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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.


