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partner’s needs. To reduce process hurdles,
provider training would need to include a
component on how to obtain a history from
women to rule out a current pregnancy. This
would make family planning services avail-
able to a greater proportion of women at
their first family planning visit.

Implications of Provider Barriers 
To this point, we have focused on the ex-
tent to which individual service providers
restrict access to family planning. Next, we
assess the aggregate consequences of these
individual provider barriers, using health
facilities as the unit of analysis. Our intent
is to simulate what would happen to a hy-
pothetical woman with specified charac-
teristics who appeared at a public-sector
facility in Tanzania seeking a particular
contraceptive. As our interest is in
provider-imposed barriers, we focus on
the availability of methods that are offered
by each sample facility.

The outcome measure used in this analy-
sis is the proportion of facilities that are
“barrier free”—i.e., that have no unjustified

barriers given a client’s
characteristics and me-
thod choice, as measured
across all service pro-
viders interviewed at
each sample facility. In 
facilities with multiple
service providers, the
outcome of a client’s visit
will depend in some
cases upon which service
provider she sees. Thus,
our estimates may over-
state the likelihood that a
given client would en-
counter unjustified bar-
riers. However, as there is
no guarantee that a given
client would encounter
service providers who do
not impose barriers, the
indicator used provides
a reasonable measure of
the risk of encountering
barriers. 

Because of space con-
straints, we will discuss in
detail the scenario of a
nonpregnant woman
wanting to use oral con-
traceptives, the method
used most widely by Tan-
zanian women. (The re-
sults are similar for other
widely used methods.) 

Consider first a 15-
year-old adolescent who

providers). With this strategy, however,
there is no guarantee that the client will use
condoms in the interim until the next
menses, or that she will return at all.

The other common practice mentioned
by providers who do not report pregnan-
cy testing was to supply the method (31%
of providers). This option is not medical-
ly recommended for women who want an
IUD, as IUD insertion and use can be dan-
gerous if the woman is already pregnant.
However, the majority of women in Tan-
zania use the pill and the injectable; since
inadvertent provision of these methods to
pregnant women has not been found to be
associated with greater risks of birth de-
fects,23 this may be an appropriate strate-
gy for method provision. 

The majority of providers (60%) men-
tioned that ruling out pregnancy is a strat-
egy that they employ. Among those
providers who did not mention this strat-
egy, process hurdles appear important, be-
cause clients either are required to return
to the facility or are asked to temporarily use
a method that may not meet their and their

is unmarried and wants to obtain the pill
at a government facility. At fewer than one-
half of all facilities would this client en-
counter no provider who restricted access
(Table 7). If the same woman were 20 years
of age instead of 15, 59% of urban facilities
and 54% of rural facilities would have no
provider restricting that woman’s access to
the pill. If the 20-year-old woman was not
menstruating at the time of her clinic visit,
then in only 28% of urban and 19% of rural
facilities would she encounter no barriers
(as defined by age restrictions, parity re-
strictions and inappropriate screening prior
to the provision of services). 

Providers are more likely to provide ser-
vices to married women. For example,
more than 80% of facilities would be bar-
rier-free for a 20-year-old married woman
with one child who wants to use the pill,
compared with 68% of urban and 61% of
rural facilities for an unmarried woman
with one child. However, if the same mar-
ried woman lacks her husband’s consent,
she is not as likely to obtain oral contra-
ceptives, as in this case fewer than two-
thirds of facilities are without barriers (clos-
er to the values for unmarried women).

Most married women in their 30s with
several children are likely to be able to ob-
tain the pill, because few providers would
restrict their access. However, women in
their 40s tend not to be as fortunate: For a
married woman aged 30 who has four
children and who wants to use the pill, the
percentage of facilities without barriers is
95% in urban areas and 93% in rural areas;
in contrast, for a 40-year-old woman with
four children who wants to use the pill,
only 49% of urban facilities and 60% of
rural facilities are barrier-free.

Discussion
During the 1990s, the government of Tan-
zania has taken a number of significant
steps aimed at providing universal access
to modern family planning services in
Tanzania. At the policy level, the Nation-
al Population Policy and the National Pol-
icy Guidelines and Standards for Family
Planning Services and Training were in-
troduced in 1991 and 1994, respectively.
At the program or implementation level,
improvements in the family planning
commodities and logistics system signif-
icantly increased the availability of con-
traceptive methods at government health
facilities. Moreover, large numbers of ser-
vice providers have been trained in how
to offer family planning services. 

While these actions have reduced and
even eliminated some barriers to contra-
ceptive access, our findings indicate the

Table 7. Percentage of government family planning facilities with
no provider barriers for women with the specified characteristics,
by urban-rural status

Characteristics Urban Rural
(N=123) (N=238)

Nonpregnant woman who wants pill
Age 15, unmarried, no children 43.9 43.3
Age 20, unmarried, no children 58.5 54.2
Age 20, unmarried, no children, not menstruating 28.4 19.3
Age 20, unmarried, one child 68.3 60.9
Age 20, married, one child 82.9 80.7
Age 20, married, one child, no consent from husband 64.2 58.8
Age 30, married, four children 95.1 93.3
Age 40, married, four children 48.8 59.7

Nonpregnant woman who wants injectable
Age 15, unmarried, no children 36.6 35.3
Age 20, unmarried, no children 52.8 41.6
Age 20, unmarried, no children, not menstruating 23.6 17.6
Age 20, unmarried, one child 56.9 49.6
Age 20, married, one child 72.4 66.0
Age 20, married, one child, no consent from husband 60.2 50.0
Age 30, married, four children 88.6 90.3
Age 40, married, four children 74.0 75.2

Nonpregnant woman who wants condom
Age 15, unmarried, no children 61.8 62.2
Age 20, unmarried, no children 74.0 75.6
Age 20, unmarried, one child 75.6 76.5
Age 20, married, one child 95.1 95.4
Age 20, married, one child, no consent from husband 73.2 68.1
Age 30, married, four children 99.2 98.7
Age 40, married, four children 95.9 96.2

Nonpregnant woman who wants IUD
Age 15, unmarried, no children 43.1 55.0
Age 20, unmarried, no children 60.2 63.0
Age 20, unmarried, no children, not menstruating 24.4 24.4
Age 20, unmarried, one child 69.1 71.8
Age 20, married, one child 85.4 82.4
Age 20, married, one child, no consent from husband 74.0 75.2
Age 30, married, four children 95.1 94.1
Age 40, married, four children 77.2 81.5

Note: The above scenarios assume that a particular method is available at all facilities.




