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Length of Counseling and Amount of Information Exchanged

Thus, our study
shows that a certain
amount of pro v i d e r-
client interaction is
needed to ensure a min-
imal level of information
exchange: Pro v i d e r s
made little pro g ress in
sessions lasting 2–8 min-
utes, while lengthening
this duration to 9–14
minutes significantly in-
c reased the amount of
information covere d .
H o w e v e r, extending the
duration any longer
than 14 minutes did not
s i g n i ficantly impro v e
the amount of re l e v a n t
information exchanged.
With more time avail-
able, providers focused
on details that were ir-

relevant to the needs of their clients.
Our findings strongly suggest that once

the client chose her method, providers ded-
icated little effort to addressing the chosen
method again. Providers mostly ignore d
contraindications and did not use the in-
c reased time available to give more detailed
information on the chosen method’s side
e ffects and warning signs. For example,
p roviders’ counseling more often includ-
ed instructions on how to use a method that
the client had no interest in (the condom)
than on essential facts about the client’s
chosen method (such as that the next quar-
terly injection needed to be given within a
two-week window of the scheduled date
and that temporary infertility may follow
D M PA discontinuation).

A number of simulated clients de-
scribed the client-provider interaction as
a four-step process in which the pro v i d e r
asked a few questions to assess the client’s
needs; talked about diverse method op-
tions (frequently using a flipchart); in-
s t ructed the client to choose a method;
and, finally, readied a supply of the
method and started to discharge the client.

We would like to underscore the prob-
lems in this counseling scenario, concen-
trating on the inherent bias in providers’
executing step 1, and their inefficiency in
handling step 2.
•Inadequate assessment of clients’ needs. T h e
questions that providers asked in step 1
of the counseling process were all medical
in nature. For example, they asked about
the woman’s age (relevant to pill use), par-
ity (an indicator of re p roductive risk), pre-
vious contraceptive use (to reveal the
client’s physical tolerance to specific meth-

sociated with smaller improvements in the
total amount of information exchanged.
For example, when the length of sessions
i n c reased to 15–20 minutes, the total score
rose by less than 5% (nonsignificant in-
c rease), and at the maximum session
length of 21–45 minutes, the total infor-
mation score was still only 45% of the pos-
sible total (20.8 out of 46.0)

Discussion
In discussions held by project supervisors
with providers after the end of the pro j e c t ,
many providers justified their omissions
in counseling by pointing to time con-
straints; none mentioned supply shortages
of DMPA or of other methods as reasons
for the limited amount of specific infor-
mation exchanged. Although these re s u l t s
c o n firm providers’ claims that time con-
straints affect their performance, one im-
portant qualification emerged: Signific a n t
improvements in the amount of relevant
information exchanged occurred only
when sessions were lengthened to up to
14 minutes. When sessions lasted any
l o n g e r, only trivial improvements oc-
c u r red in the amount of useful informa-
tion exchanged. 

This finding cannot be attributed to in-
dividual clients tending to report specific
session lengths. We analyzed the distrib-
ution of counseling session lengths to test
this possibility. Of the 28 simulated clients,
only two reported durations that fell with-
in the same parameters for all of their vis-
its (9–14 minutes in one case and 21–45
minutes in the other). The other 26 clients’
estimated session lengths were distributed
t h roughout all four levels of duration.

ods) and date of last menstrual period (to
rule out pregnancy).

Most providers, however, failed to ask
the client basic questions about her re-
p roductive intentions—such as whether
she wanted to have more children. These
women, who were instructed to re p o r t
that they were relying on rhythm, were
also rarely asked how they were using
their method. Thus, providers’ tendency
to diagnose a client’s contraceptive needs
appears to have been influenced by habits
from the past, when providers made de-
cisions for the client, taking into account
only medical criteria. 
•Unnecessary presentation of all available con-
traceptive options. P roviders behaved as
though they had to describe the attri-
butes and instructions of use for nearly all
methods off e red by the program. Among
this full range of methods are condoms,
vaginal tablets and other spermicides, the
pill, DMPA, the IUD, tubal ligation, va-
s e c t o m y, the implant, rhythm and lacta-
tional amenorrhea. Indeed, sessions were
o rganized around the use of a flipchart
that presented all contraceptive options.
Sterilization and rhythm were excluded
f rom most discussions, however, because
of firmly entrenched preconceptions. To
most providers, the calendar rh y t h m
method is ineff e c t i v e1 5 and sterilization is
contraindicated for young women with
few children.

While such a rigid implementation of
step 2 may be part of an international tre n d ,
it also may be a specific reaction to scandals
that afflicted the Peruvian national family
planning program in the late 1990s. In 1997,
human rights groups, religious activists
and feminists severely criticized pro v i d e r s
in the Ministry of Health for coerc i n g
clients to accept long-acting methods, such
as sterilization. A counseling paradigm
based on discussing practically all meth-
ods and then letting the client choose one
for herself can hardly be re g a rded as coer-
cive, yet focusing on the process of method
choice detracts from focusing on the
method the client has chosen. 

Policy discussions centered on the need
to improve the quality of family planning
c a re stress the importance of having suffi-
cient time for adequate counseling. Yet in-
vesting more time in counseling clients
does not appear to be a viable solution to
i m p roving the quality of care in Peru’s Min-
istry of Health facilities. In fact, about 50%
of professional providers at the ministry’s
health centers are now under short-term
contracts with the Salud Básica para To d o s
(Basic Health for Everyone) project, an ef-
fort emphasizing quantitative targets that
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Figure 1. Mean number of items on which prov i d e rs ex ch a n ge d
information with simulated clients, by length of session


