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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.




