
63

creased demand for services, then it should
have a positive net effect on service
providers’ income. Although some quali-
ty improvements are costly and therefore
may not seem feasible in a period of de-
clining donor resources, many others (such
as more courteous attention) can be imple-
mented at little or no cost. Conversely, fail-
ing to address quality may be more costly
than most service improvements would be,
as has been argued in the literature related
to total quality management and customer
satisfaction in private-sector companies.2
This is likely true for nonprofit family plan-
ning settings as well, at least where clients
are asked to pay a portion of service costs.3

The increased interest in service quality
has been accompanied by a similar increase
in efforts to monitor and evaluate it. Judith
Bruce’s well-known quality-of-care frame-
work4 provides an excellent starting point
for the development of evaluation tools
and indicators based on six central ele-
ments of quality: choice of contraceptive
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Measuring Family Planning Service Quality Through
Client Satisfaction Exit Interviews
By Timothy Williams, Jessie Schutt-Ainé and Yvette Cuca

Improved quality of care is an increas-
ingly important goal of international
family planning programs, for a vari-

ety of compelling reasons. From a human
welfare perspective, all clients, no matter
how poor, deserve courteous treatment,
correct information, safe medical condi-
tions and reliable products. It also has
been argued that providing such quality
services will lead to increased service uti-
lization by more committed users, even-
tually resulting in higher contraceptive
prevalence and lower fertility.1

Finally, there is growing recognition that
quality makes sense from an economic per-
spective. If improved quality leads to in-

methods, information given to clients, tech-
nical competence, interpersonal relations,
mechanisms to encourage continuity and
appropriate constellation of services. 

Based on this framework, a number of
useful methodologies have been developed
to evaluate some or all of the six elements,
with situation analysis5 among the best
known. A new methodology developed by
MEASURE-Evaluation and the Monitor-
ing and Evaluation Subcommittee of
USAID’s Maximizing Access and Quality
(MAQ) Initiative, known as the Quick In-
vestigation of Quality (QIQ) approach, also
promises to contribute richly to the field of
quality monitoring.6 Other approaches,
such as COPE7 and Continuous Quality
Improvement,8 include data collection as
well as quality improvement components.

While all of these methodologies have
proven useful in different settings, they
may be too complex, time-consuming or
expensive for small service providers to
carry out on their own. To begin the
process of quality evaluation in such set-
tings, a simpler, more practical method-
ology may be called for. To address this
need at selected family planning associa-
tions in Latin America and the Caribbean,
the International Planned Parenthood
Federation (IPPF), Western Hemisphere
Region, developed in 1993 a simple exit
interview focused on client satisfaction.*
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Context: Because of the widely recognized importance of quality of care in the provision of fam-
ily planning and sexual and reproductive health services, there is a great need to develop sim-
ple means of evaluating quality of care. Of particular interest are approaches that take into ac-
count clients’ satisfaction with their care. 

Methods: A model client exit interview developed by the International Planned Parenthood Fed-
eration, Western Hemisphere Region, was used to measure levels of client dissatisfaction with
various components of quality. From 1993 through 1996, 89 surveys of more than 15,000 clients
were conducted in eight Latin American and Caribbean countries.

Results: The areas of quality that most often received more than 5% negative response from
clients (termed negative response cases) were waiting time (mentioned in 70% of surveys, with
a mean dissatisfaction level of 20%), ease of reaching the clinic (in 54%, with an average dis-
satisfaction level of 12%) and price of services (47% and 10%, respectively). Using the survey
results, participating family planning associations made changes to improve quality in these
areas, ranging from improving appointment systems to relocating to implementing sliding fee
scales. Results from 16 subsequent follow-up surveys showed a decline in each country in the
number of negative response cases, as well as in the mean level of dissatisfaction. For exam-
ple, in Brazil, the mean number of negative response cases per survey declined from 2.7 to 2.2,
and the mean level of dissatisfaction among them fell from 19% to 11%. 

Conclusions: Well-known problems of measuring client satisfaction may be addressed by fo-
cusing on a low threshold of dissatisfaction as a way to uncover shortcomings in service quali-
ty. Although declines in dissatisfaction cannot be attributed entirely to the changes made as a
result of the use of the questionnaires, client surveys can provide a quick and inexpensive way
of determining areas of service where quality could be improved. These kinds of improvements
will be necessary if service providers hope to become more sustainable and if they are to help
clients meet their reproductive health needs.

International Family Planning Perspectives, 2000, 26(2):63–71

*The family planning associations were all part of the
Transition Project, a cooperative agreement between the
U.S. Agency for International Development (USAID) and
IPPF/Western Hemisphere Region. The general objec-
tive was to help selected family planning associations in
Latin America and the Caribbean become more sustain-
able in the face of the withdrawal of USAID funding. One
specific objective was to improve family planning asso-
ciations’ service quality within the context of sustainability.



satisfied clients may tell twice as many
contacts about their negative experiences
as satisfied clients tell about theirs, and are
far less likely to return to buy the product
or service in the future. Further, fewer than
30% of clients who experience quality-re-
lated problems complain directly to the
provider of the product or service, and
only 1–5% of complaints reach the head-
quarters level.10 Other studies have sup-
ported the hypothesis that clients in health
settings are reluctant to express dissatis-
faction with their service when questioned
using exit interviews.11

These findings show not only the im-
portance of client satisfaction, but also how
difficult it is to assess accurately. Thus, we
decided that a focus on client satisfaction
would be a practical way for clinics to as-
sess certain aspects of quality and to use the
results to serve client needs more effec-
tively. It would have to be done, however,
in a way that avoided traditional mea-
surement difficulties. We hypothesized that
such a client focus would lead service
providers to improve services, produce
higher client satisfaction and eventually en-
hance institutional sustainability.

We chose exit interviews as the optimal
evaluation methodology because they are
simpler than other possible choices (such
as household interviews and focus
groups), are more practical, are less ex-
pensive to carry out and allow for the
most rapid feedback. In particular, if feed-
back is provided in a meaningful and
timely way, client satisfaction exit inter-
views can serve not only as a way to mon-
itor certain aspects of quality, but also as
a management tool to improve program
performance and sustainability.

The main challenge with using exit in-
terviews in this way is to overcome the
well-known problem of “courtesy bias.”
(Clients may be reluctant to express neg-
ative opinions of services, especially while
they are still at the service site.12) This dif-
ficulty has frustrated researchers in the
past, as clients often claim to be satisfied
even when they are not. We sought to di-
minish this problem by focusing on areas
for improvement, as opposed to absolute
levels of satisfaction, and by recognizing
the importance of even very small levels
of dissatisfaction.

How do quality, access, client satisfac-
tion and sustainability all relate to each
other? Access must be included in the dis-
cussion because, along with quality, it
strongly affects client satisfaction. For ex-
ample, clinic hours, clinic location, fees
and (to an extent) waiting time are prob-
ably more related to access than quality,

This focus was meant to help family
planning associations tailor their services
to client needs and to prepare them for a
future in which a greater portion of their
operating costs would need to be covered
by client fees. We viewed client satisfac-
tion as a key outcome of quality of care,
as well as a key component of sustain-
ability. Thus, measuring client satisfaction
can be a useful way of evaluating certain
aspects of quality, and increases in satis-
faction may indicate improved quality
(from the clients’ perspective) and better
prospects for sustainability.

Tools that empower organizations to
improve quality as well as to measure it
can be especially useful to achieving these
desirable outcomes. In this article, we dis-
cuss the rationale for focusing on client
satisfaction, describe the methodology
used to evaluate and improve it, and pre-
sent results of surveys carried out by IPPF
Western Hemisphere Region between
1993 and 1996. Finally, we discuss the
methodology’s potential usefulness and
limitations.

Background
Any conceptualization of quality encom-
passes both objective and subjective com-
ponents. Objectively, products or services
should meet or surpass standards of safe-
ty, proper function, cleanliness and oth-
erwise general excellence. This is often 
referred to as quality control, quality as-
surance or “medical” quality, and it de-
pends mainly on providers’ perspectives.
Not long ago, most efforts to improve
quality focused on these medical issues.

In recent years, however, the subjective
side of quality has also been recognized
as vital, and clients’ opinions—particu-
larly their degree of satisfaction—are seen
as essential to understanding it. A simi-
lar trend in evaluation has increased ef-
forts to measure the subjective side of
quality. Given the importance of client sat-
isfaction both as an outcome and as an in-
dicator, simple methodologies to measure
satisfaction can play an important role in
broader efforts to evaluate quality of care.

Private-sector companies in developed
countries (whether health-related or not)
have long recognized that a focus on cus-
tomer satisfaction makes good business
sense. Satisfied clients make repeat pur-
chases, spend more per purchase, produce
positive word of mouth and become loyal
to a particular brand.9 Conversely, dis-

but all certainly influence satisfaction. Ac-
cess determines whether a client “reach-
es the door” of the service provider, while
quality is normally thought of as the set
of conditions that the client confronts once
she is “inside the door.”13

Yet client satisfaction, and eventually
sustainability, depends on both quality
and access. These are normally evaluated
as service outputs of programs, while
client satisfaction and sustainability are
evaluated as outcomes. Client satisfaction
is key to clients’ decisions to use and to
continue using services, and is essential
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.

Very simply, our view of the relation-
ship between these concepts is that client
satisfaction has the central role in trans-
lating access and quality into positive out-
comes such as program sustainability and
achievement of reproductive intentions.
In this model, clients’ perceptions of pro-
gram characteristics (access and quality)
determine the extent to which they are sat-
isfied with services. This in turn influences
their decision whether to return and
whether to recommend the service to
other potential users. If the number of new
and continuing users increases as a result
of favorable perceptions, program sus-
tainability is enhanced. Likewise, satisfied
clients who use methods more effective-
ly have a higher likelihood of achieving
their reproductive intentions.

Methodology
The surveys were conducted at clinics op-
erated by family planning associations af-
filiated with IPPF in eight countries in
Latin America and the Caribbean—So-
ciedade Civil Bem-Estar Familiar no Brasil
(BEMFAM) in Brazil; Asociación Chilena
de Protección de la Familia (APROFA) in
Chile; Asociación Pro-Bienestar de la Fa-
milia Colombiana (PROFAMILIA) in
Colombia; Fundación Mexicana para la
Planeación Familiar (MEXFAM) in Mex-
ico; Centro Paraguayo de Estudios de
Población (CEPEP) in Paraguay; Institu-
to Peruano de Paternidad Responsable
(INPPARES) in Peru; Family Planning As-
sociation of Trinidad and Tobago (FPATT);
and Asociación Uruguaya de Planificación
Familiar (AUPF) in Uruguay.

The original, single-page model ques-
tionnaire developed to assess client satis-
faction during exit interviews contained
24 mostly yes-no questions,* and took 3–5
minutes to complete, on average. Ac-
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*Based on feedback from family planning associations
over a three-year period, the original model question-
naire was revised. It now has 28 questions, 12 of which
are yes-no in format.
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tified through the survey,
we required family plan-
ning associations and
clinics to propose and
implement actions that
addressed each area for
improvement. In this
sense, the focus was
heavily on using the re-
sults to improve quality,
with much less emphasis
on actual levels of satis-
faction. Except for ques-
tions for which dissatis-
faction was above the 5%
threshold, these actual
levels of satisfaction were not even reported
by the family planning associations.

Throughout the study period, we treat-
ed the original questionnaire as a model
that family planning associations could
expand or adapt to fit local needs. This
flexibility was meant to give family plan-
ning associations a greater sense of own-
ership, and increase the likelihood that the
results would be used to bring about im-
provements. Some family planning asso-
ciations made substantive changes in the
questions and format, but all kept within
the broad confines of the questionnaire.

At the central IPPF Western Hemi-
sphere Region level, a running tabulation
was maintained of all surveys carried out,
the negative response cases identified and
the proposed actions for improvement.
From this record, we determined which
questions had generated the most nega-
tive response cases and which had re-
vealed the highest levels of dissatisfaction.
We also analyzed the content of the pro-
posed improvements, to assess how ap-
propriate they were to the negative re-
sponse cases they were meant to address.

Besides studying the potential of client
satisfaction surveys to identify areas for
improvement and encourage family plan-
ning associations and clinics to address
them, we also examined the extent to
which improvements consequently re-
sulted in greater client satisfaction. Thus,
in clinics where additional surveys were
carried out after the actions for improve-
ment were implemented, we analyzed the
change in satisfaction between the initial
survey and the follow-up survey, to in-
vestigate the improvements’ possible im-
pact on quality. We analyzed changes in
dissatisfaction by clinic, by family plan-
ning association and by type of negative
response case or area for improvement. 

The analysis had to be limited to sur-
veys in which identical questions ap-
peared in both the initial and the follow-

cording to the methodology,14 family plan-
ning associations in each country were re-
sponsible for selecting the clinics in which
to carry out the survey, with a general tar-
get of one clinic every three months. From
late 1993, when the methodology was first
implemented, through December 1996, 89
surveys, including 25 follow-up surveys,
were carried out at 64 clinics in eight coun-
tries. A total of 15,657 clients were inter-
viewed (Table 1), with an average sample
size of 176. PROFAMILIA in Colombia,
with its high-volume clinics, interviewed
an average of 578 clients per survey. Most
other family planning associations aver-
aged slightly more than the suggested
sample size of 100.

Clients were interviewed at the end of
their visit by trained interviewers who
were not members of the clinic’s staff. All
clinic visitors were interviewed over a one-
week period, in order to cover all days of
the week and all hours of each day. The de-
sired minimum sample size was 100,*
though some smaller clinics did not have
that many visits during the one-week pe-
riod. For larger clinics (those with more
than 500 visits per week), quota samples
by time of day were used in some cases.
(For example, 20–25 interviews might be
conducted each morning, lunch hour, af-
ternoon and evening.) This approach kept
the sample size manageable and limited the
need for additional interviewers. So clients
would feel more free to speak openly about
aspects of the clinic that they felt could be
improved, they were interviewed in a pri-
vate area out of earshot of clinic personnel.

The main difference between this
methodology and other ways of assessing
client satisfaction was its emphasis on dis-
satisfaction and the identification of “areas
for improvement.” We defined an area for
improvement as any item in the question-
naire about which at least 5% of respon-
dents expressed dissatisfaction. We called
such instances “negative response cases,”
because the main questions of analysis
were worded so that an answer of “no”
would always signify dissatisfaction.

The 5% threshold for identifying dis-
satisfaction was loosely based on observed
results of earlier client satisfaction surveys,
and was meant to flag a manageable num-
ber of areas for improvement with each
survey. Though assigned arbitrarily, it ap-
pears to have succeeded both in identify-
ing a workable number of problem areas
and in drawing attention to client con-
cerns that might have been overlooked if
we had used traditional means of assess-
ing client satisfaction.

For every negative response case iden-

up surveys. However, since the emphasis
of this approach was on practical applic-
ability and action, as opposed to research,
no protocol was established from the out-
set for carrying out comparable follow-up
surveys. Thus, for a number of variables,
only at the sites where there were identi-
cal questions in both the initial and follow-
up surveys were we able to assess the
change in satisfaction levels.

We began with 25 pairs of initial surveys
and follow-up surveys, and listed all of the
negative response cases identified in the
initial surveys. To be included in the analy-
sis, the question that resulted in a negative
response case had to have been asked in an
identical manner in both surveys. Exclud-
ing follow-up surveys with no compara-
ble negative response cases eliminated six
pairs of surveys from the analysis (five
from Mexico and one from Peru). In three
other cases (two from Mexico and one from
Trinidad and Tobago), family planning as-
sociations carried out two follow-up sur-
veys at the same clinic. In such cases, we
eliminated the first follow-up survey, feel-
ing that the main point of interest was the
final level of client satisfaction and so com-
paring the initial and final surveys. This left
16 pairs of surveys for analysis.

Table 1. Numbers of surveys, clinics, follow-ups and clients 
interviewed, and mean sample size, by agency (and country),
1993–1996

Agency and Surveys Clinics Follow- Clients Mean
country ups interviewed sample

size

Total 89 64 25 15,657 176
BEMFAM (Brazil) 15 9 6 1,840 123
APROFA (Chile) 12 12 0 1,518 127
PROFAMILIA (Colombia) 12 11 1 6,937 578
MEXFAM (Mexico) 25 12 13 2,648 106
CEPEP (Paraguay) 5 4 1 516 103
INPPARES (Peru) 12 11 1 1,380 115
FPATT (Trinidad 

and Tobago) 5 2 3 485 97
AUPF (Uruguay) 3 3 0 333 111

*Initially, the sample size of 100 was chosen arbitrarily,
to allow even small clinics to collect and analyze some
data in a reasonable time period. The true required sam-
ple size for estimating proportions may be smaller or larg-
er, depending on the degree of accuracy desired and the
assumptions about the expected proportion of the pop-
ulation demonstrating dissatisfaction. One possible in-
terpretation (see Fisher A et al., Handbook for Family Plan-
ning Operations Research, New York: Population Council,
1991) is the following: n= z2pq/d2=(1.96)2 (0.05) (0.95)/
(0.05)2=73; where n=the desired sample size, z=the stan-
dard normal deviate (set for a 95% confidence level),
p=the proportion of the target population demonstrat-
ing the characteristic under study (dissatisfaction),  q=1–p
and d=the degree of accuracy desired. To analyze sub-
populations or perform cross-tabulations, the sample size
would need to be increased. For the purposes of this ar-
ticle, since we are not attempting to test statistical sig-
nificance, we have included all survey results with sam-
ples larger than 73.



ative response case represented an area for
improvement, clinics were presented with
a vast number of ways that they could ex-
plore to address clients’ needs better.

Of the 11 core satisfaction areas on the
model questionnaire, the issue that was
mentioned by far the most frequently as
requiring improvement was long waiting
times (Table 2). This was identified as a
negative response case in 70% of surveys
in which that question was asked. (Be-
cause local family planning associations
could choose what to include in their
questionnaire, not all questions were
asked in all surveys.) Other common com-
plaints concerned difficulty in reaching the
clinic (54%), service fees (47%), clinic hours
(24%) and information on other contra-
ceptive methods (22%).

On the other hand, privacy and cleanli-
ness were identified as negative response
cases far less frequently—in 10% and 2%,
respectively, of surveys. Personal courtesy
(“Were you treated in a friendly and re-

Results
Levels of Dissatisfaction
Clients generally were highly satisfied
with the services they received. For the
large majority of questions, more than 95%
of respondents said they were pleased
with the services they received. Despite
the high reported levels of satisfaction,
substantial numbers of clients were will-
ing to express dissatisfaction. In the 89 sur-
veys carried out between 1993 and 1996,
281 negative response cases were identi-
fied—about 3.2 per survey. As each neg-

spectful way?”) was never identified as an
area for improvement. (This does not nec-
essarily mean that all clients were satisfied
with their treatment; it is simply that per-
sonal courtesy was never mentioned as a
problem by 5% or more of respondents.)

When an area was identified as a nega-
tive response case, the mean level of dis-
satisfaction was also calculated.* Waiting
time was again the issue with the highest
average level of dissatisfaction per negative
response case (20%), followed by informa-
tion on other methods (17%), a clear expla-
nation of method use (16%), an opportuni-
ty to ask questions (15%), ease of reaching
the clinic (12%) and clinic hours (10%).

Actions Taken
The main actions that family planning as-
sociations and their clinics took to improve
the areas identified were the primary out-
come we expected from this effort.† Table
2 suggests that an impressive variety of 
approaches were attempted. There is sub-
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Table 2. Percentage of client satisfaction surveys with negative response cases, mean level of dissatisfaction and selected act ions for im-
provement, 1993–1996

Question % with negative Mean level of Selected actions for Improvement
response cases dissatisfaction

Were you attended to quickly? 69.7 19.5 Implement group/individual appointment system.
Offer promotional discounts to clients who visit during off-peak hours.
Encourage clients to call for estimated waiting times.
Separate reproductive health visits from family

planning visits (triage).
Improve control over doctors’ schedules.
Provide additional medical staff and consultation rooms.
Restructure clinic hours so staff work through lunch time.

Was it easy to get to the clinic/site? 53.9 11.8 Improve outreach activities.
Inform clients of community-based disrtibution posts near their homes.
Relocate clinic to a more accessible area.
Add signs in front of clinic and signs from main roads.

Was the cost for your service appropriate? 46.8 9.7 Implement sliding scale.
Waive some fees.
Review fee structure relative to other service providers.
Designate certain clinics in low-income areas as free clinics.
Survey community to assess how much clients are willing to pay.
To cross-subsidize, market services to higher income groups.

Are the clinic hours convenient? 23.6 10.4 Expand hours to include early morning, late evening and/or Saturday.
Rotate staff during lunch hour to eliminate lunchtime break.

Were you informed about other contraceptive methods? 22.4 17.0 Conduct refresher courses in counseling.
Expand counseling services.
Hire a doctor experienced in providing family planning.

Was the time spent in consultation sufficient
to discuss your needs? 16.9 7.5 Control doctors’ schedules more effectively.

Contract with more doctors and add consultation rooms.

Did you feel you had the opportunity to ask questions 
and clarify doubts? 12.4 15.1 Conduct refresher training in counseling.

Was the use of the method(s) explained clearly to you? 10.5 15.8 Conduct refresher courses in group counseling and quality of care.
Review counseling procedures.

Did you have sufficient privacy (during your consultation)? 9.5 7.9 Conduct courses in human relations for medical and counseling staff.
Add new, more private consultation rooms.

Did you find the clinic area to be clean? 2.2 7.7

Were you treated in a friendly and respectful way? 0.0 0.0

*If fewer than 5% of respondents expressed dissatisfac-
tion, it was not a negative response case, and therefore
was not reported to us. Thus, in most instances, we did
not know dissatisfaction levels when they were less than
5%. Therefore, we calculated average levels of satisfac-
tion per negative response case, but not overall satisfac-
tion per question.

†While there is no systematic external verification of
whether improvements were implemented, family plan-
ning associations’ reports indicate that all actions listed
in the table were taken. In some cases, site visits were
made, and in each instance this was corroborated.
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reported more than 5% negative response
for the question, “Was it easy to get to the
clinic?” Some of these “negative” re-
sponses may actually indicate the high
quality of the provider, because the clients
were willing to travel a long way to use
services. Further, addressing this situation
is often difficult or out of the providers’
hands, as it is determined principally by
clinic location and available transporta-
tion. Although clinic location is vital to
client accessibility and satisfaction, and in
theory is subject to change over the long
term, such changes require a substantial
investment in time and resources, and can
be accomplished only after much thought
and preparation.

The family planning associations made
some successful efforts to address this
issue. In Trinidad and Tobago, for exam-
ple, FPATT strengthened outreach activ-
ities to serve those living far from the
urban clinic better and to inform those
using temporary methods of the locations
of community-based distribution posts
closer to their homes. An outreach coor-
dinator position was created to expand
FPATT’s partnership with government
health centers. BEMFAM and MEXFAM
added larger signs at certain clinics to
draw greater attention to them, as well as
directional signs on nearby streets. Clin-
ics in Brazil, Colombia and Mexico were
actually relocated following initial sur-
veys, although the surveys themselves
may have played only a small role in those
decisions.

Not surprisingly, high fees represent an-
other main area of dissatisfaction for many
clients. Setting fees is a major challenge for
family planning associations, given their
mission to serve low-income clients and
the apparently conflicting mandate to
achieve financial self-sufficiency. One of
the primary ways in which family plan-
ning associations have tried to address this
issue is through flexible fee scales; most
now have some degree of flexibility in
their pricing policy. In addition, almost all
have carried out some form of market

stantial duplication in proposed actions
among and between family planning as-
sociations; those shown in Table 2 were the
most common or most innovative. 

The many strategies that were imple-
mented for reducing long waiting times
generally fall into two categories: those
that encourage more clients to come dur-
ing off-peak hours, and those designed to
manage client flow better during peak
times. Among the first category, the most
common strategy was the use of individ-
ual or group appointment systems. Other
specific examples included offering pro-
motional discounts to clients who visit
during off-peak hours (MEXFAM) and en-
couraging clients to call in advance to find
out how many clients are waiting at a
given time (FPATT).

Strategies to accommodate high vol-
umes of clients better at peak times in-
clude separating the areas or processes for
family planning clients and reproductive
health clients to improve client flow. In
Peru, INPPARES opened additional con-
sultation spaces at three clinics and hired
additional medical staff. In some of its clin-
ics, BEMFAM made group information
sessions optional rather than mandatory
for continuing clients. CEPEP and PRO-
FAMILIA enforced physicians’ schedules
more strictly; CEPEP also expanded and
renovated the waiting room so as to ac-
commodate clients better.

Almost all actions proposed to improve
satisfaction regarding clinic hours in-
volved keeping the clinic open longer than
it was at the time of the survey, especial-
ly on nights and weekends. In the case of
BEMFAM, most of their clinics originally
closed for lunch, but they improved staff
rotations so they could provide services
throughout the entire day. This helped
them manage staff assignments to have
more doctors and other staff available at
the most desired time periods. 

Most family planning associations mod-
ified the questionnaire to ask not only
whether clinic hours were convenient, but
also what times would be most convenient
in the future. The associations’ efforts to
make clinic hours more acceptable to clients
represent an important shift toward more
client-focused services. Traditionally, hours
were set largely to suit the availability and
convenience of medical personnel. Finding
cost-effective ways of making hours more
convenient to clients, while perhaps more
related to access than quality, is neverthe-
less a potentially vital key to increasing their
satisfaction and retaining them as ongoing
clients in the future.

Many family planning associations also

studies to understand better their clients’
willingness and ability to pay. BEMFAM
went further, conducting surveys of
dropouts and continuing users to deter-
mine the extent to which prices were af-
fecting their demand for services.

Regarding information on contracep-
tive methods, PROFAMILIA, INPPARES
and AUPF all carried out refresher train-
ing courses for counselors or hired new
counselors. APROFA increased the
amount of educational material available
at clinics. Strategies to address most of the
other negative response cases focused on
improving counseling as well as adding
staff and facilities.

Follow-Up Surveys
There were 16 pairs of surveys in which
questions that resulted in negative re-
sponse cases in the initial survey could be
reasonably compared with responses to
identical questions in the follow-up (Table
3).* The total number of clients inter-
viewed was slightly smaller in the follow-
ups (2,789) than in the initial surveys
(3,335). Therefore, the average sample was
somewhat smaller at follow-up, although
the differential was greater for Colombia
than for the other countries.

The variables for which at least 5% of
clients indicated dissatisfaction were the
areas that we expected would show in-
creased satisfaction in the follow-up sur-

Table 3. Among clinics at which initial and follow-up surveys were conducted, number of clients
interviewed and average sample size, all by family planning association and country

Association No. of Initial survey Follow-up survey
and country clinics

No. interviewed Average No. interviewed Average
sample size sample

size

Total 16 3,335 208 2,789 174
BEMFAM (Brazil) 6 852 142 670 112
PROFAMILIA (Colombia) 1 1,310 1,310 728 728
MEXFAM (Mexico) 6 861 123 1,100 157
CEPEP (Paraguay) 1 112 112 106 106

*The reason that some family planning associations car-
ried out more follow-up surveys than others related main-
ly to the number of clinics in the association’s network
and the number of surveys carried out per quarter. In the-
ory, family planning associations were supposed to carry
out one survey per quarter in a clinic of their choice. How-
ever, many did more than one per quarter, and some did
fewer, especially in the beginning. Some were phased out
of the project before they could do follow-up surveys.
Thus, family planning associations like BEMFAM and
MEXFAM, which carried out two or more surveys per
quarter and which had relatively few clinics, did most of
the follow-up surveys. PROFAMILIA, with more than 40
clinics, would have needed to carry out several surveys
per quarter to achieve a reasonable number of follow-ups
along with sufficient coverage of their clinic network. They
chose to carry out one follow-up survey at a clinic that
changed locations, mainly to see whether clients found
the new location more convenient.



the questions that became negative re-
sponse cases in the second survey were also
included in the levels of dissatisfaction for
the first survey, those levels would de-
crease, and the percentage change in dis-
satisfaction would be weaker than is shown
in Table 4. Our rationale for not including
those questions in the analysis is that be-
cause they were not identified as areas for
improvement in the first survey, no action
was proposed. Since we are attempting
here to determine whether the imple-
mented actions had positive effects on the
areas identified for improvement, we chose
to confine the analysis to negative response
cases from initial surveys only.

We also broke down the comparison of
the initial and follow-up surveys by area
for improvement (Table 5). (The “other”
category includes questions for which there
was only one comparable negative re-
sponse case among all the surveys.) Strong
decreases in dissatisfaction are evident for
each of the variables, again suggesting that
improvements implemented by the clinics
had a positive effect. Especially strong de-
creases were seen for insufficient time in
consultation (64%) and not enough op-
portunity to ask questions and clarify
doubts (60%), suggesting that the im-
provements associated with those variables
(better control over doctors’ schedules,
more doctors and consultation rooms, and
refresher training for counselors) may have
been particularly effective.

While appearing impressive, these re-
sults are aggregated from 16 sites and do
not mean that client satisfaction neces-
sarily improved for all variables at all sites.
In Brazil, for example, client dissatisfac-
tion with waiting time decreased at one
site after the family planning association
decided to keep the clinic open during
lunch hours. However, dissatisfaction
with clinic hours increased, apparently be-
cause BEMFAM simultaneously decided
to close the clinic earlier in the afternoon
(a decision that was subsequently re-

veys.* The mean level of dissatisfaction
among these negative response cases
ranged from 10% in Mexico to 22% in
Paraguay (Table 4).

The results of the follow-up surveys in-
dicate that in all five countries, both the
mean number of negative response cases
and the mean level of dissatisfaction
among those cases decreased. This sug-
gests an apparent beneficial impact of the
improvements implemented between the
two surveys. The percentage decrease in
dissatisfaction ranged from 28% in
Trinidad and Tobago to 76% in Paraguay.

It is important to note here that the fol-
low-up analysis was confined to questions
that were negative response cases in the
first survey. Thus, the number of negative
response cases per survey (those includ-
ed in the follow-up column) could at most
equal the number in the initial survey.
However, it was possible for questions
that were not negative response cases in
the first survey to have become negative
response cases in the second, if the nega-
tive response level increased from less
than to more than 5%. Indeed, in the ma-
jority of follow-up surveys, at least one
new negative response case appeared.

Likewise, the mean level of dissatisfac-
tion among negative response cases in the
follow-up surveys included here refers to
dissatisfaction associated with the negative
response cases identified in the initial sur-
veys only. If all negative response cases in
the follow-up surveys were included, the
mean level of dissatisfaction would be
higher or lower, depending on the level as-
sociated with the areas that were not neg-
ative response cases in the first survey. If

versed). Similar results at other sites show
that one cannot expect satisfaction to im-
prove following every single intervention.

Further, although aggregate dissatis-
faction decreased strongly for all variables,
the average level of dissatisfaction re-
mained greater than 5% in four of the
seven areas for improvement. In all indi-
vidual cases where this is true, they 
remained negative response cases and 
require further improvement, even
though satisfaction levels improved. In
such cases, the family planning associa-
tion and clinic are still expected to propose
improvements to address it. This is meant
to be a process of continuous improve-
ment, one that does not stop with the ap-
plication of one or two surveys. Indeed,
many family planning associations found
the methodology to be sufficiently useful
that they continued to use it beyond the
study period.

Discussion
Our findings suggest that exit interviews
using short, simple questionnaires among
a small sample of clients can successfully
identify areas of dissatisfaction among
clients. Moreover, the results seem to show
that efforts to address those concerns can
lead to higher satisfaction. This approach
offers several important advantages over
other methodologies:
•Ease and cost of application. The ques-
tionnaires and interview guidelines are
easy to use and require minimal training.
They can usually be conducted by exist-
ing staff (if central-level staff are used as
interviewers) or by outside interviewers,
hired as needed. They are less costly to
carry out than many other quality-evalu-
ation tools. Reporting results is also easy
and systematic, and managers receive
rapid feedback in an easy-to-understand
format.
•Practicality. In addition to the generic 
attributes listed above, the approach 
described here addresses some of the 
limitations of traditional methods of eval-
uating client satisfaction. Most important
is focusing improvement efforts on areas
with a negative response of at least 5%.
This gives program managers something
tangible to work with in analyzing results,
and allows them to use results to bring
about positive change. Ultimately, the
methodology may be more useful as an
impetus for quality improvement than as
a strict evaluation device.
•Client orientation and empowerment. Client
exit interviews are one of the few tools that
provide quantifiable data on clients’ per-
ceptions. They can also provide information
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*It is important to note that because some questions were
eliminated from the analysis even if the survey was in-
cluded, these figures do not include all negative response
cases in the initial surveys. In Mexico, for example, more
than eight negative response cases were identified
through the six surveys, but only the eight negative re-
sponse cases listed in Table 4 had equivalent questions
in the follow-up surveys.

Table 4. Number of negative response cases identified in surveys, mean number per survey
and mean level of dissatisfaction, by timing of survey, and percentage change in mean level
of dissatisfaction, all by country, 1993–1996

Country No. of clinics Initial survey Follow-up survey % change

No. of Mean no. Mean level Mean no. Mean level
in mean

negative of negative of dissatis- of negative of dissatis-
level of dis-

response cases per faction* (%) cases per faction* (%)
satisfaction

cases survey survey†

Brazil 6 16 2.7 18.7 2.2 11.1 –40.6
Colombia 1 6 6.0 12.6 5.0 8.1 –35.7
Mexico 6 8 1.3 9.7 0.7 5.3 –45.4
Paraguay 1 5 5.0 22.0 2.0 5.3 –75.9
Trinidad 2 4 2.0 11.5 2.0 8.3 –27.8

*Among negative response cases. †Based only on negative response cases identified in initial survey.
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By using this type of focus, we empha-
sized that even high-quality care can be 
improved. Adopting such a client-focused 
attitude can lead family planning associa-
tions and clinics to begin moving toward a
culture of continuous quality improvement. 

Perhaps more serious than courtesy bias
in general is the potential for differential
courtesy bias. This would arise if clients
found it harder to express dissatisfaction
for certain types of questions than for oth-
ers. In practice, we found that higher lev-
els of dissatisfaction were expressed about
matters related to access (waiting time,
hours, price, and ease of reaching clinic)
than about those concerning interpersonal
relations. It seems plausible that the more
personal the question, the more reluctant
clients would be to complain. Other au-
thors have suggested that specific and de-
tailed questions are more likely to elicit
true client responses than more general
ones.16 The extent to which such differ-
ential bias affects client responses clearly
needs to be considered when survey re-
sults are interpreted.
•Medical quality and technical competence.
In general, exit interviews are not an ap-
propriate methodology for assessing ser-
vice providers’ technical competence, or
indeed any component of what is consid-
ered “medical” quality. Clients are not nor-
mally familiar enough with medical tech-
niques to judge the expertise of a service
provider, nor should they be expected to.
Although the model questionnaire has
been modified by PROFAMILIA and
INPPARES to include “technical compe-
tence” questions, these are limited to test-
ing clients’ knowledge of their current
method, as a means of evaluating
providers’ abilities to transmit correct in-
formation. Other methodologies, such
as direct observation, review of client
records, provider interviews or compe-
tency tests, are far more appropriate for

on clients’ knowledge about such matters
as how to use the method they received. This
contrasts with direct observation, another
useful tool for assessing quality. Although
observation is preferred as a means of eval-
uating provider skills and what information
is conveyed and how, it does not reveal how
well the information was received or un-
derstood. Further, clients at many service
sites may still be so disempowered that they
feel they must accept whatever quality they
are offered. The mere act of asking for their
opinion through a simple 3–5-minute sur-
vey, and communicating to them that their
opinion makes a difference, is one small way
to increase their feelings of empowerment.
In terms of broader service delivery issues,
a substantial added benefit is that it forces
service providers to be more attentive to
clients’ needs and opinions, and to develop
services that best address these. Eventual-
ly, making service more client-focused in
these ways should also contribute to en-
hanced sustainability.

While these advantages are substantial,
exit interviews are clearly not the best
methodology for all situations where qual-
ity is being evaluated. Among the limita-
tions of this approach, the following ones
are particularly important to bear in mind:
•Courtesy bias and validity. The main dis-
advantage in client satisfaction surveys is
a tendency toward overly positive results
caused by courtesy bias. In an evaluation,
this poses validity problems, since stated
satisfaction levels fail to measure true client
perceptions. More important, from a prac-
tical perspective, artificially positive results
can appear to indicate that service quality
is so good that no corrective action is need-
ed. Instead of being instruments for change,
then, client satisfaction surveys can become
a rationale for maintaining the status quo.15

The approach described in this article
addresses this potential limitation of client
satisfaction surveys by focusing on levels
of dissatisfaction and by choosing a low
threshold of dissatisfaction to indicate a
quality shortcoming. Consistent with total
quality management theory, we reasoned
that any dissatisfied client represented a
potential discontinuing user who would
be likely to speak negatively about her ex-
perience, leading to fewer future clients
through personal recommendations. Be-
cause a single negative response proba-
bly stands for a larger number who feel
the same way without saying so, small
numbers of such responses should be care-
fully heeded. Any question with more
than a small level of dissatisfaction should
be viewed as an indication that some as-
pect of services should be improved.

evaluating this extremely important com-
ponent of quality.
•Limitation to clinic-based services. The
methodology reported here is most ap-
propriate for clinical settings. MEXFAM
and INPPARES have modified it in order
to evaluate quality in community-based
distribution, but to do so requires sub-
stantial alterations to the questionnaire
and additional costs. To apply the method-
ology to community-based distribution
programs, it would be necessary to inter-
view a sample of clients in their homes, as
opposed to conducting exit interviews at
one central location.
•Sample size. We believe that this approach
works best in relatively large clinics (those
with at least 100 family planning clients
per week). If the methodology’s guide-
lines are strictly followed, the cost of car-
rying out the survey in clinics with small-
er caseloads increases substantially, since
the interviewer must spend additional
time on site in order to accumulate 100 in-
terviews. On the other hand, if a smaller
sample is used (as happens commonly in
practice), the reliability of the results is di-
minished. This is a potentially serious
drawback if the negative response cases
identified are not the main areas clients
feel need to be improved.

Family planning associations are now
encouraged to take larger samples if pos-
sible, so they can analyze more than sim-
ply the number of negative response cases.
If the additional resources needed to con-
duct a survey over a longer period would
preclude an association from carrying one
out at all, a less-reliable survey approach
is preferable to none at all. In general, the
number and efficacy of practical im-
provements, encouraged through use of
the methodology, and not its reliability or
validity, is what most justifies its use.
•Causes of dissatisfaction. Although the
methodology can point a family planning

Table 5. Number of surveys with negative response cases, by area for improvement and mean
level of dissatisfaction at initial survey and follow-up survey, and percentage change in dis-
satisfaction, by area for improvement

Area for improvement No. of initial Mean level of dissatisfaction (%)
surveys with 

In initial In follow-up % change innegative res-
survey survey dissatisfactionponse cases

Waiting time too long 11 27.0 15.0 –44.4
Prices too high 6 10.9 6.5 –40.4
Clinic hard to reach 6 14.2 8.6 –39.4
Clinic hours not convenient 5 9.0 6.4 –28.9
Not enough opportunity 

to ask questions 4 12.2 4.9 –59.8
Time in consultation insufficient 2 7.0 2.5 –64.3
Other* 5 10.7 3.5 –67.3

*Includes overall satisfaction with services in Brazil, information on other contraceptive methods in Colombia and if “anything displeased
you” in Trinidad and Tobago.



surveys, may have been implemented for
reasons completely separate from the ini-
tial client satisfaction survey results (for
example, staffing changes, fee increases
or new services, among others).

Another issue relates to causality be-
tween the implemented improvements
and subsequent changes in satisfaction.
For a number of reasons, one cannot as-
sume that the improvements in satisfac-
tion demonstrated here necessarily result
from the use of client satisfaction surveys
and resulting interventions by clinics. 

The main reason for this is the non-
equivalence of clients: Clients in an initial
survey who were dissatisfied are more
likely than satisfied users to discontinue
coming to the clinic before the follow-up
survey can be carried out. If this is the case,
then dissatisfaction levels seen in follow-
up surveys would fall from earlier levels,
even if no improvements were made. Fol-
low-up clients have been shown to express
higher levels of satisfaction than first-time
visitors.17 Reported satisfaction may be
higher simply because the remaining
clients are more willing to accept existing
levels of quality. Similarly, high levels of
dropout due to poor quality in certain
components of services could conceivably
lead to higher levels of client satisfaction
in other variables, simply due to smaller
caseloads. In an extreme example, poor
quality in some aspect of service delivery
could lead to such a decline in clientele
that waiting time is no longer an issue.

This problem can be controlled for in part
by looking at trends in the number of visits
over time. If volume decreases sharply, for
example, while satisfaction levels rise, one
might question the reasons for the satisfac-
tion results more than if volume increased
over the same period. In our case, a num-
ber of trends—the continuous influx of new
clients, the fact that improvements have in-
deed been made and the preponderance of
evidence suggesting that satisfaction is
changing in the right direction—lend cre-
dence to the idea that improvements are
having a positive effect. Nevertheless, to
avoid some of these possible misinterpre-
tations, it would be useful to analyze trends
in client volume further, to investigate sat-
isfaction levels among former clients as well
as current users, and to analyze the reasons
for their discontinuation.

Another reason why we cannot assume
that program improvements were due en-
tirely to the results of the client satisfaction
surveys is that the decision to implement
such changes is based on many complex
factors. Among these, the survey results
may have played a relatively minor role.

association or clinic toward areas that
need improvement, the model question-
naire does not specify the cause of client
dissatisfaction. For example, clients may
feel they must wait too long for services,
but the survey itself does not reveal where
the problem is or what needs to be done.
In some cases, the cause of the problem
may be clear; in others, adding one or
more questions to the model question-
naire may provide useful additional in-
formation. It is quite likely, however, that
family planning associations could bene-
fit by complementing the exit interviews
with other methodologies, such as client-
flow analysis, focus groups, provider in-
terviews or a second series of more in-
depth exit interviews that focus on the
specific area of dissatisfaction.
•Methodological considerations. The above
limitations apply to client satisfaction exit
interviews in general. Additionally, there are
a number of characteristics of this specific
methodology that need to be considered for
its successful application. One concerns the
flexibility that we allowed family planning
associations to change the model question-
naire to fit their local needs: They were per-
mitted to change the wording of individual
questions, add new ones or change the way
they are asked (for example, using scales vs.
yes-no responses). Despite having positive
aspects overall, this practice reduced the
number of follow-up surveys with compa-
rable negative response cases.

Additionally, the associations were al-
lowed to choose clinics of interest to them
in which to conduct the follow-up surveys;
thus, the sampling was primarily pur-
poseful or convenience. This weakens com-
parability with the overall results, but as
most family planning associations in the
study conducted follow-up surveys at most
or all of their clinics, this is less of a concern.
We have no reason to believe that the clin-
ics chosen were of better or worse quality
than those that were not. Even so, future
applications of the methodology may ben-
efit from using probability samples when
selecting clinics to include in the survey.

Family planning associations also had
substantial freedom in terms of when to
carry out follow-up surveys; as a result,
the length of time between surveys or be-
tween interventions and follow-up sur-
veys varied widely. This can affect inter-
pretation of the results, as dissatisfaction
would presumably decrease rapidly soon
after an improvement was made, but
would then be subject to change over time
as a result of other factors. Such factors,
including other actions taken by the fam-
ily planning association or clinic between

Nevertheless, the results may have con-
tributed to decision-making by providing
managers with some objective data on
clients’ perspectives on service quality. As
such, they may have justified worthwhile
new actions, even if they were not the main
impetus for their implementation.

Overall, we believe that the advantages
of this methodology outweigh the limita-
tions. Nevertheless, in order to gain the
most from the application of this kind of
evaluation of client satisfaction, it is im-
portant to understand the main limitations
and to control for them to the greatest pos-
sible extent. By keeping these points in
mind, service providers should be able to
use this kind of study to identify clients’
areas of concern, and to develop real qual-
ity improvements that will address them.

Conclusions 
Client satisfaction exit interviews should
always be considered to be just one part
of an overall quality evaluation effort.
They should be used in conjunction with
other quality evaluation instruments, such
as direct observation, provider surveys,
site inventories, reviews of client records
or focus groups. Quality is a broad con-
cept that no single approach adequately
and fully measures. Alone, any one of
these approaches can address only a piece
of the total quality picture.

Within well-defined limits, however, our
experiences suggest that client exit inter-
views can play a useful role in measuring
many aspects of client satisfaction with
family planning and reproductive health
services. They can contribute to our un-
derstanding of how clients perceive certain
subjective aspects of quality of care and ac-
cess to services that may be difficult to as-
sess with other evaluation methodologies.
Indeed, the simple act of asking the client
her views, and obligating the service
provider to listen to them, is perhaps the
most important outcome from the appli-
cation of this methodology. Exit interviews
can also help providers assess clients’
knowledge and choice of method. More-
over, in the long term, a focus on client sat-
isfaction should help make services more
sustainable and should help clients achieve
their reproductive health goals.
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Resumen
Contexto: Tomando en cuenta la importancia
ampliamente reconocida que tiene la calidad de
la atención en el suministro de la planificación
familiar y de los servicios de salud reproducti-
va y sexual, hay una gran necesidad de desa-
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diar los enfoques que toman en cuenta la satis-
facción de los clientes con el servicio recibido.
Métodos: La Federación Internacional de Pla-
nificación de la Familia, Región del Hemisfe-
rio Occidental, desarrolló un modelo de en-
trevista final del cliente para ser utilizado con
el fin de medir sus niveles de insatisfacción con
los diversos componentes de calidad. Desde
1993 hasta 1996, se llevaron a cabo 89 en-
cuestas de más de 15.000 clientes en ocho pa-
íses de América Latina y el Caribe.
Resultados: Los componentes de calidad que
recibieron respuestas negativas de los clientes
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(designados como casos de respuestas negati-
vas) fueron el período de espera (mencionado
en el 70% de las encuestas, con un nivel pro-
medio de insatisfacción del 20% entre las en-
trevistadas en el antes mencionado 70% de las
encuestas), la facilidad para acceder a la clí-
nica (en el 54% de las encuestas, para arrojar
un nivel promedio de insatisfacción del 12%
entre dichas encuestadas) y el precio de los ser-
vicios (47% de las encuestas y nivel promedio
de insatisfacción del 10%). Con base en el re-
sultado obtenido en estas encuestas, las aso-
ciaciones de planificación familiar realizaron
cambios para mejorar la calidad de estas áreas,
lo cual consistió en mejorar los sistemas de fi-
jación de citas, reubicar los servicios e im-
plantar escalas descendentes para el cobro. Los
resultados obtenidos en 16 encuestas de se-
guimiento indicaron que en cada país dismi-
nuyó el número de casos de respuestas nega-
tivas, así como el nivel promedio de
insatisfacción. Por ejemplo, en Brasil, el nú-
mero promedio de casos de respuestas negati-
vas en cada encuesta disminuyó de 2,7 a 2,2,
y el nivel promedio de insatisfacción disminuyó
del 19% al 11%.
Conclusiones: Los problemas tan conocidos de
medir la satisfacción del cliente pueden ser abor-
dados centrándose en un umbral bajo de insa-
tisfacción, como una forma de descubrir las fa-
llas de la calidad del servicio. Si bien las
reducciones del nivel de insatisfacción no se pue-
den atribuir completamente a los cambios reali-
zados como resultado del uso de los cuestiona-
rios, las encuestas de clientes pueden ofrecer una
forma rápida y económica para determinar las
áreas de servicios donde se debe mejorar la cali-
dad. Este tipo de mejoras es necesario si los pro-
veedores del servicio quieren ser más sostenibles
y si desean asistir a sus clientes para satisfacer
sus necesidades de salud reproductiva.
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Résumé
Contexte: Etant donné l’importance large-
ment reconnue de la qualité des soins dans le
domaine du planning familial et des presta-
tions d’hygiène de la reproduction et de la
sexualité, il existe un besoin considérable de
développement de moyens simples permettant
l’évaluation de cette qualité. Les approches qui
tiennent compte de la satisfaction de la clien-
tèle sont particulièrement intéressantes.
Méthodes: Un modèle d’interview à la sor-
tie développé par la Fédération internationa-
le de planning familial pour la région de l’hé-
misphère occidental a servi à mesurer les
niveaux d’insatisfaction de la clientèle quant
à divers éléments de qualité. De 1993 à 1996,
89 enquêtes ont été menées auprès de plus de
15.000 clientes dans huit pays d’Amérique la-
tine et des Caraïbes.
Résultats: Les aspects de la qualité le plus sou-
vent associés à plus de 5% de réponses néga-
tives de la part des clientes («cas de réponse
négative») se sont avérés les temps d’attente
(mentionnés dans 70% des enquêtes, pour un
niveau d’insatisfaction moyen de 20%), la fa-
cilité d’accès à la clinique (54%, pour un ni-
veau d’insatisfaction moyen de 12%) et coût
des services (47% et 10%, respectivement).
Compte tenu des résultats de ces enquêtes, les
associations de planning familial participantes
se sont efforcées d’améliorer la qualité à ces
égards, par la mise en œuvre d’un meilleur sys-
tème de rendez-vous, par le déménagement des
cliniques ou par l’application de tarifs dé-
gressifs. Les résultats de 16 enquêtes de suivi
ultérieures font état d’une baisse, dans chaque
pays, du nombre de cas de réponse négative et
du niveau moyen d’insatisfaction. Au Brésil,
par exemple, le nombre moyen de cas de ré-
ponse négative par enquête est passé de 2,7 à
2,2, tandis que le niveau moyen d’insatisfac-
tion diminuait lui aussi, de 19% à 11%. 
Conclusions: Les problèmes bien connus de
la mesure de la satisfaction des clientes peu-
vent être abordés par la considération d’un
faible seuil d’insatisfaction en tant que mode
de découverte des insuffisances de qualité des
prestations. Bien que le déclin des niveaux
d’insatisfaction ne puisse être attribué entiè-
rement aux changements apportés en répon-
se aux résultats des questionnaires, les en-
quêtes de clientèle peuvent offrir un moyen
rapide et peu onéreux d’identification des as-
pects de prestation dont la qualité laisse à dé-
sirer. Ces types d’amélioration seront néces-
saires si les prestataires nourrissent l’espoir
d’une meilleure autonomie et s’ils entendent
aider leurs clientes à satisfaire leurs besoins
de santé reproductive.


