M a1 A79C-5EPG aP(\P e £PC LSHAAN
235 N7 AL P7.PNLM. DAL avhan® N0 1.0¢ A0t koot
1LH avdPs Al F? 2.0¢ v\t havt
3.0¢ Pt havt
4. .02 POt @C
88.AANF@.N9°
236 Nh7ze AR PPN LM. PDA L arhAng 1L.AP
a8t PPI° HEICP I ? 2.209°
aAAOT @O
237 nh7e AL P71.PNlM. DAL avhAhf
a2 NG ¢meP @ 9°7 h8rt FaC (Lhivk
10 L MS &COT APAN PTLF (e ?
2371 | TOIC ARTCIP 1L.AP 2.A2209°
237.2 | DAE AL apmITS PATAPL. 4.AT aogn,aPC 1AL 2.08L209°
237.3 | (thAt/yaege] 1.AP 2.00L2A09°
237.4 | &+t aogn.av/, 1.AP 2.88L209°
237.5 | AA@.PI° 88
5.77h07 TIMEMC ATO&ATFa
tT.& TEEG TIMLS PaPAN A4S aPAL RTC LSHAAN
238 AATIR07T TI0EMC ParhAng HE, TPariq L.AP
AAT® ANGATL aPlEP T H1P1C A ? 2.8A9° /A0 TICTI9P
99.AANJ@.NI°
239 | h07 Pa° MC H& A7 LUA LH L1AAA? | 1.00T @OC
2.19a07}
3.0 7LrF L109100
4.04 [0/

70




NEA 2.70-0 hEA 3:L0-H00 PPME KIAUCT TP LT AnPAL 20ChF o m¥? (rhavaht (ARAS
ATavAAT)

T.¢

TEBG TINLL

a1 A79C-BPG aPhP e
®1C

SHAN

240 | POAL aPhANg® H&M. A8 T ATLTLNCNNNG T14PF? LAY 2.00L209°

241 | A7 AnPar(t hte0AT POAL aPhAhe AA POAL: LA? 2.h2L09°
anAng L A% T1IICPIN?

242 | AQEO 9T AT QSR@. TEEGTTINELE 27I1PCA LAY 2.hLLNT°
0LA hoTvta. 10C ?

243 | A1 OONPT P45 0L 0%t 10C?/&VT ALCTH LAP 2.5 2209
@e9° LYG PAT NINT QACH Om+PIdN?

244 | O9°NC AT LH ANFPG Ao U3 HTCAPT LAY 2.hLLNT°
1NC2/06A TIAIL ACAP LTLEDGT LN/

245 | A1t AP ATLACTFD. 226PTF Th hDPTG Toe 1LA® 2.52L2A9°
h0@.?

246 | Pav$P (F@. (1EG AVT 102 LAY 2.hLLAT°

247 | AR TLATOE hed 70V5a. etm0P 1aL? 1L.AP 2.h2L09°

248 | hA1NINT QsBP@. OC ACOP STAPOM-T avAht PPOTCTrE | 1LAP 2.h2L09°
PP Lorhitet A ?

249 | A1\t QPO ATLPTAQ PMECP PIPaPAT 7 1L.AP 2.82L09°
aAmtPFiz

250 | N7LPTAD PCP LaPAAN? 1L.AP 2.80L209°

AmPAL £I°C AP PAT

AmPAL LI°C PhLLAIC IPATH
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