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delivery system had previously been treat-
ed as a “black box”—essential for gener-
ating contraceptive users, but enigmatic
in terms of the mechanisms involved in
achieving this end.

In the 1970s and into the early 1980s,
the bulk of research centered on the issue
of access to family planning services, the
hypothesis being that greater access
would increase utilization of services.1 As
of the mid-1980s, the international pop-
ulation community began to address
more systematically the need to improve
the quality of care, both as a reproductive
right of clients and as a means of in-
creasing contraceptive use and continu-
ation.2 In the past few years, there has also
been growing interest in the issue of min-
imizing or eliminating obstacles—par-
ticularly barriers related to medical poli-
cies and practices—that clients (and
potential clients) face when seeking con-
traceptive services. 

Some degree of confusion currently ex-
ists regarding the definitions and areas of
overlap among access, quality of care and
medical barriers.* The fact that these con-
cepts have been addressed separately,
often in isolation from each other, conveys
the idea that they are independent of each
other. In some cases, efforts to improve ac-
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Research on family planning pro-
grams has until recently been dri-
ven largely by an interest in 

outcomes—trends in contraceptive prev-
alence, for example, or the impact of pro-
grams on fertility decline. As a result of
this concentration on results, members of
the international population community
have only in the last few years turned their
attention toward how family planning
programs work, and in particular to how
they attract and retain clients in develop-
ing countries. To some extent, the service

cess are seen as working at cross-purpos-
es with improvements in quality, and vice
versa. For example, one concern might be
that increasing the quality of care at a
given facility will decrease the number of
clients that can be served; others are that
raising the standard of quality will reduce
the number of sites able to operate at the
mandated standard, or that eliminating
some requirements for contraceptive use
will diminish the depth or breadth of ser-
vices that clients receive. Accordingly,
there is a need for both a review of these
concepts and an attempt to synthesize
them into a consistent framework.

Clarification of these terms is especial-
ly timely, given that many family planning
programs are shifting their focus from
contraceptive services to a broader range
of health care services. In the 1990s, issues
of access, quality of care and medical bar-
riers will increasingly need to be viewed
through the lens of broader reproductive
health care—that is, expanding clients’ ac-
cess not only to quality family planning
services, but also to maternal health care,
services for the prevention of sexually
transmitted diseases and AIDS, and other
services.3 Although this article focuses on
family planning per se, many of the con-
cepts discussed here and the conceptual
scheme that is developed will be directly
relevant to other types of reproductive
health care as well.

Conceptual Approach
Access, quality of care and medical barri-
ers are defining characteristics of the sup-
ply environment, key determinants in the

Access to family planning, quality of care and medical barriers to services are key factors in the

adoption of contraceptive use. Access helps determine whether the individual makes contact

with the family planning provider, while quality of care greatly affects the client’s decision to ac-

cept a method and the motivation to continue using it. Medical barriers are scientifically unjus-

tifiable policies or practices, based at least in part on a medical rationale, that inappropriately

prevent clients from receiving the contraceptive method of their choice or impose unnecessary

process barriers to access to family planning services. In the past, international family planning

efforts have been criticized as placing too much emphasis on issues of access and the quanti-

ty of contraceptives distributed. The climate now exists for pursuing improvements in quality

and access simultaneously and for exploring through research the linkages between access,

quality and medical barriers. (International Family Planning Perspectives, 21:64–69 & 74, 1995)

COMMENTS

*Quality of care and access are desirable characteristics
of a service delivery system that can be graded along a
high-low continuum; in this sense, the terms are neutral.
In contrast, the term “medical barriers” is inherently neg-
ative; “good medical barriers” is a contradiction in terms.
However, we use the phrase medical barriers in this ar-
ticle (rather than a neutral equivalent), since our prima-
ry purpose is to further explicate these three frequently
used terms.
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supply environment to “availability” and
some to “accessibility.”4 Rather, it is more
useful to focus attention on the underly-
ing dimensions or elements that comprise
access to services. 

In this article, we define access (or ac-
cessibility) as the degree to which family
planning services and supplies may be ob-
tained at a level of effort and cost that is
both acceptable to and within the means
of a large majority of the population.‡
(Here, cost refers to opportunity and psy-
chic costs, as well as to out-of-pocket ex-
penses for service fees, supplies and trans-
portation.) Access may be defined
operationally in terms of the presence or
absence of any family planning services,
of specific contraceptive methods or
(preferably) of a package of services and
methods that is likely to satisfy the needs
and preferences of a large majority of the
target population.

Elements of Access
Much previous research on access has fo-
cused on one dimension: geographic or
physical access. While the evidence to date
tends to confirm the relevance of geo-
graphic proximity to family planning ser-
vices as an important determinant of con-
traceptive use,5 the strength of the
relationship between proximity and con-
traceptive use in empirical studies has not
been as strong as might be expected. Al-
though this may result at least in part from
measurement problems, factors other than
physical access to contraceptive services
and supplies likely play an important role
in influencing contraceptive use.

In this article, we view access as a mul-
tidimensional construct consisting of five
key elements. The first four were described
some 15 years ago, though they were la-
beled as elements of “availability.”6

•Geographic or physical accessibility is the
extent to which family planning service
delivery and supply points are located so
that a large proportion of the target pop-
ulation can reach them with an acceptable
level of effort. 
•Economic accessibility is the extent to
which the costs of reaching service deliv-
ery or supply points and obtaining con-
traceptive services and supplies are with-
in the economic means of a large majority
of the target population. Economic barri-
ers affect contraceptive use both by dis-
couraging potential clients from seeking
services and by making contraceptive con-
tinuation difficult.
•Administrative accessibility represents the
extent to which unnecessary rules and reg-
ulations that inhibit contraceptive choice

chain of events whereby individuals in-
terested in fertility regulation decide to
seek services, adopt a method and sustain
contraceptive use. These three constructs
apply to any type of service delivery point,
be it a clinic, a community-based distrib-
ution post, a pharmacy, a private physi-
cian, a family planning outreach worker
or some other source. In our view, access
plays a key role in determining whether
an interested individual makes contact
with the family planning service (“reach-
es the door” of the service delivery point)
and is able to obtain services.* Once that
individual moves “inside the door,” qual-
ity of care and medical barriers will great-
ly affect his or her decision to adopt a
method and motivation to continue using
it (or another method).†

The “inside-outside” distinction is ad-
mittedly an oversimplification. Quality of
care operates outside the door as well;
clients may be put off from seeking ser-
vices by their apprehensions about what
they might experience if they were to do
so (staff members who do not speak their
language, unacceptably long waiting pe-
riods or disrespectful treatment from staff
members, among others).

Moreover, although the existence of
medical barriers primarily influences con-
traceptive decisions and outcomes inside
the door, it also can operate outside the
door, depending on whether the practices
are at the policy, program or individual
level, as well as on the extent to which the
restrictions are widely known within the
population. Nonetheless, the inside-out-
side distinction is useful as a framework for
distinguishing among the three concepts
and in assessing and improving programs. 

Access to Services
Although exact definitions of access to fam-
ily planning services vary, access is gener-
ally taken to refer to the extent to which an
appropriate package of contraceptive
methods and services can be obtained by
individuals in a given location. In this
sense, the terms “access” and “accessibil-
ity,” which are often used interchangeably,
assume a continuum of effort required to
obtain services. In some programs or pop-
ulations, a particular method may not be
provided (e.g., vasectomy services in some
countries in Sub-Saharan Africa); the term
“availability” has sometimes been pro-
posed to describe this condition.

We endorse the practice of using all
three terms—access, accessibility and
availability—as synonyms. Relatively lit-
tle is to be gained by attempting to assign
some dimensions of the family planning

and use are eliminated. Examples include
restricted clinic hours for family planning
services or limitations on the distribution
of contraceptives during clinic hours for
other services (child immunization or
growth monitoring, for example). As we
discuss later, medical barriers may also be
viewed as a subset or special class of ad-
ministrative barriers.
•Cognitive accessibility denotes the extent
to which potential clients are aware of the
locations of service or supply points and
of the services available at these locations.
•Psychosocial accessibility§ represents the
extent to which potential clients are un-
constrained by psychological, attitudinal
or social factors (e.g., social stigma of use
or fear of pelvic examinations) in seeking
out family planning services.

In short, the concept of access to ser-
vices is broader than mere physical access;
it includes other elements or dimensions
external to the facility itself  that influence
whether potential clients of family plan-
ning services are able, as a first step to-
ward satisfying their reproductive inten-
tions, to make contact with providers and
avail themselves of services.

Quality of Care
Once a client reaches the service delivery
system through a clinic, community-based
distribution agent, pharmacy or other ser-
vice delivery point, his or her decision to
adopt or sustain contraceptive use is influ-
enced by the quality of care provided and
by medical barriers to contraceptive use.**

*Although certain programs facilitate access by bring-
ing services to the client’s door (e.g., household distrib-
ution) rather than the client to the clinic’s door, the con-
cept is still relevant.

†By placing both quality of care and medical barriers in-
side the door, we do not mean to imply that these con-
cepts are of equal magnitude. Quality of care encom-
passes a broader range of activities than does the idea of
medical barriers, which is essentially a subset of service
delivery practices. The concept of medical barriers fo-
cuses mainly (although not exclusively) on the medical
and technical provision of care, while quality of care also
includes interpersonal aspects.

‡This definition of access assumes that the potential client
is interested in obtaining contraceptive services. Larger
societal factors (e.g., economic motives and cultural
norms) that may diminish the demand for family plan-
ning services should not be confused with the obstacles
that must be overcome by a motivated individual to ob-
tain family planning.

§This dimension was proposed by members of a sub-
committee on accessibility that was convened in May
1993 as part of the Service Delivery Working Group under
The EVALUATION Project (see reference 20).

**Other factors, mentioned under access to services, that
can affect the client’s decision to use a specific facility in-
clude the cost of services and the administrative efficiency
of service delivery.



ment response for addressing problems re-
garding the two may be different. For ex-
ample, the program manager would take
a different tack if existing service delivery
points were too few in number or poorly
located (an access problem) than if clients
arriving at existing points were treated dis-
respectfully (a quality of care issue). This
is not meant to imply that one is more im-
portant than the other; both must be care-
fully considered in efforts to improve a
program’s performance. In most countries,
both access and quality are likely to be pri-
ority issues for programs; neither can be
addressed to the exclusion of the other.

A second issue concerns the question of
who defines quality. While it is the client’s
perspective that is ultimately the most im-
portant determinant of contraceptive use,
clients are unable to make meaningful eval-
uations of some aspects of service quality.
For example, few clients are qualified to
judge the technical competence of service
providers. Furthermore, although clients
can provide meaningful feedback on the
other five elements, “courtesy bias” in in-
terview situations makes the measurement
of quality from clients’ reports problemat-
ic. “Experts,” on the other hand, may be
better positioned to evaluate objectively the
six elements of service quality, but cannot
capture directly what the client perceives. 

As a means of clarifying this issue, we
distinguish between objectively measur-
able standards of service and clients’ per-
ceptions of the quality of care. Service
standards are a function of inputs from the
family planning program, which are con-
trolled primarily by policymakers and
program management. These may or may
not be consistent with clients’ perceptions
of the standards, which are by definition
subjective. The two are linked, in that bet-
ter services should result in more positive
attitudes among users, but the measure-
ment of one does not substitute for the
measurement of the other.

For example, with respect to technical
competence, experts can ascertain whether
service providers adhere to established
standards of asepsis and other correct clin-
ical procedures. However, these factors
may not be evident to the client, who lacks
a technical background for making such a
judgment and thus tends to base her eval-
uation of the service providers’ abilities on
more subjective criteria.

The studies or assessments of quality
undertaken to date11 have tended to com-
bine clients’ perceptions or assessments
with observations by clinicians or other
experts (a notable exception being the
study undertaken by Schuler and coau-

Defining Quality of Care 
The Bruce-Jain framework, the central par-
adigm for quality in international family
planning, emphasizes the importance of the
client’s perspective. It defines quality of care
in terms of six fundamental elements or di-
mensions: choice of methods, technical
competence, information given to clients,
interpersonal relations, mechanisms to en-
sure follow-up and continuity, and an ap-
propriate constellation of services.7

Quality of care may be measured at the
policy level, the service delivery level or
the client level.8 One might find insufficient
method choice at the service delivery level,
but it would be necessary to examine both
the service delivery and the policy levels
for possible causes—provider bias against
some methods, for example, a lack of prop-
erly trained providers to dispense meth-
ods, an unreliable commodities logistics
system or a limited range of legally ap-
proved methods.

The client’s perspective may be useful
for identifying a problem in the system,
but it does not necessarily indicate the ap-
propriate action for correcting the prob-
lem,* nor are clients necessarily capable
of evaluating all aspects of service deliv-
ery. As a first step toward taking correc-
tive action, program managers must be
able to examine the service delivery
process and management inputs in order
to uncover the root causes of service de-
livery problems.9

Issues Related to Quality
Is access part of quality? It might be ar-
gued, for example, that a program cover-
ing only 25% of its target population is not
providing that population with quality ser-
vices. Judith Bruce has acknowledged that
availability and quality are difficult to con-
sider discretely, but notes that the purpose
of the Bruce-Jain framework was to make
quality of care distinct from availability:
“Though we are concerned with the ex-
perience of those who have not success-
fully connected to services, ...our attention
is centered on the experience of those who
have gained access to services.”10

Both concepts (access and quality of
care) are programmatically useful, but
there is some value in viewing them as
conceptually distinct, since the manage-

thors12). They have not considered sys-
tematically how clients’ and experts’ as-
sessments might differ, nor the implications
of such differences. 

Finally, some advocates of maximizing
both access and quality have argued that
a narrow focus on quality alone ignores
the issue of how to provide large numbers
of people with resources that are widely
desired but limited. In this view, quality
must be pursued by establishing priori-
ties in the context of economic realities.
Some have argued that an exclusive focus
on quality does not respect clients’ au-
tonomy in terms of their unfettered access
to safe methods.

Medical Barriers
A third category of factors that can in-
hibit the use of family planning services
is medical barriers—that is, practices that
use a medical rationale but result in an
impediment to or denial of contraceptive
use that cannot be scientifically justi-
fied.13 Medical barriers may be viewed
as a subset or special class of barriers to
accessibility discussed earlier—including
those formulated to control what are
viewed as inappropriate uses of contra-
ceptive methods. Medical barriers may
come into play at the national regulatory
level, at the program policy level or even
at the individual provider level (for ex-
ample, through the imposition of personal
views as to what methods are appropri-
ate for certain women or the misapplica-
tion of service guidelines).

There are a number of different types of
medical barriers:
•Outdated contraindications. Outdated and
anachronistic contraindications may be
over-zealously applied† (for example,
varicose veins, epilepsy or tuberculosis as
contraindications to the use of hormonal
methods).
•Other eligibility barriers. These include
both formal and informal prohibitions on
the use of particular contraceptive meth-
ods that may be related to women’s age,
their parity or the consent of their spouse.
•Process or scheduling hurdles. Process hur-
dles include physical examinations and
laboratory tests that clients must under-
go in order to obtain contraceptives. Many
such procedures have intrinsic merit but
are unjustifiable as a prerequisite to initi-
ation or continuation of contraceptive use
(for example, severe restrictions on the
numbers of pill cycles that oral contra-
ceptive users may be given, or limitations
on when a woman may initiate use of in-
jectables or the IUD).
•Service provider qualifications. These include
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*Judith Bruce recognized the importance of such systems
as the infrastructure, the policies and the management
tasks that precede service provision, but focused her
framework on the interaction between the client and the
service delivery point (see reference 3).

†This problem is especially acute in environments where
the provision of contraceptives is delegated to non-
physicians, commonly through a set of guidelines.
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such as those that promote the safe use of
contraceptive methods or help clients to
make an informed method choice, are by
definition not medical barriers and are not
targeted for removal.

Concerns Regarding Medical Barriers
The central premise of attempts to reduce
medical barriers is that updating medical
policies and practices leads to more ap-
propriate use of contraceptive methods,
as well as to more appropriate expendi-
tures of limited program resources. For ex-
ample, some screening services, such as
serum cholesterol or blood pressure mea-
surements, or breast and pelvic examina-
tions, may be important elements of pre-
ventive medicine in some settings but are
not essential or mandatory for the safe use
of hormonal  contraceptive methods.16

Proponents of reducing medical barri-
ers argue that women’s reproductive health
needs must be addressed, but that inter-
ventions should be selected carefully to in-
clude those with the greatest potential im-
pact on reducing morbidity and mortality
in a particular setting. These advocates also
question the desirability of requiring
women to receive such services in order to
obtain contraceptives.17 In addition, they
contend that the primary motivation be-
hind removing medical barriers is consis-
tent with a theme of women’s groups over
time—that women’s individual autonomy
and rights should be respected, and that
they should not be subjected to long, te-
dious, sometimes humiliating and unnec-
essary medical procedures.18

Attempts to reduce medical barriers to
contraceptive services have been met with
criticism, however, even among individ-
uals committed to the idea of ready access
to contraceptive services. Some observers
worry that “demedicalizing” family plan-
ning will remove what are now seen as
safeguards for clients using a method and
could inadvertently harm women’s
health. One author has written that U. S.
AID “has retained its strong program-
matic emphasis on preventing births, even
to the point of relaxing health guidelines
intended to protect women at risk from
certain contraceptives.”19 Critics have also
argued that removing screening require-
ments in the name of increasing access to
family planning may not serve a woman’s
best interests in the larger context of her
reproductive health. For example, many
low-income women might never receive
a pelvic examination except in the context
of a family planning visit.

Some fear that reducing medical barri-
ers in order to increase access may repre-

limitations on the type of personnel who
can deliver a certain method, when in fact
individuals with less education (for ex-
ample, community-based distributors) can
be trained to perform the task.
•Provider bias. This barrier includes the prac-
tice of favoring some methods and dis-
couraging others in the absence of a sound
medical rationale, as well as failing to as-
certain and to respect the client’s preference.
•Inappropriate management of side effects.
Providers sometimes recommend that a
client who is experiencing minor side ef-
fects that may or may not be related to the
method she is using simply discontinue
use of her chosen method, rather than ad-
equately counsel the client and help her
manage the side effect.
•Regulatory barriers. In certain countries,
regulatory mechanisms may, for example,
slow contraceptive development, impede
country-level approval of existing meth-
ods or hinder the promotion and adver-
tising of contraceptives.

Some sociocultural or administrative
barriers may be considered medical bar-
riers if a program or a service provider
maintains them in part for medical rea-
sons (age and parity restrictions against
the use of certain methods, for example).
Conversely, some medical barriers may be
classified as administrative or psychoso-
cial barriers (spousal consent for contra-
ception, for one).

There is evidence that the influence of
medical policy and practice barriers can be
dramatic. For example, a situation analy-
sis conducted in Pakistan revealed that
about one-half of all women would not be
eligible to use hormonal contraceptives as
a result of popular misconceptions about
age and parity requirements.14 Notably, a
situation analysis performed in Nigeria
found that only one-half of clients received
the method that they said they preferred
prior to their visit.15

An initiative to reduce medical barriers
was first organized in 1991, and by 1994
had evolved to become part of a larger ef-
fort within the U. S. Agency for Interna-
tional Development (AID) and its coop-
erating agencies to “maximize access and
quality.” In this context, efforts to improve
quality of care and actions to reduce med-
ical barriers are seen as contributing to a
single purpose: better service for the client.
(Some in the international family planning
community consider the very term “med-
ical barriers” to have become somewhat
outdated.) Clearly, not all policies and
practices that restrict contraceptive use in
some fashion are medical barriers. Med-
ically justified restrictions and procedures,

sent a backward step, toward a primary
emphasis on quantity (the number of
clients generated) rather than on the qual-
ity of services provided. Although there
is no inherent contradiction between the
quality of care and access to services, some
who advocate improved quality have re-
garded initiatives to reduce medical bar-
riers as insufficiently attentive to the
client’s needs and well-being. 

Finally, some have argued that the at-
tention and the resources devoted to med-
ical barriers are out of proportion to the
problem. According to these critics, the in-
ternational population community needs
to expend resources on improving aspects
of the overall quality of care (e.g., counsel-
ing, adherence to aseptic techniques and
sexually transmitted disease screening, for
example), rather than devote scarce re-
sources to the removal of medical barriers.20

Exploring Linkages
Although access to services, quality of care
and the reduction of medical barriers have
been widely discussed among family
planning practitioners, there is surpris-
ingly little empirical work demonstrating
linkages among them. However, it is hy-
pothesized that the three are linked in at
least two important ways.

First, both quality of care and medical
barriers can affect access. Improving qual-
ity can help to reduce barriers associated
with access: A clinic that offers excellent
quality of care, for example, may attract
users from a considerable distance, moti-
vating them to overcome the barriers of
time and expense (as has been found in
the Dominican Republic21). Similarly, sat-
isfied users may spread the word to oth-
ers, thus increasing the knowledge that
services exist. One might also expect that
the acceptability of a service in terms of
the sex or ethnicity of the providers would
affect psychosocial barriers (such as fears
or attitudes relating to service utilization).

The linkages between medical barriers
and access are more direct and apparent.
Reducing medical barriers can increase
women’s access to family planning ser-
vices by improving administrative acces-
sibility (for example, by requiring fewer
unjustifiable procedures), cognitive ac-
cessibility (by letting women know they
need not be of high parity to receive in-
jectables) or psychosocial accessibility (by
not requiring unnecessary pelvic exami-
nations or follow-up visits).

Second, reducing unnecessary medical
policies and practices may improve the
quality of contraceptive care. Eliminating
scientifically unjustifiable medical proce-



inforce important medical quality con-
trols, including appropriate client screen-
ing, counseling and infection prevention.
The documents clarify what conditions
clients must be screened for,28 either by
history or by physical examination, and
what screening tests are essential and
mandatory.29 As good preventive health
care, other screening tests could be offered,
but receipt of one’s desired method should
not be held hostage to the performance of
these optional procedures or tests.

Research Priorities
A review of the literature reveals several
priority research areas for programs at-
tempting to improve the supply environ-
ment for family planning and broader re-
productive health care. Although many
more gaps in our knowledge base might be
cited, these are among the important next
steps on the research agenda. 

First, researchers have made several at-
tempts to develop methods of “scoring” the
various elements of quality to facilitate con-
tinuous monitoring within programs. Such
scoring is a prerequisite to studying the de-
terminants and consequences of variations
in quality, as well as the relative importance
of the different elements in influencing con-
traceptive behavior. This area is in great
need of further empirical work.

Second, methods for measuring the
client’s perspective on matters relating to
access and quality need to be improved,
as do means of determining how clients’
perspectives might differ from expert as-
sessments. To date, research has been
strongly biased in favor of the latter.

Third, despite recent strong interest in
and general recognition of the importance
of such concepts as access, quality and
medical barriers, there has been little em-
pirical verification of the population-based
effects of variations or improvements in
various components of these factors. Al-
though available evidence indicates that
physical access is related to population-
based outcomes (e.g., contraceptive prev-
alence, continuation and method choice),30

the effects observed in prior studies were
not as strong as might have been expect-
ed. Assessing the extent to which this dif-
ference is caused by measurement diffi-
culties (as opposed to the other dimensions
of accessibility or other elements, such as
quality of care) is an important next step.

Direct empirical evidence for the hy-
pothesis that improving the quality of ser-
vices results in positive population-based
effects remains limited. Notably, there is
evidence that contraceptive continuation
is linked to various parameters of quality

dures and eligibility criteria for contra-
ceptive methods could in theory promote
the achievement of the six elements of
quality of care (along the lines described
elsewhere22).

While elimination of medical barriers
or carries potential benefits for all six as-
pects of quality of care, we offer some il-
lustrative examples. If scientifically un-
sound barriers to contraceptive use were
removed, clients could have a wider se-
lection of methods. Choice is important
not only because it is a client’s right, but
also because it affects the client’s satis-
faction with her method and with her like-
lihood of continuing to use it.23 Addi-
tionally, introducing reasonable follow-up
schedules and reducing barriers to conti-
nuity (by giving clients several cycles of
oral contraceptives at a visit rather than
just one, or by establishing less rigid fol-
low-up schedules for users of injectables)
should encourage method continuation,
especially if clients are counseled to return
any time they have problems or questions.

Medical safeguards and access to
broader reproductive and maternal health
care services need to be maintained and
appropriately strengthened for clients
who choose to take advantage of them.
Given real-world limitations on the time
and attention of clients and providers, the
elimination of unnecessary practices and
procedures allows programs to focus on
and enhance the more important quality
aspects of service delivery. For example,
not having to spend time asking clients
about such issues as family history of
heart disease may allow a provider more
time to counsel clients about common oral
contraceptive side effects. Numerous im-
portant medical quality controls (such as
infection prevention measures, protocols
for screening for scientifically justifiable
eligibility criteria, and counseling about
how to use a safe method, about common
side effects and about reasons to see a ser-
vice provider) should be kept in place or
given even higher priority.

In 1994, two complementary efforts pro-
duced documents intended to update
medical eligibility criteria24 and required
procedures for the use of particular con-
traceptive methods.25 By urging the elim-
ination of scientifically unjustifiable eli-
gibility criteria (for example, history of
diseases such as thyroid disease and
malaria, or such obstacles as age and par-
ity barriers for nonsmoking women want-
ing to use the pill)26 and unnecessary pro-
cedures (such as mandatory tests for
cholesterol and glucose levels or of liver
functioning),27 these recommendations re-

and access, such as the availability of a
wider choice of methods,31 the quality of
provider-client interactions,32 follow-up
visits by clients33 and the amount of in-
formation given to clients.34 Still, these
findings have come mostly from small-
scale studies with limited geographic
scope. Further research is needed to de-
termine the elements of service quality that
have the greatest impact on population-
based outcomes in different environments.

Fourth, there has to date been relative-
ly little empirical work to validate the pre-
sumed linkages between access, quality
and medical barriers. Some studies that
have been completed or are underway in-
clude research on IUD follow-up visits35

and studies of medical barriers in
Guatemala,36 Cameroon37 and Jamaica.38

More of these types of studies are need-
ed, though, to provide a better under-
standing of how changes in either the
breadth or configuration of services in-
fluence women’s utilization of such ser-
vices and their contraceptive behavior.

Policy Implications
The purpose of this article was to clarify
the concepts of access to services, quality
of care and medical barriers in the context
of service delivery in international family
planning programs. We would also like to
enumerate some of the key policy impli-
cations that emerge from this discussion.

First, access involves more than simply
the geographic locations of service deliv-
ery points; it also includes economic, ad-
ministrative, cognitive and psychosocial
dimensions that affect clients’ use of ser-
vices. Thus, expanding access to services
requires more than simply opening clin-
ics or other service delivery points.

Second, it is important for program ad-
ministrators and donor agencies to en-
dorse strategies aimed at enhancing both
access and quality concurrently. In a cli-
mate of scarce resources, some adminis-
trators may feel that they must choose be-
tween allocating resources to more
services (greater access) versus better ser-
vices (quality). Blanketing a country with
service delivery points where providers
with little or no training provide expired
contraceptives to poorly informed clients
would be of questionable value, howev-
er; equally unacceptable would be having
a handful of high-quality clinics that are
accessible to a minute fraction of the pop-
ulation. Although some amount of trade-
off may be inevitable between increasing
access and improving quality, in many in-
stances having to strike a balance between
such alternatives can benefit both. Thus,
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quality standards, other tests and proce-
dures that are medically justified should
be retained and strengthened. Thus, with
the linkage of family planning and other
reproductive health services, program ad-
ministrators, in consultation with clinical
advisors, must be prepared to make choic-
es. These types of decisions will benefit
greatly from ongoing efforts to standard-
ize clinical guidelines.40

Fifth, program administrators need to
monitor another situation related to the
integration of family planning and other
reproductive health services: Does a given
service provider’s greater array of re-
sponsibilities lead to a decrease in the
quality of care? Such a question should not
be used as a justification for rejecting in-
tegration outright, but rather as a pro-
grammatic issue that warrants attention. 

In conclusion, a balanced approach to
improving service delivery is important.
In the past, international family planning
efforts have been accused of placing too
great an emphasis on supply issues, the
implication being that if one could just get
the services to the people, they would use
them. Efforts to reduce medical barriers
were interpreted by some as a continua-
tion of this basic philosophy. Although
historically the promotion of access to de-
sired methods of family planning has con-
tributed to the welfare of individuals
around the world, the realization is grow-
ing that quality plays an important role in
attracting and retaining clients. This at-
tention to the client’s needs and interests
is also consistent with the ongoing link-
age of family planning with other repro-
ductive health services. Consequently, the
climate now exists for pursuing im-
provements in quality and access simul-
taneously. Examples of successful efforts
and lessons learned need to be systemat-
ically documented and widely publicized
throughout the population community to
encourage others along this path.
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Résumé
L’accès à la planification familiale, la qualité des
soins et les obstacles médicaux aux services sont
les facteurs clés de l’adoption de la contracep-
tion. L’accès aide à déterminer si l’individu
établit le contact avec le pourvoyeur de services
de planification, et la qualité des soins reçus af-
fecte grandement sa décision ou non d’accepter
une méthode contraceptive et sa motivation à
ne pas l’abandonner. Les obstacles médicaux
sont les politiques et des pratiques scien-
tifiquement injustifiables fondées, en partie du
moins, sur un raisonnement médical qui s’in-
gère dans la décision contraceptive de l’individu
ou qui impose des barrières inutiles à l’accès aux
services de planification. Dans le passé, les ef-
forts internationaux de planification familiale
ont été critiqués comme mettant trop l’accent
sur les questions d’accès et sur la quantité de
contraceptifs distribués. L’atmosphère est au-
jourd’hui propice à la poursuite d’améliorations
simultanées de la qualité et de l’accès et à l’ex-
ploration, par la recherche, des liens entre
l’accès, la qualité et les obstacles médicaux.
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