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By using this type of focus, we empha-
sized that even high-quality care can be 
improved. Adopting such a client-focused 
attitude can lead family planning associa-
tions and clinics to begin moving toward a
culture of continuous quality improvement. 

Perhaps more serious than courtesy bias
in general is the potential for differential
courtesy bias. This would arise if clients
found it harder to express dissatisfaction
for certain types of questions than for oth-
ers. In practice, we found that higher lev-
els of dissatisfaction were expressed about
matters related to access (waiting time,
hours, price, and ease of reaching clinic)
than about those concerning interpersonal
relations. It seems plausible that the more
personal the question, the more reluctant
clients would be to complain. Other au-
thors have suggested that specific and de-
tailed questions are more likely to elicit
true client responses than more general
ones.16 The extent to which such differ-
ential bias affects client responses clearly
needs to be considered when survey re-
sults are interpreted.
•Medical quality and technical competence.
In general, exit interviews are not an ap-
propriate methodology for assessing ser-
vice providers’ technical competence, or
indeed any component of what is consid-
ered “medical” quality. Clients are not nor-
mally familiar enough with medical tech-
niques to judge the expertise of a service
provider, nor should they be expected to.
Although the model questionnaire has
been modified by PROFAMILIA and
INPPARES to include “technical compe-
tence” questions, these are limited to test-
ing clients’ knowledge of their current
method, as a means of evaluating
providers’ abilities to transmit correct in-
formation. Other methodologies, such
as direct observation, review of client
records, provider interviews or compe-
tency tests, are far more appropriate for

on clients’ knowledge about such matters
as how to use the method they received. This
contrasts with direct observation, another
useful tool for assessing quality. Although
observation is preferred as a means of eval-
uating provider skills and what information
is conveyed and how, it does not reveal how
well the information was received or un-
derstood. Further, clients at many service
sites may still be so disempowered that they
feel they must accept whatever quality they
are offered. The mere act of asking for their
opinion through a simple 3–5-minute sur-
vey, and communicating to them that their
opinion makes a difference, is one small way
to increase their feelings of empowerment.
In terms of broader service delivery issues,
a substantial added benefit is that it forces
service providers to be more attentive to
clients’ needs and opinions, and to develop
services that best address these. Eventual-
ly, making service more client-focused in
these ways should also contribute to en-
hanced sustainability.

While these advantages are substantial,
exit interviews are clearly not the best
methodology for all situations where qual-
ity is being evaluated. Among the limita-
tions of this approach, the following ones
are particularly important to bear in mind:
•Courtesy bias and validity. The main dis-
advantage in client satisfaction surveys is
a tendency toward overly positive results
caused by courtesy bias. In an evaluation,
this poses validity problems, since stated
satisfaction levels fail to measure true client
perceptions. More important, from a prac-
tical perspective, artificially positive results
can appear to indicate that service quality
is so good that no corrective action is need-
ed. Instead of being instruments for change,
then, client satisfaction surveys can become
a rationale for maintaining the status quo.15

The approach described in this article
addresses this potential limitation of client
satisfaction surveys by focusing on levels
of dissatisfaction and by choosing a low
threshold of dissatisfaction to indicate a
quality shortcoming. Consistent with total
quality management theory, we reasoned
that any dissatisfied client represented a
potential discontinuing user who would
be likely to speak negatively about her ex-
perience, leading to fewer future clients
through personal recommendations. Be-
cause a single negative response proba-
bly stands for a larger number who feel
the same way without saying so, small
numbers of such responses should be care-
fully heeded. Any question with more
than a small level of dissatisfaction should
be viewed as an indication that some as-
pect of services should be improved.

evaluating this extremely important com-
ponent of quality.
•Limitation to clinic-based services. The
methodology reported here is most ap-
propriate for clinical settings. MEXFAM
and INPPARES have modified it in order
to evaluate quality in community-based
distribution, but to do so requires sub-
stantial alterations to the questionnaire
and additional costs. To apply the method-
ology to community-based distribution
programs, it would be necessary to inter-
view a sample of clients in their homes, as
opposed to conducting exit interviews at
one central location.
•Sample size. We believe that this approach
works best in relatively large clinics (those
with at least 100 family planning clients
per week). If the methodology’s guide-
lines are strictly followed, the cost of car-
rying out the survey in clinics with small-
er caseloads increases substantially, since
the interviewer must spend additional
time on site in order to accumulate 100 in-
terviews. On the other hand, if a smaller
sample is used (as happens commonly in
practice), the reliability of the results is di-
minished. This is a potentially serious
drawback if the negative response cases
identified are not the main areas clients
feel need to be improved.

Family planning associations are now
encouraged to take larger samples if pos-
sible, so they can analyze more than sim-
ply the number of negative response cases.
If the additional resources needed to con-
duct a survey over a longer period would
preclude an association from carrying one
out at all, a less-reliable survey approach
is preferable to none at all. In general, the
number and efficacy of practical im-
provements, encouraged through use of
the methodology, and not its reliability or
validity, is what most justifies its use.
•Causes of dissatisfaction. Although the
methodology can point a family planning

Table 5. Number of surveys with negative response cases, by area for improvement and mean
level of dissatisfaction at initial survey and follow-up survey, and percentage change in dis-
satisfaction, by area for improvement

Area for improvement No. of initial Mean level of dissatisfaction (%)
surveys with 

In initial In follow-up % change innegative res-
survey survey dissatisfactionponse cases

Waiting time too long 11 27.0 15.0 –44.4
Prices too high 6 10.9 6.5 –40.4
Clinic hard to reach 6 14.2 8.6 –39.4
Clinic hours not convenient 5 9.0 6.4 –28.9
Not enough opportunity 

to ask questions 4 12.2 4.9 –59.8
Time in consultation insufficient 2 7.0 2.5 –64.3
Other* 5 10.7 3.5 –67.3

*Includes overall satisfaction with services in Brazil, information on other contraceptive methods in Colombia and if “anything displeased
you” in Trinidad and Tobago.




