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Provider and Health Facility I nfluences on Contraceptive Adoption in Urban Pakistan



Abstract

This paper examines individual, provider and head$tablishment characteristics
associated with the receiving of a contraceptivéhoe among women attending health
establishments in Pakistan, using data from a guo¥vénealth facilities, their staff, and
clients in urban Pakistan. The results highlighdttthe receiving of a contraceptive
method on attendance at a health establishmehiiprioduct of characteristics of the
client, the provider and the health establishm&nthe client level there exist significant
educational differentials in the receiving of a hwat of contraception. At the health
establishment level, indicators of capacity andopredness had a significant influence
on the receiving of contraceptive methods. Theltegwint to several areas of potential
intervention at both the client and health establisnt level to improve contraceptive
uptake. Providers need to be sensitized to therditf needs of clients with varying
levels of education and of differing parities. Afilohally, gains in service quality can be
achieved through efforts to provide diversity inthwel choice and staff presence, and by

improving institutional capacity for service praas.



Introduction

Pakistan currently has the highest total fertiligte in South Asia (TFR 4.8) and
consequently continues to experience rapid pomuagrowth (UNFPA 2003). At the
time of the 1951 census, Pakistan’s population 38 million, which had increased to
167 million by 2004 an increase of 113.46 million in approximately tgenerations
(Ministry of Finance, Pakistan 2005: UNFPA 2004heTproblem of rapid population
growth was first recognized by the Government snsiécond five year plan (1960-65),
which focused on restraining population growth, faiked to set specific goals. Since
then the most striking development in over 40 yedrpopulation policy and program
efforts has been the impact of initiatives undestain the 8 five year plan (1993-98),
which aimed to increase contraceptive prevalenceraduce fertility. The resultant rise
in the Contraceptive Prevalence Rate (CPR) from I2%991 to 28% in 2000 cannot be
attributed to achievements made by any one seetiod, has involved significant
contributions from both the public and private hieadectors (Pakistan Reproductive

Health and Family Planning Survey (PRHFPS) 2001).

In recent years, there has been a substantialiris@mowledge of family planning in
Pakistan. It is estimated that 96% of currently nedrwomen are aware of at least one
contraceptive method (PRHFPS 2001). Knowledge ok ho obtain contraceptive
methods is also high; for example 76% of marriedna&n report knowledge of a place to
obtain female sterilization, an increase from 3724991 (PRHFPS 2001). Despite this
high knowledge of family planning, the CPR remdms and fertility remains high; this

situation is in stark contrast to the programmaticcesses achieved in other South Asian



countries. Pakistan’s fertility rate is estimatedekceed the ideal number of children by
more than one child, indicating a large unmet némd family planning services
(Mahmood and Ringheim 1997), the product of botack of adequate services and a
social milieu that is unfavorable to the adoptidncontraception (Sheltoet al 1999;
Mahmood and Ringheim 1997; Razzaque RukanuddinHardee-Cleaveland 1992).
Additionally, the coverage and quality of familyaphing services is poor, with only 10%
of the population living within easy walking distan of government operated family
planning services (Rosen and Conly 1996). Given pheadox of high levels of
knowledge of family planning and low levels of fdynplanning adoption it is necessary
to understand the factors that have prevented ladge transferring into use. This paper
focuses on health service characteristics thatienite the adoption of family planning,
using a sample of women of reproductive age (15adf&nding health services in urban
Pakistan. A greater understanding of the healthicemrelated factors that influence
family planning adoption has the potential to imgrahe provision of quality family

planning services.

Family Planning Service Provision

Decreasing population growth has become a permafeatire of Government of
Pakistan’s 5 year plans, which were initiated irb3.9The 5 year plans continue to
highlight the consequences of rapid population gnown social and economic
development, and the Government's resolve to suppioe population program
(Government of Pakistan Planning Commission 19®)ing the eighth plan period

(1993-98), the Population Welfare Program, the mpmgram under which the



Government delivered family planning services, nem@ significant political and
administrative support. Coverage of rural areasma®ased by extending the scheme of
Village Based Family Planning Workers (VBFPW) tol alistricts of Pakistan.
Simultaneously, the Ministry of Health also laundhbe Lady Health Workers (LHW)
program of Primary Health Care and Family Plannamgin increasing the coverage of
family planning services in rural areas (UNFPA 2008 2000, under the directive of the
Chief Executive of Pakistan, an assessment of thaulBtion Welfare Program was
undertaken, and it was recommended that all heaitlets should provide the full range
of family planning methods and services, a recontagan that was approved in 2001
(UNFPA 2003). The results of the assessment alsdd the merger of the VBFPW and

LHW programs, and were placed under the Ministrieélth in 2002.

All responsibilities for the provision of family ghning services in rural communities
now rest with the Ministry of Health. Community wers in rural areas provide oral pills
and condoms to their clients while other familyrplang methods are available through
the Basic Health Centre and Rural Health Centrevoréss. In urban areas all modern
family planning methods are available through thébligc sector. In rural areas
sterilization and IUD services are available omyrural health centers. However, the
integration of family planning services within basind essential health services in the
public sector is far from complete (UNFPA 2003)rtRermore, maintaining a consistent
supply of contraceptive commodities is a recurggoblem area for the public sector in
Pakistan. The current public sector initiative dspanding community based distribution

implies the use of a large number of providers.hSart approach, involving thousands of



staff, has serious implications for ongoing recatreosts and maintaining standards of
quality of care, which are difficult to sustain atut coordinating with the private sector
and NGOs, a coordination which is not currently emeay (UNFPA 2003). Achieving a

standard level of performance from health care ideyg is a goal that has not yet been
achieved, and requires increases in the numbeeréle health care providers, greater
provision of training, a consistent provision of nomodities, friendlier service

environments, and extensive supervision, none athwtan be presently provided by the

public sector (Karim 2004).

Although a large number of NGOs are involved in frevision of family planning
services in Pakistan, they remain largely dependergupport from the government, or
local and international donors. Some well establisNGOs, such as the Family Planning
Association of Pakistan and Pakistan Voluntary Heand Nutrition Association
(PAVHNA), have played a vital role in improving féynplanning service access among
marginalized groups, currently providing reproduetihealth services to a population
over 2 million (PAVHNA 2005). Similarly Marie StopeSociety provides quality
reproductive health services through its twenty oriEan-based clinics in all four of the
provinces of Pakistan (Marie Stopes Internation&0%). The Family Planning
Association of Pakistan, has160 work units, witkero&40 service outlets in all provinces
of the country, contributing 10-12% of the famillapning national service delivery. The
Family Planning Association of Pakistan has plagedeading role in adopting the
paradigm shift towards holistic development and pi®viding women, men and

adolescents with reproductive and sexual healthviceess (International Planned



Parenthood Federation 2005). NGOs in Pakistanm@»ade a range of services such as
advocacy for women’s rights, community mobilizatidruman resource development,
health education and communication in additionurative and preventive reproductive
health services. However, there has been littimébrassessment of the impact of these
NGOs on increasing family planning and reproduchiealth indicators in the population

(Karim 2004).

The Ministry of Population Welfare (MoPW) has atfged to address the challenge of
meeting family planning needs by encouraging th@lirement of the private sector in
family planning service delivery. The private sedgtoPakistan provides over 70% of all
health care, but has limited involvement in fanglgnning provision (Karim 2004). The
public sector currently provides approximately 5df/contraceptive coverage compared
to 20% by the private sector (Karim 2004). The msuiccess achieved by the private
sector has been the adoption of a social markedipgroach, in which commercial
marketing techniques are adapted to the provisiofamily planning services, in an
attempt to make products and services availableadimidable to low income groups
(UNFPA 2003: Stephensat al 2004). Two social marketing programs are curreimntly
operation: Green Key and Green Star. Green Starlavaghed in 1997 under Social
Marketing Pakistan (SMP) and is focused on urbaeasar The Green Star network
currently includes 11,000 health care providershwan estimated 20% coverage of total
couple years of protection (Green Star 2005). Tree® Key network is implemented by
The Futures Group and was launched after Green Stagen Key offers training in birth

spacing counseling and access to hormonal contieeeproducts (Famila-28 and



Nordette-28 oral contraceptives and Depo-Provgextables) to physicians, paramedics
and pharmacists interested in expanding their fapldnning services (Green Key 2005)
Health care providers can participate in both Gigem and Key networks if motivated to
expand the number of contraceptive methods anddbraffered. Social Marketing
Programs now provide almost one quarter of modentraceptive coverage in Pakistan
(60% of all condom use, 45% of all pill use, appneately 6% of injection use and 7.5%
of all IUCD) (Karim 2004). Despite the range of hieacare providers currently offering
family planning services in Pakistan, little is ko of the health care characteristics that

are associated with the adoption of contraception.

Barriersto family planning service use

The influence of physical access on the utilizatdrfamily planning services is well-
founded (Tsui and Ochoa 1992), although researaet me@ognizes that problems of
access extend beyond physical access to serviogs,naglude issues of economic,
administrative, cognitive and psychosocial acceSgephenson and Hennink 2004;
Bertrandet al 1995; Foreitet al 1978). Furthermore, the barriers to family plagnin
service use are seen as extending beyond factematomy at the individual and
household levels, to include characteristics ofseal and cultural environment and the
health service infrastructure. This view of accesgnizes the importance of attributes
of the health system in shaping an individual'dighio seek health care, highlighting the

importance of the supply environment on health céitization.



Previous studies of the use of reproductive hestlhiices have largely focused on factors
operating at the individual and household level®allly categorized as demographic,
socioeconomic, cultural and health experience factbemographic factors that have
been shown to increase the likelihood of using adpctive health services are; low
parity (Magadiet al 2000; Kavitha and Audinarayana 1997) and youngatemal age
(Bhatia and Cleland 1995). Socioeconomic factoosydver, have been shown to be of
greater importance in determining health serviggzation than demographic factors
(Obermeyer and Potter 1991). Whilst demographitofacmay shape the desire to use
services (e.g. younger women may have more modgtundas towards health care use)
the socioeconomic status of an individual and tleiskhold in which they live
determines the economic ability to utilize healdrvices. In terms of socioeconomic
factors, the most consistently found determinanepfoductive health service utilization
is a woman’s level of educational attainment (Ad@i@P8; Bhatia and Cleland 1995;
Magadiet al 2000; Nuwaha and Amooti-kaguna 1999; ObermeyeB)199 is thought
that increased educational attainment increasggsarse by increasing female decision-
making power, increasing awareness of health ssyichanging marriage patterns and
creating shifts in household dynamics (Obermey&3)19Cost has often been shown to
be a barrier to service utilization (Griffiths aBtephenson 2001: Bloogt al 1999) and
also influences the choice of service provider.i@@onomic indicators such as urban
residence (Addai 1998), household living conditighagadiet al 2000; Bloomet al
1999), household income (Kavitha and Audinaraya®87) women’s employment in
skilled work outside the home (Addai 1998), highells of husband’s education (Nuwaha

and Amooti-kaguna 1999) and occupational statusvthia and Amooti-kaguna 1999)
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have also proven to be strong predictors of a wdsrldelihood of utilizing reproductive

health services.

Both demographic and socioeconomic determinantsrepfoductive health service
utilization are mediated by cultural influences loealth service behavior (Basu 1990;
Goodburnet al 1995). The most evident psychosocial influencesfamily planning
service use amongst women in Pakistan are the lmehbaorms that relate to residence
in an Islamic society. The prevailing value systeshgurdah andizzat encourage the
segregation of the sexes and the confinement ofemota the family home, reducing
women’s mobility and access to services. Familynpiag services with male
practitioners, or those located in areas whereethey be males present a barrier to use
for women who are observiqurdah Women may need permission from their husband
or household elders to seek health care. Additipnidde doctrine of Islam has often been
interpreted to forbid the use of family planningthwas (Obermeyer 1994: Underwood
2000). The ambiguity of the interpretation of thelyHKoran towards family planning
means that attitudes towards family planning in Mugommunities are often shaped by
local consensus of opinion (Amgt al 1997). Hence women’s use of family planning

services is often shaped by the prevailing religiattitudes of those in their community.

In addition to individual, household and communiigrriers to family planning service
use, previous studies have highlighted the infleeat the supply environment on an
individual's ability to utilize services. Numeroustudies have demonstrated an

association between service quality (or perceivgality) and an increased use of family
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planning services (Koenigt al 1997: Magnanet al 1999; Mensclet al 1996). In a study
of family planning service provision in Tanzaniae&eret al (2000) found that provider
bias in method promotion and age restrictions &éube of some contraceptive methods
lead to the creation of restrictive barriers to tcaceptive adoption. Similarly, Williams
et al (2000) demonstrate high levels of dissatisfactiotih family planning services in
their analysis of exit interview data from eighttinaAmerica countries, with long
waiting times and cost of services highlightedresmain areas of dissatisfaction. Thus,
the characteristics of family planning servicesnikelves may act as a barrier to service
use. The influence of service characteristics omice use may also be influenced by a
woman’s previous experience of health services.viBue contact with health
professionals creates both confidence and fantyliami using health services, making a
woman more likely to use other reproductive heaénvices. A woman’s previous
exposure to health services has been shown tosbereg predictor of her propensity to

utilize reproductive health services (Basu 199@oBiet al 1999).

In the 1990s there was an increased focus on ygudlitare in family planning services,
with the implicit assumption that improved qualiby care would result in efficient

services and increased service uptake. Qualityamd tays the foundation for long term
contraceptive use and greater client satisfactidain( 1989). In a cross country
comparison of 15 countries Blartal (2002) has shown that within a year of starting us
of a method, between 7% and 27% of women ceaseatdige contraception for reasons
related to the quality of the service environme8imilarly, in Peru contraceptive

prevalence would be 16-23% greater if all womegrdivn areas with reproductive health
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services providing highest quality of care (Mensthl 1996). In Bangladesh clients who
received what they perceived as high standards aoé d¢rom field workers were
significantly more likely to continue contraceptivee compared with those who felt that
they received poor care, although the effects alityuof care provided by field workers
upon contraceptive acceptance were less pronouticed those upon contraceptive
continuation (Koeniget al 1997). Thus what may be most critical is not thsaddute
number of methods offered to the client but therdegf trust, rapport and confidence
established between the field worker and the cli&utitching between contraceptive
methods also increases as the quality of serviffesed increases with good counseling
encouraging clients to present earlier and leatbhnmore informed method choice and
the switching between methods as reproductive iiaies change (Bongaarts and Bruce

1995).

Using data from the Pakistan Demographic and Healitvey (1990-91), Mahmood and
Ringheim (1996) examined the effect of socio-caltuand supply factors on

contraceptive use among married women of reprodeietye. In addition to the expected
positive influence of women’s age, number of liviogildren, education and place of
residence on contraceptive, other factors spetifihe Pakistani context were found to
influence contraceptive use. These included theergxbf spousal communication,
religious beliefs, female autonomy, son preferearog characteristics of family planning
services. Additionally, Milleret al (1999) showed that despite the “courtesy bia$é (t

tendency for clients to report satisfaction witlhvemes) a substantial proportion of users
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in Pakistan are not satisfied with female modemtrazeptive methods, with 59-67 % of

women reporting negative effects on sexual relation

Given the demonstrated unmet need for family plag@ind the high levels of knowledge
of family planning in Pakistan, there clearly exisrriers to family planning uptake.
Stephenson and Hennink (2004) demonstrated thatoeawo, cultural, cognitive and
administrative barriers to family planning servigge all exist among the urban poor,
highlighting the range of barriers that may exgsisérvice use within one environment.
This paper extends upon previous research throngtxkamination of the health service
factors that influence contraceptive uptake amomwognen attending health facilities in
urban Pakistan. The analysis examines the influ¢nae characteristics of the service
provider and the health establishment have uponathkty of the client to adopt a
method of family planning when she attends a hdalthity. A greater understanding of
the influence of the provider and the health faciiin family planning adoption has the
potential to inform the provision of quality familplanning services through the
identification of characteristics of the healthwseg environment that can be harnessed or

changed to improve service delivery.

Data

The data for this analysis comes from a multi-stelgster sample of health facilities,
their health staff, and clients conducted in urBakistan, under the Alternative Business
Models (ABM) project at the University of North @dina- Chapel Hill (Carolina

Population Center 2005). Health facilities werepked first, and then staff and clients
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were sampled within health facilities. The sangflaealth establishments was drawn for
the urban areas only as the ABM project was oriyirancerned with franchised health
services which are located only in urban areas.tieCiwere stratified into three
population size groups and a total of eleven citiee selected with probability
proportional to size (PPS). Within cities wardshe low to middle income areas were
sampled using PPS and all health facilities wittiese wards mapped and listed. A
systematic sample of facilities was then selectétl & target size of 1000 and actual
sample of 993 health facilities from the governmgnhon-governmental non-profit,
pharmacy / other, and private sectors. The prikatdth facilities were then divided into
franchised and non-franchised health facilitiestidi each selected ward all franchised
health facilities were sampled. Across all typesheélth facility, all health staff in the
facility were enumerated and all authorized to ptevfamily planning services were
interviewed if present; the achieved sample size Wal13 staff. Clients presenting at the
sampled health facilities on the day of the fagidurvey were listed; and with the
estimated daily volume and after a random staghteclients (male or female) were
selected systematically for exit interviews at eaith. The total client sample size was

7,431 in 993 health establishments.

The client questionnaire collected data on purgoseisit to the health facility, service

preferences, satisfaction with services, backgrodechographic and socioeconomic
characteristics, and history of family planning .uSke provider questionnaire collected
data on provider training experience, training duaand client loads. The health facility

guestionnaire collected data on service activity fatures, commodity availability, and
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physical characteristics of the health facility.eTata for providers and clients can be

linked to the health facility at which they workttend for service.

The present analysis examines the determinantsacemtive adoption among women
attending family planning clinics. The analysisréstricted to women with at least one
child who are attending a family planning cliniceMare not considered in the analysis
due to potential differences in the covariatesuigrficing contraceptive adoption between
men and women: 3239 men are removed from the sampléparous women are not
considered in the analysis due to the very low caarmf such women choosing to adopt
contraception: 514 nulliparous women are removeumfrthe sample. Only health
facilities that offer family planning services am@nsidered in the analysis, resulting in the
removal of 2685 women from the sample. The reslaisample of 993 women of

reproductive age (15-45).

Methods

The analysis considers a three stage process natape at the health facility; first the
client is motivated to adopt family planning, seddhe provider asks the client about her
fertility intentions, and third the client receivasnethod of family planning. The analysis
fits a logistic model to a binary variable codea éginthe woman meets all three stages of
this process; she expressed a desire to ceasaam shildbearing, and the provider asked
her about her fertility intentions, and the cligthien received a method of family

planning.
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Figure One illustrates the conceptual frameworkduse inform the selection of
covariates for the model. Stage one, the womarssal& cease or space childbearing, is
influenced mainly through individual and househ&del factors. The decision of a
woman to control her fertility is assumed to be freduct of the socioeconomic and
demographic characteristics of herself and othefrser household. There is an argument
for the inclusion of community level influencestlis stage, to reflect societal influences
on fertility, but the ABM data does not collect conmnity level data. Stage two, in which
the provider asks the client about her fertilitefierences is presumed to be influenced by
provider characteristics, with the assumption tharovider's knowledge to ask a client
about fertility preferences is a product of theraiing, working activities and
background characteristics. Stage three, in whieh grovider receives a method of
family planning, is assumed to be influenced by lthe&acility characteristics, for

example the current range and availability of mdghelient volumes and staffing levels.

The independent variables in the model are growgmmbrding to the stages of the
conceptual framework. For stage one, only the theparity and level educational
attainment are included. The analysis sample iglayhselective clinic-based population
with an expressed desire to cease or limit childbgaand thus is already selected on
many of the socioeconomic and demographic chaiatitsrthat influence service use or
the decision to adopt family planning. For stage,tiihne provider, the model considers
the mean number of years of family planning expexeof the provider, the proportion
of providers who have received in-service trainmdgamily planning, and the proportion

of female family planning providers. For stage &hreéhe health facility, the model
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considers the mean number of family planning methaftered by the service, the mean
number of staff offering family planning servicéise number of doctors and the number
of Lady Health Workers (LHW) present at the hedHbhility, the proportion of the
medical staff that are doctors, and the proportibmethods offered that are available at
the time of the survey. The model also considees tifpe of health facility (public,
private, NGO), whether the health facility has pasate area for family planning service
provision, and whether the health facility displafgnily planning IEC materials.

Distributions of the independent variables are giveTable One.

Results

Of the analysis sample, 23% (228 women) reportedl ttiiey had a desire to cease or
limit childbearing, had been asked by the providetheir fertility intentions, and had
received a method of contraception. Table Two shtvsmodel results. In terms of
client level factors, both parity and educationhiament were significantly related to
the receiving of a family planning method. Relatisevomen with no education, women
with secondary or higher education have signifigahigher odds of receiving a method
of family planning (Odds Ratio (OR) 1.77). Womdrnparity 2-4 (OR 4.98) and 5+ (R
9.34 have significantly greater odds of receivinf@mily planning method than women
at parity 1-2. In terms of provider characteristitgere was a significant negative effect
of the number of years of experience of family piag held by the provider (OR 0.96)
on the client’'s odds of receiving a family plannimgthod. At the health establishment
level, there was no significant influence of theedyof health facility a client was

attending or the health establishment’'s memberishipfranchise network on her odds of

18



receiving a method of family planning. Women atiagdhealth facilities that displayed
family planning IEC materials (OR 1.78) were sigrahtly more likely to receive a
method of family planning. The number of family mhéng methods offered by the health
facility was not significantly related to the outse, but the proportion of methods
usually offered that were available at the timesafvey had a significant positive

influence (OR 2.38) on a woman'’s odds of receiangethod of family planning.

Three measures of staffing levels were signifigamtlated to a woman’s odds of
receiving a family planning method. The percentafjighe health facility staff who

offered family planning services (OR 1.26), and thember of doctors of the health
facility (OR 1.21) were both positively associatmgh a woman’s odds of receiving a
method of family planning. However, the number afly Health Workers (LHWSs) at the
health facility has a significant negative asseora{OR 0.77) with a woman’s odds of
receiving a method of family planning. The numbérfamily planning clients who

attended the clinic in the month prior to the syr@R 1.02) was significantly positively

associated with a woman’s odds of receiving a fapidnning method

Discussion

This analysis examined the individual, provider dmalth establishment characteristics
associated with the receiving of a contraceptivéhoe among women attending health
establishments in urban Pakistan. Previous studieshe factors associated with

contraceptive adoption have concentrated on indalidnd household factors present in

the general population that inhibit or facilitatdoation. For example, Stephenson and
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Hennink (2004) examined the barriers to the upt@kiamily planning services among
the urban poor in Pakistan, concluding that wonaeed significant economic, social and
administrative barriers which prevented them frocoessing family planning services.
The analysis sample, however, represents a veegtsgloup of women: those who have
surmounted these significant social and economigdra to access health services, and
women who have a desire to limit or cease childhgar Previous studies have also
shown that access to reproductive health servEesgnificantly related to educational
attainment (Addai 1998: Nuwaha and Amooti-kagun89)9economic status (Kavitha
and Audinarayana 1997) and indicators of femalerauny (Obermeyer 1993). The
women in this sample are thus likely to be weaithoé higher education, and have more
autonomy than women in the general population. réselts of this analysis are thus not
representative of the general population of woménraproductive age, and the

interpretation of the results should reflect thiestvity of the sample.

Few individual level variables proved to be sigrafitly related to the outcome, the
product of the highly selective nature of the aslysample. However, even after such
selectivity, both the respondent’s level of edumadi attainment and her parity were
significantly associated with the receiving of qaception. Women with educational
attainment of secondary level or higher, and womtgparity 3 or higher had significantly
higher odds of having a desire to use a methodofraception, of being asked by the
provider if they wanted to cease or limit childbegr and of then receiving a method of
contraception. The significant association betwearity and the outcome likely reflects

the combination of two processes: women of highaaity are more likely to want to
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adopt contraception (the first stage of the proocasgeled), and women of higher parities
are also more likely to be asked by providers dytlwish to use contraception (the
second stage of the process modeled). The effeetleation suggests that even after
surmounting the barriers faced in accessing sesyvieeomen with higher levels of
education have a significant advantage in terntbaif likelihood of receiving a method
of contraception. This may reflect an associatietween educational attainment and
wealth; women with higher levels of education mayrbore likely to be able to afford
contraceptive methods. Alternatively, women of leigkeducation may be more able to
articulate their fertility desires, or may recewmre favorable attention from providers.
Previous studies of quality of care in family plargiservices have identified a provider
bias towards more educated clients (Schuler andsaiins1998) with the poor and

uneducated often feeling they lack power in inteoas with service providers.

At the provider level only the mean number of yeafr®xperience in family planning

provision was significantly associated with theamme. The relationship was negative,
suggesting that greater mean number of years ariere of the providers at the health
establishment is associated with a decreasedHi@di that women attending the clinic
will be asked their fertility desires and will réee a method of contraception. The model
also controlled for the receiving of in-serviceitiiag, so it is unlikely that this negative

relationship reflects a lack of training among merperienced providers. The negative
association between the mean number of years dlyfghanning service experience and
the outcome may reflect an underlying associatietwben the age of the provider and

the likelihood of the client receiving a method aifntraception. Providers with more
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years of experience are likely to be older, andiprtes research has suggested that client-
provider interactions are more likely to be clieetatered (and thus more effective) when
the provider is aged under 30 (Abdel-Tawab anddR@002). Young providers are not
only more likely to be closer in age to the cligmif may also have less traditional views
surrounding fertility and contraception. In Pakmtaociety particular importance is
placed on the respect of elders, and thus a youwtiget may feel intimated by or unable
to communicate freely with an older provider, desiag the likelihood that the client
will receive the service they desire. The analgss® explored the influence of the gender
composition of the providers on the outcome, yetgioportion of providers at the health
establishment who were female was not significarglgted to a woman'’s likelihood of
receiving a method of contraception. This is a g8sifg result in the context of Pakistan,
where the prevailingpurdah system encourages the segregation of the sexebnaitsl

women’s access to health care by male providers.

Several significant relationships were identifiegtvieen the characteristics of the health
establishment and the likelihood that the responaesuld be asked of her fertility
desires and would receive a method of contraceptomen attending health
establishments where family planning informatiortenials were on display and where a
larger percentage of the family planning methodsalkg offered where available at the
time of the survey were more likely to receive ahmod of contraception. Both of these
results point to the importance of the preparedioéghe health establish in providing
quality family planning services. The presencerdbliimational materials indicates the

health establishment’s efforts to inform and edectieir clients, while a larger
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percentage of family planning methods in-stock ®stg) the health establishment’s
ability to provide a range of family planning metlso thus increasing the likelihood that
the client will be able to receive her desired rodtiof family planning. Both of these
relationships also point to the health establishtieerapacity for service provision; the
presence of information materials and a high peagen of in-stock family planning
methods indicate the health establishment has ganmational infrastructure that is
supportive of the provision of family planning sees. Two indicators of personnel
capacity were also significantly positively relatedthe outcome: the percentage of staff
who offered family planning services and the nundfesdloctors currently working at the
health establishment. Again, these indicators sstgga relationship between
organizational capacity and the provision of sexsicHealth establishments with more
doctors present are obviously more able to prowdesices than those with limited
medical personnel. The influence of the higher @etage of staff that are provide family
planning services also points to the health esthblents ability to offer a range of
service providers. There was a significant positreéationship between the family
planning client volume in the month prior to thernay and the outcome. This
relationship may reflect a relationship betweerviserquality and popularity, with the
better quality services attracting the largestntliolumes; hence women are the more

popular health establishments may be more likehgéeive quality service.

The number of Lady Health Workers (LHW) associatéth the health establishment

had a significant negative effect on the outcomsyrarising result which is the opposite

of the relationship found with the number of dostat the health establishment. The
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LHW program was established to increase the aubilalbf family planning services
among rural and urban poor populations, and usesmtmity based health workers
(LHW) to deliver information and services. LHWs a@mmunity based and often refer
clients to health establishments to receive sesyiemd health establishments with a
larger number of LHWs on the staff are thus likéty be focused on community
distribution of family planning services. Healthtadishments with a larger number of
LHWs present are thus likely to be situated in padwan or rural areas, and consequently
may have poor infrastructures for the deliveryarhily planning services. Alternatively,
higher numbers of LHWSs on the staff may reflectabsence of other medical staff at the
health establishment, which may reduce the orgtaair capacity to provide quality

family planning services.

Conclusion

The analysis has examined in factors associatddanihree stage process in operation at
health facilities in urban Pakistan: whether thentl has a desire to space or limit
childbearing, whether the provider asks the clighntheir fertility desires, and whether
the client then receives a method of contracepiibie. results highlight that the receiving
of a contraceptive method on attendance at a heslfihblishment is the product of
characteristics of both the client and the heathldishment. At the client level, once the
client has surmounted the range of barriers toatteess of family planning services in
Pakistan, there still exist educational differelstin the receiving of a method of
contraception. At the health establishment levaljdators of capacity and preparedness

had a significant influence on the receiving of tcaceptive methods. The results thus
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demonstrate two important issues in the deliverfaafily planning service in Pakistan.
Firstly, there is a direct association of indicataf quality of care on the uptake of
contraceptive methods, with uptake more likely aalth establishments with greater
availability of staff and methods. Secondly, theeiging of a contraceptive method is
also strongly influenced by the clients own charastics. The results thus point to
several areas of potential intervention at bothdient and health establishment level.
Providers need to be sensitized to the differingdseof clients with varying levels of
education and of differing parities, while inforneet on family planning can be targeted
to women with lower levels of education who curhgnhave lower uptake of

contraception. Additionally, gains in service qtaltan be achieved through efforts to
provide diversity in method choice and staff presgrand by improving institutional

capacity for service provision.
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Figure One: Factors Influencing the Adoption ofearfly Planning Method among Women attending a Hegdicility
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Table 1: Frequency Distribution of Individual, Provider and Health Establishment
Characteristics. Figures are per centages unless stated otherwise.

Individual Characteristics

Parity

1-2 33.4
2-4 36.2
5+ 304
Education

No education 35.7
Primary 6.3
Secondary or Higher 57.9

Provider Characteristics

Mean number of years experience in family planning 9.58 (0-35)
Percentage of current health providers who have received iicesémaining 78.0
Percentage of health providers who are female 86.0
Health Establishment Characteristics

Member of a franchise network 40.9

Type of establishment

Public 42.1

NGO 7.3
Private 50.6
Family planning information materials on display 76.2
Separate area for family planning service delivery 68.9

Mean Number of FP services being offered 5.57 (0-10)
Mean number of the staff offering family planning services 6.4 2 (0-29)
Percentage of methods usually offered that are available tinghef the survey 0.72
Number of family planning clients in the month priotthe survey 213.17 (0-1676)
Number of Doctors working at the health establishment 1.0 (0-38)
Number of Lady Health Workers working at the health estaoként 1.0 (0-30)
Percentage of all health staff who are medical doctors 0.18 (0-1)
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Table 2: Logistic Model Resultsfor Receiving a M ethod of Contraception among
Women with an Expressed Desireto Cease or Limit Childbearing.

Beta (Standard Error) OddsRatio
Individual Characteristics
Parity
1-2 1.00
2-4 1.61 (0.27) * 4.98
5+ 2.23(0.29) * 9.34
Education
No education 1.00
Primary 0.09 (0.24) 1.09
Higher 0.58 (0.23) * 1.77
Provider Characteristics
Mean number of years experience in family -0.04(0.02) * 0.96
planning
Percentage of current health providers who have -0.19(0.31) 0.82
received in-service training
Proportion of female providers 0.55(0.44) 1.73
Health Establishment Characteristics
Member of a franchise network 0.45 (0.26) 1.56
Type of health establishment
Public 1.00
NGOs 0.60 (0.38) 1.82
Private 0.13 (0.28) 1.13
Family planning information materials on display, 0.58 (0.27) * 1.78
Separate area for family planning service deliverny 0.33(0.23) 1.39
Mean Number of FP services being offered 0.04 (0.40) 1.04
Mean number of the staff offering family planning 0.23 (0.06)* 1.26
services
Percentage of methods usually offered that are 0.87 (0.33) * 2.38
available at the time of the survey
Number of family planning clients in the month 0.001(0.00) * 1.02
prior to the survey
Number of Doctors working at the health 0.19(0.09) * 1.21
establishment
Number of Lady Health Workers working at the -0.25(0.12) * 0.77
health establishment
Percentage of all health staff who are medical -0.99(0.61) 0.37

doctors

* Significant ata =0.05
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