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oday's concern for "client-oriented" health care and service
provision emphasizes the importance ol peoples' needs and
expectations. Communication interventions, such as counseling and

:r.rerpersonal c.ommunication, are therelore essential in ensuring clients'
:ighr ro inlormed choice and in promoting the philosophical view that
:ecognizes health care clients as'dbcision-makers. Ellective client-provider
:ommunication and counseling are therefore central to a move toward a

:ljenr-centered and quality of care-focused program strategy.
This volume is a great leap in the history of research in lamily planning

::unseling service provision. Albeit the scant research efforts along the
.ire of lamily planning counseling service provision in the country, such a

,aken-for-granted phenomenon is examined comprehensively in this book.
an-.prrical data and analysis of the quality oi lamily counseling service
:ror ision within the context of the primary health care serting, specilically
:n selected public rural health centers and private clinics aiiiliated with
and'or managed by nongovernmental organizations, are detailed in this
!COK,

Researchers and observers of lamily planning in the Philipprnes are
.arniliar rvith many ol the situations described in this book, some of which
ra',e also been characterized and discussed in past researches and articles
:.a::::d in local and foreign journals. Hovuever, an analysis of the quality
,.:a:^:1r. planning counseling service provision that is as detailed and

--,:--::::e:lsive as the material presented here has yet to be seen. No
: ,: .:?-:.:: :n rhe past has paid adequate attentlon to the realities ol lamily
: :-' - = - - J:seling service provtsion and to rhe views as well as

XVI I



perspectives of the many stakeholders, namely, the cen:a:s' :..: -. .^-
planning clients, nonclients residing in the communi;r. :r-;-:. := .-:: --

service providers, supervisors/managers, elected local governr..:: -:: . ;
and civil servants, and community-based leaders. Moreor.'er. asl;= ::::-
describing the manner in which nonhealth care factors accounr : -: --: 

=

quality ol family planning counseling service provision, the volume a.s-

describes in detail both the "undesirable" and "best" practices in far:.:.'.

planning counseling in the country.
The scientifically documented data provide an essential baseline

description and diagnosis lor policymakers, program managers. anc

implementers interested in advancing the provision of quality care lamj.''
planning counseling and services. Given the current reorientation and minc-

set toward a quality of care approach to family planning care as well as

service provision, this is a iitting time to publish and thereby disseminare

the inlormation to an audience other than the health care sectors Indeed,

family planning and populalion issues are not merely a private marital

issue but a public concern as well.
This book is also relevant not only to researchers but also to medical

and health sciences students interested in the study of quality ol care and

the connections between program implementers and the people and their

community. Demonstrated in this book is the value of both quantitative

and qualitative data analyses to adequately capture a specific social reality.

With this material, researchers, policymakers, practitioners, and program

implementers can now move lorward in the continuing search for new

ways of bridging research and action leading to the altainment ol a much

more improved quality of people's lives.

The research work lrom which this book was drawn was carried out by

a team from the Social Development Research Center (SDRC) of De La

Salle University consisting ol myself as the project team leader, Dr. Loyd

Brendan Norella, M.D., Dr. Jose Alberto Reyes, Ph.D., and Cristina
Rodrlguez, M.A., the research fellows and project associates, and the

following research assistants: Avelita Lapitan, Jesson Butcon, Evelyn

Hernandez, Lyndon Bolo, and Divinagracia Colar. Some SDRC core stafl

have also helped in the process of implementing the research project,

specifically Ma. Aurora Esquejo, Lyndia Navarro, and Reynaldo Porsuelo

The project team benefited from the technical assistance provided b1'

the consultants from the Johns Hopkins University Center for
Communication Programs, Baltimore, Maryland, U.S.A.-especiallr' \1s

Jenniler Bowman-which then commissioned the team ol the SDRC --

undertake the research on the "Assessment ol the Quality oi Famllv Plar: .: =

Counseling within Selected Reproductive Health Services." T:e i.:=: - .



$pport which made the research possible came from the United States
Agency for International Development (USAID), Washington D.C. The
research report from which the present manuscript was drawn was reviewed
by a team of evaluators from the Johns Hopkins University center lor
Communication Programs. The manuscript was also polished by a pool of
editors-Alejandro D. Padilla, Alexander de Juan, Michael Francis Andrada,
and camilo M. villanueva Jr.-from De Lg Salle University press. All their
comments and suggestions have enriched the present material. To all ol
them, we extend our grearest gratirude and appreciarion.

Exaltacion E. Lamberte, ph.D.
Director, Social Development Research Center

De La Salle University-Manila
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illions ol Filipino women practice family planning. According
to the 2002 Family Planning Survelt, almost half of all women
currently ol reproductive age (about 5.6 million of them) use

ccritraceptives. Majority of these women are using the modern methods.
lL:s is $ood news.

Of rhose who are not practicing family planning, more than 20 percent
:aie a:ar unmer need lor it. This means about2.3 million married women
errr:€r Co not want another child in the immediate future or ever at all,
and a:e :ot using any form of contraception. A number of reasons have

fteer a1r'anced for the high incidence of this unmet need. Two of the most
rnmmcjuTar: reasons cited by the women in surveys are concern for their
:rmiljMi' n'!.ren using contracepiives and fear of side-effects. This is bad news

umaulse r rc1nts to the failure of the Philippine Family Planning Program
mu mmrcr:;n :cunsel these women and allay their health concerns and their
mE@E r. g@rarE .oniraceptive safety.

-Thrus $Eil;) bv rhe De La Salle University-Manila Social Developmenl
Mr Cen;er DI-SU-SDRC is therefore very much welcome. It addresses
dffic llurrmrutu&e gap in the family planning counseling process, how it is
*mnoIlWr fu,rc- and luhat possible approaches can make this process more
mrymrrgmL!:d Thus sr.rdy on the quality bf the family planning counseling

mm@s u mme*orr.hy for incorporating data from various stakeholders-

mq@fin mmfiqgers at various levels, health service providers, even family

ffiGrt Clrcroms-and for using a variety of research methodologies and
llErilrnrm[GiIF!.* The publicarion of the study's final output aims to provide

xxl



data that can be used by policymakers, program managers, academics,

and other groups interested in counseling as experienced by Filipinos.

on behalf of usAID, I congratulate the Johns Hopkins Universiry/
Population Communication Services, which supported this study, and the

DLSU SDRC, which carried out the research and published the results. I

hope that this study will help improve family planning counseling in the

Philippines in order that the health concerns and fears of side-effects of

many Filipino women will be effectively minimized and that they will
practice family planning as part of a normal, healthy lifestyle'

Carina Stover

Chief, Oflice of Population Health and Nutrition
USAID-PhiliPPines
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Fonn*onJ 2

y n rhe iield of re:r:i-l-.:\= :ealth, communication interventions
I
I such as :r:::ct:=::,. ::::::unication and counseling (lPC/C) are

I recogr:zec"as -sse..:.a. -: :.elo ensure informed choice and promote
clienis as ce::s::..-:.are:s. Quaiitr- lamily planning counseling can
conir:bu:e :: :'. era.. g:ea:e: c,lent satislaction and improved lamily
pia:rr:ng .--:::r- Ja:lc:. :ares \".i:h adequate management support, eflective
IPCi C rn fan:li riann:ng is rne centerpiece of a high-quality lamily planning
prograrn.

\\'irh support from the United States Agency lor International
Development (USAID) in the Philippines, under the Population
Communication Services cooperative agreement, the Center for
Communication Programs (CCP) of Johns Hopkins Bloomberg School ol
Public Health commissioned the Social Development Research Center
(SDRC) of De La Salle University to conduct a highly participatory,
multisectoral iamily planning counseling assessment to explore client and
provider experiences and expectations in family planning counseling. The

results ol this assessment, the first of its kind in the Philippines, are detailed
in this report.

It is with thanks and appreciation that I congratulate the SDRC team,

which was led by Dr. Exaltacion E. Lamberte and included Cristina A.

Rodriguez, Dr. Jose Alberto S. Reyes, and Dr. Loyd Brendan P. Norella. The

SDRC team tested and finalized the tools, managed the research teams,
and delivered the linal report I would also like to thank the CCP staff
nembers in the Philippines and at our central office in Baltimore-Jose



Miguel de 1a Rosa, Rosario Nolasco, Michelle Heerey, and Jennifer
Bowman-who designed the assessment and adapted the tools using sirnilar
processes and methods CCP has used in other countries around rhe globe.
This research contributes to lurthering our understanding and outlines
recommendations various stakeholders (clients, nonclients, providers.
supervisors, and local government officials) have to improve the qualiry of
lamily planning counseling in the Philippines.

Edson E. Whitney
Regional Director, Asia

Center for Communication Programs

Johns Hopkins Bloomberg School of Public Health
Baltimore, Maryland, U.S.A.
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he cur{ent concern for "quality of care,, or ,,qua1ity service,,
underscores clients' r.reeds and expectations in family
planning (FP) and the biinging of persons,/clients back to

the center of FP service provision. communication interventions,
such as counseling and interpersonal communication, are seen as
essential in ensuring informed choice and in promoting the
rhilosophical view that recognizes ciients as decision-makers. The
rr:r'ision of quality FP counseling could contribute to overall client
-<:::slactlon and improved continuation rates. Effective client-
::''":cer communication and counselin.q in F! therefore, is the
,t:::trpiece of high quality Fp service piovision. It is central to a
:----,. .or\-ard a client-centered and quality-focused program
S :: i-:: :.,- .

L===rch that is specific to FP counseling and client-provider
'-:-:'::..-:--.rl I'CPI) ls rather scant in the philippines in spite olthe
,---'--rr-::- -.s s:r-rdles done on FP services provision and utilization.
.:-.-: :. ,-..:l-,- seen in the succeeding section of this report. In-.'-: : -::s a :omprehensive study subh as this present research
-s : --:- j , :: il:peratli,e. This study assesses the quality of Fp
,: -,:--s.--:--: -'-:::eltir- provided in both public and private service
de -:','=:"' : -:::s s:ecificallv the public city/tura7 health unlts and
r:e :r--.'::: --i::ics t.nanaged by and/ or affiliated with
no n : I -;. :lt--: e :-. : ; - or gatlizations (N GO s).
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This study is significantbecause of certain features that dlstinguish

it from the few researches previously done on FP counseling in the

country: a) it is comprehensive in scope in that it also explores the

managernent suppofi provided to FP counseiing provision; b) it
considers the viewpoints of the program's stakeholders, specifically

those of clients, nonclients, health sen'ice providers, supervlsors, loca1

government officials, and selected leaders in the community; c) it
includes males/husbands as respondents of the studl'to recognize the

importance of male involvement in FP program; and d) aside from
assessing the current FP counseling situation and practices, it provides

direction for improvement b1' ellcitir-rg lnputs irom those directly
involved in counseling such as the ciients, pror-iders, supen'isors, and

other key stakeholders. Altogether, these features identrfi- the needs

and expectations of the major stakeholders as rre11 as map out
suggestions and recommendations to strengthen FP counseling
provision in the countrl'. \loreover it has alreadl- been a decade since

a natlonwlde studl' on interacriol fs$reen cllents and FP workers at

the rural health units (RHUs) and barangay health stations setting

was conducted (Ravmundo et ai., 1990). It lsbuttimely andapproprtate

that an updated situationer on FP counsellng which is mfich broader

in scope but much more focused in subject domain is undertaken.

This research addresses these nagglng questions: a) What is

the current status of the FP counseling process and how effective
is it in addressing health concerlls, fears of side-effects, and rumors
and misconceptions?; b) Does the counseling process fo11ow the

standard demonstrated and specified in the Greet, Ask, Te11, He1p,

trxp1ain, Return (GAIHER) Approach?; and c) How do stakeholders

view their role in FP counseling and u'hat suggestions do they
have for improving FP counseling?

Specifica11y, this study aims to:

1. Conduct a review olpast researches done on FP counseling

in the Philippines;
2. Review the variants and common elements of the GAIHER

modules designedby Johns Hopkins University (JHU) Center

for Communication Programs (CCP), United Nations
Population Fund (UNFPA), and EngenderHeaith;

3. Assess the actual FP counseling provision, behaviors, and

practices from the viewpoints of different stakeholders
specilically the clients, nonclients, health serr-ict
providers, supervisors, 1oca1 government officials, a:l-
selected leaders of the communitY;

2



- Ll::--:-:'.- streuqrl.ts, rr-eaknesses, and gaps in FP counseling
:-::-:]]--r.]ice; and

: l"l.-: :..ommendations to strengthen FP counseling
:-=:.-::::arLce in both public and private health facilities.

-':--:= :r- ilan\- concepts that have evolved with regard to the
:r',:::---1a ,- FP counseling. For pur'poses of commonality in

'. , -:'.': a::ci standards, this study adopts the definition provided
: - :y- Department of Health f DOH) Clinical Standards Manual::- Department of Health (DOH) Clinical Standards Manual

:,: ::- FP counseling is a face-to-face communication wherein
-.-:.= :? serr-ice provider helps the clients ntake a decision about
::.:: :rrri,rtr-." Specifica11y, it is a two-way communication process
: : -.-,..-.. n the provider and the client. The goal of this
- , ::-rr.r:-:nication is to assist the client in making a free and informed
i:,:sion about his,/her fertility (DOH, 7997). It is assumed that
:rrc counseling enables a health worker to assist clients in
:jroosil-ig a method that best suits them based on their needs.
Furthermore, it is expected that counseling helps increase
continuation rates and minimize dropouts. It also leads to increased
acceptance of FP.

Quality is viewed in this stirdy as a generic term referring to the
extent to which FP counseling practice is able to meet the
expectations and needs of the clients; the expectations of the
providers, health professionals, and supervisors; and the standards
set b,v the health system organization and/or facility. In the same
manner, the study adopts Judith Bruce's (1990) operational definition
of quality, viewing it mainly in terms of the way individuals (or clients)
are treated by the system providlng the services.

lQn.no".h M.fhoJ.

This study ulllized multiple methods involvlng both qr-rantitative
.::; or-ralitative research methodologies, thus meetin_q t1-Le

:: l'l:rements in adequately assessing FP programs ir-r relatir-e1r-
- - ,.,--:rer-alence countries. Speciflca11l., the str-rdr- made nse of
:r. :ollorring data-collection ntethods: a't face-ro-face
se:rrstructured exit lnterr-ierrs rrith clier-Lrs: b'r face-to-face
senistructured interr-ierrs rrith no:iciielts in their homes.
:esrciences; c) in-depth :n:err-iei.-s -',-::r-L oror-iciers; dj in-depth
:l:err-rerrs rrith clrnic jra?.GS sLipet''.-:sors: e ) strllctLtred facilitf.
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observation method; I structured stakeholders' lneetin-qs :r-:t:: - - ,...

managers, providers, clients, supervisors, a:nd barar.ga\- ieac.::
officlals; and g) use of audiotapes to capture actual FP counse-::l=
communication process occurrlng in the facility.

This study adopted the fo11or,r.ing dala-galherlng tools a:--;

instruments: a) interview schedule for clients, which was used dltnr:.
the conduct of exit interviews in the facilities; b) interviern' schedr"ile

for nonclients; c) interview schedule for health service providers; d'1

interview schedule for supervisors,/heads of facilities; e) the Quick
Investigation of Quality (aIQ Observation Tbrol; and f) Stakeholders'
Agenda and Matrlx Too1. These tools were originaliy developed br-

the staffof the JHU Center for Communication Programs in Baltlmore,

Mary1and, U.S.A. These r,r.ere then pretested andlalcr modifiedbased
on the pretest results submitted by the De La Sa11e University Social

Development Research Center-Family Planning Counseling
Assessment Project Team.

As stated earlter, this study is different from previous studies
on FP counseling inasmuch as it gives importance to stakeholders'
views and inputs in the process of assessing FP counseling situation
and practlces. Given this approach, the research included several
groups of respondents:

1. Clients: Those who sought the health services/care at the
city/rura7 health centers during the time olthe conduct of
the interviews. Specificall-v, the1. are women of reproductive
age, 15-49 years o1d, r,l.ho at the time olthe interview were
seeking FP and maternal health care services at the facility.
They were considered as the respondents of the exit
interviews.
Household Respondents or Nonclients: Those who were
interviewed in the residences/homes. They are :men and
women of reproductive age, 15-49 years old at the time of
the interview. They are either nonusers of FP andlor FP

users but at the tlme of the interview had stopped
practicing FP They are also known as dropouts.
Health Service Providers: Health personnel/staff
basically assigned to provide FP counseling to clients in
the city,/rural health centers and private clinics.
Supervisors: Health oflicers directly responsible for the
monitoring and supervislon of the health personnel basei
in and assigned to the health centers,/c1lnlcs covered'c-,'
rhe studr..

2.

3.

/1-
I

I



5. Community Leaders: Elected and informal leaders of the
barangar-s and or areas covered by the stud1,. Ther. rrere
rr-::.Lar:--,'recrutted to become participants of the
S:--i::- . -.:r:: :---.eetittg.

.:.- :. _.:_---l-:: : rr:Dondenrs participants per categorr. is
s:-- ,",:-- -r-- -=:-: i::ese \rere generally predetermined in a
::-,:!s s'-::--:-.: :l   etlota svstem. The Client and nOnclient
:-:: _ :-_::t-__s -.,,--:a selected nonrandomly uslng purposive
s :^::--: - -:-- : :: _ i: :::q _l e. Furthermore, only those health staff taske d
: :: -.- ;= : ? :o-:nseling \lrere recruited as participants of the

-:--: s:-:,,:ion of tl-re provider is therefore determined using
-::'.-: sa,Ipling procedure with an assigned Fp counseling
:r--e:.or: for selection. To facilitate selection, the referral

::::l::Ciate supervisor in the facility was elicited.

Table 1

Number of Participants and Activities Conducted

In terms of geographical coverage, the research cor.erecl 2g
public city/rura7 health offices and NGo private clinics frorr eight
areas in the country. The selection r,r.as based on the 1e'e1
performance of contraceptive prevalence rate (CpR) of the
provinces, as indicated in the 2000 National Statistics oifice r \So't
Famil5, Planning Survey. These areas \r,ere:

High-performing Areas:
1. Parrpan-qa, speciflcalh'San Fer.a.do Ct:-.,anci -\r.reeles Cln-
2. Bacolod Citr'. \eEros Occlclel:a1
3. Dar-ao Cltr- Da-.'ao
+ Ql.ezcn C'-ti- \ationai Capiral Region r\CR)
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Low-performing Areas:
1. Riza1, specifically Cainta and Antipolo Citr-
2. Thcloban City, Northern Leyte
3. Butuan City, Agusan de1 Norte
4. Pasay City, NCR

It must be noted that in each of these study sites, the research
covered one public health cenler/rural health unit and another
private c1lnic managed by and/or affiliated predomlnantly with
NGOs which are nonprofilin characler. In general, the private cllnics
covered were those service-providing NGOs affiliated with the John
Snow Researclt and Training Institute and those clinics under the
umbrella of Friendllr Care Incorp oraled, a nonprofit health service-
provlding NGO, and the Famil-v Planning Organizalton of the
Philipplnes (FPOP). A privately m.anaged clinic was aiso included
along with one clinic under the umbrella of Marle Stopes.

Both quantitatlve and qualitatlve tlrpes of data analyses were
used. Descriptlve statistics such as percentages, mean, andraling/
ranking \4,ere utilized. Cross-tabulations were also applied to
determine the pattern of the responses of respondents with the
type of health faci1lt1, and level of CPR performance of the area
being considered. Qualitative analvtical method was also employed,
specifically process anal5rsis and use of taxonomy or classification
system, the basis of r.r,hich is content analysis of responses.

[ie.rie* "f li.lol"J Lil.notrn.

FP Counseling Module-the GATHER Approach-
and Studies on FP Counseling and Client-Provider
Interaction in the Philippines

Part of the objectives of this research are to come up with
a cortpatative analysis of the GATHER Approach modules
developed by three different organizalions, namely, the JHU
CCP, the UNFPA, and EngenderHealth, and lo undertake a

review ofrecent studies done on FP counseling in the country.
This study made a co7'nparative analysis of the GATHER
modules ln view of the fact that it serves as the standard or
device that helps the provider remember with ease the sir
elements or steps in providing FP counseling to potential anc
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acrual FP users. Trained pro'iders ate expected to make use of
this der-rce as a suide to ir-rdividu a7 and. face-ro-face counseling
oro',-is:o:: lo cl:enrs ,'potential and/or aclual users). To better
=c:-l:ate ri-e c:esenration, a comparison of the elements of the
G-tr:-ER. -L::::,a,:,: ts presented in the first part of the discussion.
I: :. -:::::--: j:a:r-..- ^oiiorred bl, a review of the recent researches

Coreparison of the Content Domain of Fp Counseling
L[odune: The GATHER Approach

---- :::. :::te G-{IHER modules that have been developed for
:-:;,::s ,- F? :ounseling were aval7ab1e for analysis. One module
-;--:- -.',-:-S -_::s:oered, however, was the GAIHER model being
;=-.'=-:;:; :-r L\FPA. In this module, counseling has been
:--r:=::.i:::: ..11-er not only Fp but also the various elements of
:=::-::-----.'e ::ea.th. Given this situation, the comparison made
:-.':.--s s::;-.- ias been limited to only two modules, those of;:-::::i::H:a-:h and the JHU. Both modules focused primarily
_:- :i __:::sE---ng. A brief description of the UNFPA version is
!r:-.':;:; ::-...-ar'1s the end of this portion of the review.

-1 - t::-=o1 ractor in both moilules is the strong emphasis given
-: ,-:=:-:s !art:cu1arlv in the aspects of the active communication
::: -:ss -:-::r:::ed choice, and respect for clients,privacy and ideas.
-1s - :,::tr. G-{THER is generally client- rather lhan rnethod./
i=- -'.-:-:-::-.--:rlented. Both Fp counseling modules underscore
:-::::: ::::::ta:ton and client needs as well as the importance of
::--- ...-::-g :.e sequence and steps specified in the counseling
::- -:ss P:c',-iiers are given instructions to be conscious of the
:as.-s :::-.-:-,-:i in ever5. step. However, there are notabTe differences
::: :,::r::--:d;,es. speclfically with respect to the content of and,/
:,r -:s..-i:::cls ior each of the GAIHER steps:

?

,:: :::e ntodule, GAIHER as an acronym stands for the six
s:eps oi rhe FP counseling process, while in another
:llocure it stands for the elements.
Tl:e irstructions under ,,Greet), or the acronym ,,G,, are

-seneralir- the same except that in one module, an inquiry
abour reasons for visits is specified in ,,G,,while in another
module, it has been included in,,A.,, In addition,
explaining rr-hat should transpire during the visit was
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specified in one module, trrhile in the other, i1 rr-;s:l-:
mentioned at al7.

In one module, "A' stands for 'Ask,/Assess" and the questiol-ts

are directed toward assessing the ciients' demographic data,

health status (since medlcal hlstory is obtained at the same

time), and knowiedge on contraceptives and reproductir-e
needs. In another module, 'A" stands for 'Ask," or for
inquiries about clients' reasons for visits; their needs, wants,

preferences, and concerns; their reproductive health
experience; and what they want to do in relation to FP.

In "Te11" or "T," the content of instructions is generally the

same except that in one module, explicit articulation on

correcting rumors or misconceptions is made to be a

requirement in this step. Both modules, however, focus on
informed choice and the need to use Information,
Education, and Communication (IEC) materials when
giving informatlon.
Instructions in "He1p" or "H" are generally the same, that
is, a focr-rs on helplng the clients make a decision as to

In "Explaln" or "E," botl-r modules focus on the provision
of an explanation regarding the FP method chosen by the

client. The client ls assisted in adoptlng the behavior
corresponding to the method requlrements such as

"\^,arning signs" and in identifl-ing action to overcome
possible side-effects. Not much difference among the three
modules is seen with respect to this step.

"Return" or "R, " simi1ar11', stands for continuity
mechanisms such as referral, scheduling lor next visit, and

encouragement to come back in case of warning signs for
complication. Clients' satisfaction is dealt with, but only
in one module. In addition, one module explicitly
encourages the client to invite others to come to the facillty
for counseling purposes.

The UNFPA Counseiing Module (2001) devotes a separate

dlscussion on how the providers u'i1l carry out FP counseling rn'ith

clients. The discussion locuses on the aspe cts of: a) what it is like

to talk about FP to clients; b) t'hat information is to be glven to

clients; and c) r,r,hat it is like to asslst cllents in choosing a method.

In the first aspect, the providers are given lnstructions 6n [6rr :c

a



ask clients for sufficient tlme to discuss Fl the importance of
pror-iding prir-acv and understanding, and the provlsion of a quiet
e::r-rronrnent rr-here providers can listen to what cllents say, ask

and ansrrer questions, and respect the opinions of clients yet clarify
::e'-r doubts. Providers are also instructed to use visual aids in
erplarning the different birth spacing methods and to correct
::-risconceptions pointed outby clients in p polite and tactful manner.
In the second aspect, the providers are instructed to give information
about the benefits of contraception, different contraceptive methods
available, and where clients can obtain specific FP services. In the
third aspect, the providers are instructed to give clients enough,

honest, andbalanced information to help them make a decisi.on in
choosing a method. Providers are reminde d that clients themselves
must make the decision regarding which method to use and that
the role of providers is simply to assist clients in choosing whatever
is appropriate for them.

In the UNFPA module, the GAIHER Approach has been
expanded to cover various elements of reproductive health.
Counseling is defined as helping an individual become aware ol
hlmself,/herself and the ways in which helshe reacts to the
behavioral influences of his/.her environment. The counseling
session helps himlher establislithe personal rneaning of his,/her
behavior and to develop and clarify a set of goals and values for
future behavior. It should be emphasized thal counseling has been
described as NOT: information-giving, although information may
be gir-en; dlspensing advice; influencing attitude, belief, and
-5e::ar-ior b1' persuading, compelling, or threatening clients;
seiec:ing and assigning persons for jobs or actlvities; and
--:::e=ierr ing, although interviewing is seen as part of counseling
L\FP\ 2001). Expanding the concept to include the different

e -e:r::::s of reproductive health, GAIHER, as an acronlrm, stands

::r :l: ro-iorring counseling steps:

G : Greet clier-rts u-am1v
G:'a-: To establish rapport rrith clients

A = ,-rsk cl:ents abor-rt thertseh-es their healtir problems
G:,a-: To assess the reprodr-ratir-e health concerns and

-no ,',-ieoge of clients
T = Tell c,lents about health problems

Goal: To pror'lde reproductlve health information based
on clients' needs and knor,r'1edge
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H = Help clients choose alternative solutions
Goal: To help clients make a decision to ruee :

specific reproductive health needs
E : Explain how to go about the alternative soiution

Goal: To explain relevant :rnarragernent of the clients
specific reproductive health needs

R = Return for fo11ow-up

Goal: To ensure continulty of quality of reproductive
health services lor the clients

It is expected that when carried out in logical sequence, the
counseling process results in time saving and client satisfaction.
By systematizing the counseling process through the GAIHER
Approach, the counselor can make use of his/her time and effort
more efficientlv.

Lo.ol St"Jt., CorJr.tnJ o" FD Cor.,r"li.,g
o "J C lin,',1-Dno..,iJn" l.,fenoction

This section dlscusses the outcome of the review of recent
studies done on FP counsellng and client-provlder interaction
(CPI), and seeks ans\{,ers to the fo1lou'ing questions: a) What ls

the current state ofresearch on FP counseling and client-provider
interaction? b) What have been the findings of these previous
studies? c) What are the critical lssues that emerged? d) What are

the research gaps and unresolved research issues?

This literature revleu, includes only those studies done from
1990 to the present. Since 1990, there has been a dearth of studies
focusing on FP counseling ln spite ol the abundance of literature
on FP services and utiTizalion. Research of this nature and on the
subject area on cllent-provider relations and interaction is
admittedly scarcer hence, the motivation for this study.

Providers of FP Counseling

Literature indicates that the providers of FP counseling in
health centers may be grouped into: a) clinical workers (CWs),

that include medical doctors, nurses, and mldwives; and b)
motivational workers (MWs), consisting of health personnel other
than clinical workers, that include l:arangay service point officers

to



i-BSPOs-) barangar r-Lealtl-r rrorkers (BHws), and other colxmlrnit\-
r-o,ulteers. SL.ec:::callr- BSPOs, rrho are under the superr-lsion of
r::e Por-:,a.:rc:: O;ilcer. and BHU's, rrho are under the supervision
o- :::e C-:.,' L:a'-:.-:- Oll.-cer. perform the following tasks in FP serr-ice
..'.rtc'.'-s-r::: a :1c::i'a::t-ig potentlal FP cilents; b) fo1lol,r.ing up on
r:::I:-a, -,t a*:relli Llsers; c) referring of potential and current
..S::'S rl ,-cr-1 lrseiing clients; e) rgsupplying users r,r.ith
:,::-r.:::::r e s: I-i condr-icting educatlon drives; and g) doing some
:-::--::a- .,.or^ {-Ra}-rnundo et a1., 1990; David €s Clttn, 1995). A
rt..'-e-'.; oi the roles of the MWs, however, is seen as being important
::- -he 1i,sht of the findings gathered by past researchers. First, lt
'.,-as tbund that some MWs refused to perform their tasks because
o:1ack of confidence on their part (David & Chin, 1995). Second,
::er- iacked training on communication, motivation ski11s, and
kr-Lorrledge of specific FP methods (David I Chin, 1995; Raymundo
& Cabegin, 1992; Raymundo et a1., 1990; Bautista, 1985). Thlrd,
although CWs and city/rural health officers favorably rated the
performance of MWs, they also noted that MWs could not
elfectively perform their functions and responsibilities primarlly
because lack ef training. Some clients had also shown negative
attitude towards MWs and , fey did not trust them. Instead of
getting the advice of MWs, clients admitted going directly to the
health facilities to seek FP services. In one of the studies, a cily/
rural health officer required MWs to first refer the clients and
potential clients to the clinics,/centers before gir.ing them
commoditles,/contraceptives. While CWs clalmed they were able
ro handle any topic related to Fl MWs, on the other hand, did not
si-rorr confidence in discussing sr-rch topics as dispelling r.rmors about
ar-Ld misconceptions on FP, fears of side-effects, and early rnariage.

FP Client-Provider Interaction and Counseling
Performance and Practices

-\s trentioned earlier, previous studies indicate that
counse,:r-rg has been vierred from man\- perspecti\-es. For
ins:al:ce il the studr- of Rar-n-rundo et a1. (1990), counseling, like
rhe task of r::o:i'''atlr-tg has be en r ierr-ed as a segment of the broad
specrrunl ol c-:elt-r, orker it-Lteractiou, trhich is broadlr- and
operationalll- cieflned as the "behar-ior, r-ierrs, attltudes, and
perception of program representarir es and clients torvards each
other as thel- perform face-to-face or personal 1ei-e1 of exchange"
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(pp. t -2). This process involves information-giving, educatio n. a ::;
communication which, depending on the quality of interaction.
rnay lead to the establishment of client-provider interpersonal
relationship.

Clarifving the term information exchange in their operatrons
research, Jain and Bruce (1999) describe a popular notion of
counsellng:

One u,a-v to operationaTize l]ne client-centered approach is
to provide clients and potential clients with better and accurate

information. . . .

This means that the famih, planning programs have to pay

attention to the content of the information provided through
various channels, including through personal contacts at the time
when the client comes in contact rr-lth the provider. At times,

the word "counseling" is used to describe this encounter. We are

intentlonally using the phrase "Information Exchange" instead,

because the word "counseling" mar- be interpreted by some as

one-way communication from the provlder to c1ient....
Information exchange refers to a t\r-o-\1'a1' commrilication
process and could empo\{,er \\,omen (clients) to share if not take

charge of the process of making choices appropriate to their own

needs and circumstances (p. 7)

From the aforementioned notions of FP counseling, one can

deduce that counsellng tends to be associated wlth information-
giving, education, and communication processes.

The studies of Raymundo et a1. (1990) and Raymundo and
Cabegin (1992) revealed that a greater proportion of the rural
health units and barangay health stations in the country did
not integrate FP counseling in the range of maternai and child
health care services provided because they did not give priority
to counseling in the provision of services. The opportunity to
interface FP counseling in pre- and postnatal care was not well
rnaximized FP counseling had been least integrated in the
health centers' services provi.sion.

Towards the latter part of the 1990s, however, studies shorred
that FP counseling rvas made part of the safe motherhood and

women's health programs. Specifically, the stud-v of Osterla (199;b',
in the province of Batangas showed that FP counsellng u'as made

t2



parr of the maternal health care services provision. Results indicate
that FP counseling 1s integrated during postpartum care,
partlcularlr in the public hospitals. The nationwide quality of care
assessmenr studies, also conducted by Osteria (1996, 1997a) and
Lamberte and Rodriguez (1998), indicated lhe same pattern
rrherein FP counsellng was integrated in the broader spectrum of
hea-rh services provided in the ctty/utral health centers and
bara:-:ar- health stations.

\iiether or not it is FP counseling or CPI in general that
lushes the potential client to practice FP is an issue that has
remarned unresolved. However, one thing discovered in the study
of Ra1-mundo is the fact that frequency, rather than duration of
iir;eraction and counseling, has been a gteat rnterface in FP

practice. Duration of interaction and counseling was found to be
much more associated with building up motivation to use FP

,-Rar-mundo et a1., 1990), although the latter did not warrant direct
FP practice amorig potential clients. The same study also
indicated tltat an ayerage duration of 38 minutes is spent for each
of the CPI sessions. Among the types of FP clients, interaction
rr-ith never users lasted longer with an ayerage of 48 minutes;
u-ith past users, it was 38 minptes; and with current users, 35

minutes. It seems that the provider devotes more time to
encovrage the never users to practice FP and less time to
errco:urage current users andlor convince dropouts to continue
practicing FP. This situation may be explained by the tendency
of providers to be more conscious of recruiting new FP users
since the lalter counts more in the performance assessment of
the facility.

With regard to the medium of communication, studies
showed that FP providers' use of the 1ocal Tanguage
encourages clients to participate in the interaction and
counseling process (Raymundo et a1., 1990; Osteria, 1996,

1997; Lamberte & Rodriguez, 7998). The use of the 1oca1

language greatly facilitates understanding and knowledge
acquisition.

The evaluation of the providers yielded different results,
oepending on the domain of the interiction and counseling. The
sruir of Ravmundo et a1. (1990) indicated that ciients from high
CPR-performing areas in the country gave a positive evaluation of
the pror-iders; cllents were then generally reciprocated in a more
posi:ive :t ar,- b1' the u'orkers. However, clients from lou,-performing
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areas, particularly those coming from the NCR and I1oi1o, e\-a-ua::;
the providers less favorably, particularly in terms of frlendilless
attention to the clients' questions, simplicity of explanations ar:i
respect for clients. Clients from NCR also negativell. 61'31,-ru,"6

the workers in terms of providlng information on the varior-rs

aspects of the FP program. Providers received the least favorable
evaluation in terms of thoroughness of their FP-related
explanations regarding contraindications of methods, effectivene ss

of specific methods, and their availability.
This observation was siml1ar1y reglstered by Yansen (2001)

when she reviewed the literature on FP services in the Philippines.
She noted the following deficiencies in client-provider interaction:
a) rnanagen'tent of side-effects, r,r,hich according to her may be one
of the leading causes of discontinuation rates and dissatisfactlon
among FP users; b) lack of adequate understanding of risk factors,
side-effects, and folion-up visits; c) inadequacy in technical
competence on the part of the providers, particularly for the Depot
Medroxyprogesterone Acetate (DMPA) method; d) lack of
information exchange about reproductive tract infections during
vlsits, and the inadequacr. in probing the symptoms dnd potential
risk factors; e) lack of emphasis on FP methods that do not protect
the users against sexnalh'transmitted infections (STIs) and human
immunodeficiencr. r.lrr-rs (HI\'')i acq:ulred immune deficiency
syndrome (AIDS); and t) unsatlsfactor-v screening procedures and
screening questions.

On the other hand, results of the quality of care stud_v
conducted b5r Osteria in 1996 shou'ed that more tltanl'Lalf, if not
most, of the centers' staff demonstrated posltive action during the
CPI, particularly in telling the ciient about different FP methods,
ascertaining cllents' prelerred methods, asking the client about
his/her reproductive goa1s, and inquiring about the problems
relative to the method. Certain information was also given to the
clients on: a) how to use the method; b) effectiveness of the
method; c) contraindications; d) information about side-effects and
lheir management; and e) use of FP IEC materials. Most of the
providers were also noted to have told the clients when to return,
what to do when problems arise, and where to go when in need of
more supplies of FP devices.

In a quaiity of care assessment training practicum conducted
in 1996 by SDRC, the participants gathered results that rrere
somewhat different (Osteria, 1997a). The assessment outcon€
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srorted that rhe perce nrage of providers demonstrating lavorable
act-or: d-.ri::: CPI decreased nhen compared to that of the 1996

s:-, jr-. Srtciiica-ir-, the number of providers discussing method
:r=:=:er::: sia:Lis of lactation, and inquiry about problems with
::t.:-rt-i'--se .,,-ere r]-Ir-rch 10u,er when compared to 1996 data. The
s;^::--= -:s::-.-atior-t rras noted in the giving of information about
: :--::.::: ; r : ar ions, side-effects, and+thelr rna:nageTlTet:l, and
-l:. -.s: :': conrraceptive samples as illustrative educational

_ .': -- -; :--a-).

P::-,---ous studies (Raymundo et a1., 1990; Osterla, 7996,1997a;
. .:::'cer:e & Rodriguez, 1998) have indicaled lhat clients are

:.:--e:a11r- high11. positive and appreciative of their experience in
:::e c,,nics. They commended the good service andwantt treatment
accorded to them by the clinic staff and the providers.

The rrorkers, on the other hand, had positive attitudes toward
clients especlally with regard to friendliness, being attentive to
rrorkers' questions, respectfulness, and ability to express oneseif
r-rslng the 1oca1 language. In general, the interaction process had
been positively regarded by both the workers and the clients.
Clients also appreciated the time provided by the workers in
listening to their personal and-family problems. Results showed
that dlstressed clients generally sought the workers' advice and he1p.

The r,r.,orkers also expressed satisfaction and confidence in
motivating clients to practice FP. Nonetheless, while the medical
rr-orkers expressed confidence in dispelling misconceptions on FP,

fears of side-effects and early marriage, the community workers
r'-ere less confident in discussing these matters. Moreover, studies
:er ealed that, genera11r,, u.orkers themselves have misconceptions
a-l:r:::le FP program, and that the-v have the tendency to ignore
sa--.::: '-ssue s snch as cost of contraceptives, probable slde-effects,
a:-c l-sai..-a:riases ir-L the nse of different methods during the
StS:-:::s.

: ,.:::::r::::: e :::e ::redrcal rr orkers expressed concern abont
:::t:: ,.. r.--:.i :: :h: :e1:er. -\s'-de ilor:l t-t-totir-ational and cor-rnseling

:as-<s :::.;::a- -..._,1.,.:s a:e i\L1ec:ed io,_.ror_ide edr-rcation, health
ser"--::s a::i s:::-::s:, -,:::::-. l:--.-.- ._^so lar-e to do I'arious tasks

:ec-';::e c i--. ::::.: rlrt:ra:t:s ::: aidi:..irr-l to the hon-Le visits. The
aair:ir:ra- ia::-t:-,-::ta-l:le::;nce ali aot:rinistratir-e rrork rvere also

laisec br- sol:e rleo-cai -.ioriers as possible obstacles to their
effectir-e peribnriance ir-i FP cour-rse1lng ar-rd provisior-r of productive
CPI.
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With regard to privacy, the study of Raymundo et al. r'199,,
indicated that most of the clients reported the provision of uuxosi
careby the centers' physicians and the staff despite space limitations
in the center. The assessment studies of Osteria (1996, 1997a-1 ,

however, note d that less than haif of the health facilities covered in
the study provided auditory as well as visual privacy. The same
palterrr of findings was gathered in a separate quality of cate
assessment study done by Lamberte and Rodriguez (i998). The
literature made by Yansen (2001) also confirmed the satisfaction
felt bv the clients ln the health centers.

Management and Support System

Observably, there is a dearth of literature dealing with an
organizalional and management suppoft system for the provision
of FP counseling in the health centers. In view of this, the present
survey ofliterature conslders relevant findings on factors affecting
the provision of qualitr,r FP counseling.

An important factor hindering the provision of services and
FP counseling is the lack of IEC materials, particfrlarly those
written in 1oca1 languages. This u,as consistently shown in three
t'rraJor assessment studies done in the country by Raymundo and
Cabegin (1992), Osteria (1996, 7997a), andLamberte and Rodriguez
(1998). This is rather disturbing given the observations that
negative attitudes about safety and effectiveness ofcontraceptives
rernain widesprea d and that there is a prevalence of
misinformation, misconceptions, and fear of side-effects among
clients and potential clients r,r,hlch altogether appear as the major
reasons for the nonuse of contraceptlves.

Other important deficiencies in the health centers are the
limited range of FP methods to permit choice of methods and the
appate:nl lack of supplies needed for service delivery, including
lllustrations or samples of FP contraceptives required for
counseling and information-giving (Osteria, 1996, 7997 a; Lamberte
& Rodriguez, l99B).

Inadequate work force in the health center and lack of trainlng
were likewise identified as hindrances to quality service provlsion
(Raymundo I Cabegin, 1992; Osteria, 1996, 1997a; Lamberte &
Rodriguez 1998; Yansen, 2001). Studies have shown that not all
health staff, including the physicians, were provided training on
FP counseling and FP methods in general. Although training hai
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been prorided, sen-ice pror-iders sti11 reported a need for FP-related

training. -\ need :or co:tlnued updates lnvolving the program was

liksrl-ise expressed T:ie lack of confldence in one's abl1lty to give

inrclr:a:lrn a:c i:sc'-rss FP-related topics competently with clients
co'-:-c ia-. r beer errra:red b1' this apparent need for training and

U:C::a S

-:: ::t: l, -,r s:uo.,- Yansen ldent{fied the following factors
a::: - ---::: : j:. ::,:'',-jsion of FP services: a) heavy workload of the
c-rs :r:--.- ': reec for clarification of job descriptions and
r:::'--:::-,-:'-'-r s:ardards; c) lack of integrated strategic planning at

.'.r'a.r' .t-:ar::ers: dl insufficiencyof universal "standards of cate"

:-: =-z:: -::lle FP method, with the exception of DMPA; e)

it::-:::-.:'.' c,l performance standards for client-provider
::-:::=::r:::' r-, inadequate recordkeeping; and g) inconsistent or
s:::.:,: Cisrribution of supplies and commodities.

.::ai:quate supervision and irregular monltoring on the part
c:::-t :eads lrere similarly identified as obstacles to the effective
r::-,-:s::,:r of sen,ices. Feedback-giving on the part of the supervisors
-",,-:< r'^-err-ise raisedby the providers (Raymundo €; Cabegin, 1992;

La::--'bel:e & Rodriguez, l99B; Yansen, 2001).

To conclude, certain salien-t points emerged in the review of
:e'ated literature. First, FP counseling has been more popularly
associared r'r,ith information-giving than as a two-way
communication process between the client and lhe provider; it is
also r-ierred as part of the broadu spectrum of client-provider
interaction. Second, there are variations in the standards for FP

counseling, as demonstrated in the GAIHER Approach. Although
a useful device, the approach differs in content and procedures.
Third, FP counseling and client-provider perforT:r:rarrce in the
country have not been at par with expectations. More time,
resources and effort must be expended to provide ideal FP

counseling, if not a commonly agreed upon standards for FP

counseling. Lastly, the performarce of providers giving FP

counseling are often affecled by a myriad organizational and
rna:nagerne:nt-relate d factors.
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S.".ri.e Utilirotio.,

his chapter presents the demographic profile of the
respondents of the study which include clients and
nonclients, providers and their supervisors,.and other

stakeholders. The pattern of utilization of FP services is also

discussed focuslng on the FP methods used by clients and methods
that nonclients are familiar r.r'ith. Responses gathered on reasons

for clinic visit, length of FP method use, and the type of FP service
provider encountered in facillties are also presented.

Socioeconomic o.,J D.-ognophi. Cho"o.t.ristics

Clients

The client respondents consist of 280 FP users who are either
continuing users or new acceptors [see Table 2). In general, most
client respondents are continuing users (BB.57Vo) and only a few
(11.43o/o) are new acceptors. As expected, there ate 7'nore

continuing users from high CPR areas (91 .43o/o) than from 1ow CPR

areas (85.71.o/o).

Clients are generaTly middle-aged with a rnearr age of 30 years.

Clients from private clinics are relalively older (mean:31 .56), with
a gteater proportion of them belonging to the age brackets 27-31

years o1d (30.71o/o) and 32-36 years old(24.290/o) lsee Figure 1 and
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.. - .- .t-.-r ::-..:' ::,..::ii :'nost oI rhose from public clinics arc

.:r : -' - :'.'.:- .r:-...1'c betrr'een22-26 vears old ztnd26.43%:
-. i' ' --- -- -.:::'s llcl Tl-re mea1l age of ciients Frolr-r publlc
-: , - -: --:-. -' :-la:a shon,s that there is r-ro signtfrcatlt
': : t: . ::tl ::-,e neatr ages of clienfs fron-r high CPR areas

:ils .10 28 r,s. 30.10). In both groups, a greater
.:::s belong to the Lge groups 22-2ti years rllc1

- :- respectively) and 27-31 years o1d (30.71%

-- =:i ::s:ec:it'elr,).

i :r r:r ':r'ivate clinics and 95.71 7o from public facilities
.. , -::raie clients comprlse 95.0070 from high CPR areas

, - - = 
I :r'orn lorv CPR areas. Most clients are married (94.63(/o)

:'::: ai'3 cohablting (.29Vo) or slngle (0 71Vo)

>:"'::: r'-lt of 10 clients are unemployed (70.70ok) The re are

:': -.::::::p1oYe d clients from public health centers (75.00%) than
:-. ;r..,.'are clinics (66.a3V0), but the self-employed clients are

.-:-:.d ro be higher in pub1lc health centers (18.57V0) than in

. Table 2
Distribgtion of FP Users,

by Type of Health Facility anU CpR Performance (ln Percent)

Figure 1

Percent Distribution of Clients'Age Group,
by Type of Health Facility and CPR Performance

:r-rvate Public High Low

iype of Health Facility and CPR Perlormance

Type of User
Facil ity

Total
CPR

Private Pu blic High Low

89.29 87 86 88.57 91.43 85.7 1

10.71 12 14 11 43 8.57 1A 29

1 00.00 1 00.00 1 00.00 1 00.00 1 00.00

140 '140 280 140 140

?;

30

?5{
2it

o17-2 'l years old

822 2 6 years old

EJ27 3 1 years old

El 32,3 old832 36 vears old I

837-41 vears old 
I
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private clinlcs (12.860/o). There is a greater proporrion o:
employed clients from 1ow CPR areas (16.43o/o) than from higr
areas (15.00o/o). Tb.e proportlon of unemployed clients from
CPR and 1ow CPR areas is almost the same (70.000/o and 71 .

respectively).

Figure 2

Percent Distribution of Employment Status of Clients,
by Type of Health Facility and CPR Performance

Clients from private clinics are much more highly edqcated with
27 .86o/o having reached and/ or completed coliege compared to those
from the public facilities (23.57Vo). When grouped according to CPR
performance, clients who have reached and/or completed college
from high CPR areas (27.1a1/o) are slightly higher in number
(27.140/o) than those from 1ow CPR areas (24.29o/o).In addition, many
of the clients have reached or completed hlgh school (41 .07o/o).

Approximately nine out of 10 clients are Catholics [see Thble 3].

Nonclients

Almost a1l nonclient respondents were nonusers of FP method
(95.00%) at the time of the survey; a few (5.00o/o) were dropouts

[see Table 4].

Nonclients are generaily middle-aged (mean:32) and mosr
belong to the age brackel 22-26 years old [see Table 5]. Most
nonclient respondents residing within the vicinity of the prlvate
facilities are between 27-37 years old (25.71%), while those in public
facilities are between 32-36 years old (24.28o/o). The largesr
proportlon of nonclients from high CPR areas belongs to the 22-2t-.

age bracket (22.8670) while most of those from iow CPR areas
belongs to the 27-37 age bracket (25.00Vo). Males compr -i.
- 8 20 c0
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Table 3

Profile of Clients (ln Percent)
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Table 4

Distribution of Nonclients,
by Type of Health Facility and CPB Performance (ln Percent)

tright out of 10 nonclient respondents are females.
Approximatel_v nine out of 10 nonclients are married. Cohabiting
respondents comprise a sma11 percentage ol 7.140/o [see Thble 5].

More than half of the nonclient respondents are unemployed
(60.71%o). Nlore than uro-thirds of the nonclient respondents living
r,r,lthin the vicinitv of the public health centers are unemployed

@7 lavl rrhile a little more than half (54 .29o/o) of those ln the private
centers are jobless. The emplovment distribution differs accordlng
to the level of CPR performance. The percentage of unemployed
nonciient respondents living r'r'ithin the vicinity oi 1ow CPR

communities is higher (63.57o/o) than those in high CPR areas
(57.BGVo). On the other hand, the self-employed nonclients comprlse
20.00o/o; the proportion of those living near the private facilities is
slightly higher than those in public facilitles (20.71ok vs. 19.29%).

When grouped according to CPR performance, self-employed
nonclients from high CPR areas outnumber those from 1ow CPR

areas (27.860/o vs. 12.140/o). The proportion of employed respondents
residing within the vicinity of the private cllnlcs is almost twice that
of their counterparts in public clinics (24.29o/o vs. 12.86%). In the
same vein, the percentage of employed respondents from low CPR

areas is almost twice that of those similarly employed from high CPR

areas (23.57o/o vs. 13.57o/o).

Nonclients residing within the vicinity of the privale clinics
are rnore educated than their counterparts from public facilities
since a greater proportion of them Ttave reaclted or completed
college (32.14o/o vs. 29.29o/o).

The proportion of nonclients who have rcached or completed
college from high CPR and low CPR areas are the same (30.71o/o).In
generaT, almost half of the nonclients (48.57o/o) have reached or
completed high school. Approximately nine out of 10 nonclients are

Catholics. A few are eilTter Protestants (6.07ok) or Moslems (2.50 0:'.

Type of
Noncl ient

Facil ity
Total

CPR

Private Public H igh Low

Nonuser 95.71 94.29 95.00 95.00 95.7 1

Dropoul 4.29 5.71 5.00 5.71 9.29

Total 1 00.00 1 00.00 I 00.00 100.00 I 00.00

No. of Cases 140 140 280 140 140

22



Age Group

Educational Attainment

B e lig ion

Marital Status

Status

Tolal '100.00 100.00

No, of Cases 140

Table 5
Prolile of Nonclients (ln Percent)
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Percent Distribution of
by Type of Health

Figure 3

Employment Status of Nonclients,
Facility and CPR Performance

Providers

A total of 30 health service providers were included in the

study. Sixteen of them are from public facilities and )'4 are from
private clinics. Of these 30 providers, 77 ate from high CPR areas

and 13 are from 1ow CPR areas [see Table 6].

The providers are middle-agedwith a mean age of 39 y€ars. Those

from public health facilities are older than those trom private clinics

(mean = 40 years vs. mean:37 years). The former generally belong

to agebrackets 47-51 years o1d (6),27-31years old (4), and42-46yeats

o1d (3), while the latter are from age brackets 27-3l years old $),37-
41 years o1d (3), 32-36 5rears old (2), and 42-46 years o1d (2). out of

the 17 providers from high CPR areas, six belong to the 27-37 years

o1d age group and three providers each belong to the 32-36 years o1d,

42-46 years o1d, and 47-51 years o1d age group. In 1ow CPR areas,

there are four provlders belonging to the 47-57 years o1d bracket and

three to lhe 37-41 years old bracket. Results show insignificant
difference between the ages of providers from high CPR areas and

low CPR areas (mean = 38.1 years vs. mean = 39.7 years).

Health personnel respondents are predominantly female. The

lone male provider is from a private clinic in a 1ow CPR area. Out

of the 29 female providers, 16 are working in public facilities and

13 in private clinics. Seventeen female providers are from high

CPR areas and 72 are from 1ow CPR areas [see Table 6].

Most providers are matried (27) and belong to the
Roman Catholic failh (21). They have attained college
education in medicine and a11ied professions. Three have

obtained either gtaduale or postgraduate degrees and are

u,orking 1n private clinics. In public facillties, the greare :'

I Employed

E Sel{-emoloved

Private Public High Low
Type of Health Facility and CPR

Performance
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Profile of Providers

Educational Attainment
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number of FP providers consists of midr,-ir-es 'i' a:-: ::

while in private clinics, FP is handled mostlr-br- crl:l'-c ::

(a) and FP counselors (a). In hlgh CPR areas, midrrir-es :
(\, and clinic managers (2) provide FP services rrhiie :::
areas, providers are mostly midwives (6).

The providers in public facilitles have stat'ed longer :Il
service than thelr counterparts in private facllities (mean =
years vs. rnean= 5.8 years).

Supervisors

Tkenty-fout Q\ supervisors were interviewed in this studr-.

Thirteen are lrom public facilities and 11 ate ftom private cllnics

[see Table 7]. TWelve supervisors each were interviewed from the

CPR areas. The supervisors from public health facilities are older
than those lrom private clinics (mean:44 vs. mean:42) n'hi1e

the supervisors from hlgh CPR areas are older than their
counterparts from loir CPR areas (mean:46'5 vs. mean:40.1).
Most of the supervisors belong to the brackets 42-46 years o1d (7)

The supervlsors are mostly female. There are only three males,

two from pubiic facilities and one from a prlvate clinic. When

grouped according to CPR performance, there are two male

supervisors from 1on'CPR areas and one from a high CPR area.

Most of the superr.'isors are married (16) and belong to the

Roman Cathoiic (20) faith. Thev are either physicians or nurses

and 11 ofthem have attalned either graduate or postgraduate 1eve1

education. Six of the eight supervisors who have reached the

postgraduate 1eve1 are from. pub1lc facillties.
In public health facillties, the supervisors are either cit5r,'

municipal health officers (6) or public health nurses (7). On the

other hand, those from the private cli.nics are either clinic
physicians (4), area or program managers (4), or program
supervisors (3). Most supervisors from high CPR areas are citr
municipal health officers (6) while those from 1ow CPR areas are

mostly public health nurses and FP coordinators (7). Generalh'

the supervisors have served an aYerage of 11 years. Holr-er-er

those from public facilities have stayed longer in their posirio:--

compared to those lrom private clinics (mean =10.92 \.ears i s

rnean:7.0 years).
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FP and Health Service Utilization of Clients

The pattern of utilization of FP services is determined b1' tl-re

information collected abor-rt the cllents' use of past and current methods

the service providers rrho condncted the counseling, the clients' r-isir

to the health facilit,v, and the clients' a\,\'zareness of FP methods.

The clients generalh' use pi11s (40.61%), DMPA (21.840/o), and

intraaterine devlce (IUDJ (15.3270). Whl1e there are more clients fronr

private clinics n'ho are currenth' uslng IUD than their counterparts
from public facilities (19.0890 vs 11 .54%), there are more DMPA users

from public facilities than from prlvate clinics (.24.620/o vs. 19.08%).

A few (7.28V0) have r-rsed the permanent method [bilateral tubal
ligation (BTL)I and thev are mostl)- fiom private facilities (9.16%)

and iow CPR areas (8 8990i The r-rse of calendar/fitytlt:m method
(5.7sok) is greater among cliet-its fi-orn pub1lc facllitles (-6-92o/o) and

low CPR areas (6.67o/o) than a1xo1-lg those from private facillties
(4.58o/o) andhigh CPRareas (a.76e'o) The proportions of condomusers
in private and public facilitles are the same (7.690/o), but betr"'een

CPR areas, there are more condon users fiom high CPR eireas (9.52V0)

than from 1on, CPR areas (5.9290) [see Figure 4].

A grealer number of clients from private clinics started using
the method thev are ctlrrentl\' using onlf in 2002 (30.08%) and

the previous tr^'o Years,1997-2001 (50.11 %), while others started

using it 1992-1996 (11.63 o/a) and 1983-1991 (4.BBok). Clients fron-t

public facllities l'ho started using their current method in 2002

comprised 27.42% [see Table B].

Figure 4

Percenl Distribution of FP Methods Currently Used by Clients'

by Type ot Health Facility and CPR Perlormance

€
3a

30

25

2A

i5

10

5

0

lPrjvate

EP!blic

ilHjgh

trLow

,f 
"s" o.d +- ,..C ^S'u \'6- s.

d"
Famiry Planning tldhods

r"s

2a



Table 8

Year of Start of Use of Clients Current Method,
by Type of Health Facility and CPR Performance (ln Percent)

!aar
,. rate Public

UI )R

H igh Low

.J,24 417 z.Ja

tJ./b 1 0.00 17.32

r: j' 58.06 54.25 56.61 51 97

28.7 4 29.17 28.35

-:i: 
1 00.00 1 00.00 I 00.00 r00.00 1 00.00

\. i':ases 131 130 261 126 135

r,rr:::e client respondents have received counseling fro:rrr a midwife
52.8, fo). The ph_vsicians and nurses ranked second (78.39o/o and

19 1690, respectiveiy) in terms ol FP counseling provislon. There
are rrlore ciients given with FP counseling by medical doctors in
prlr-ate clinics (24.43y0') and 1ow CPR areas (za.alVo) than those in
the public health centers (12.31%o) and high CPR areas (14.58%). A
ferr of the clieits reported that they have received counseling from
a BH\f (9.58%). In general, FP counseling is integrated in the
tbllorring services, namely, FP counsellng (33.3%), ptonatal care
29.200/o), FP services (20.80%), and general consultation by

respondents and postpartum care (20.80V0) fsee Figure 5].
Alrnost all of the client respondents have visited a health

:ec--rrl rrithln the past six months (90.00%) [see Figure 6]. Most
:.:::::s of public facilities have visited either the barangay health
s:.-.rc::s q18.09%) or cily/rural health centers (46.57o/o), while those
::, :r: rhe prlvate facilitles have visited NGO clinics (48.760/o) and

Figure 5

Percent Distribution of FP Counseling Providers for Clients' Current Method,
by Type of Health Facility and CPR Performance
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Figure 6

Percent Distribution of Type of Health Facility
Visited by Clients within the Past Six Months,

by Type of Health Facility and CPR Performance(_)
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private clinics (23.1-+9,6). Clients from high CPR areas have visited
barangay health stations (37.90q0), cit]' ''tura7 health centers
(19.35%), NGO clinlcs (19.35'r'6) and prir-ate clinics (16.13% ), whl1e

those from 1ou' CPR areas har-e r-isited citl' rural heflth centers

(35.167o), NGO clinics (28.9190J, and barangay health stations
(21 .87Vo). For the clients of both prlr-ate and public facilities,
encounters in the clinic rrere rritl-r the l-uidrrife (58.907o) or the
physician (0.azvo). The r-isit rrith the phvsician ln private clinics
is greater than those in public facllities (.25.23%o vs. 11 -20o ).
Similarly, the proportion of tl-rose facllities clinics that provided
counseling by a nurse in lorr CPR areas is trrice that in high CPR

arcas (.23.73% vs. 11.8670).

More than one-fourth of the clients (26.a60/o) u'ere visited by
FP workers in their homes rrithin the past six months. Thble 9

shows that there are more clients from public than private facilities
who were visitedby an FP u'orker (33.33%o vs. 14.53%). The vlsit
to the client was mainly for FP fo11ow-up (85.94ok).

Most clients are aware of at least three FP methods [see Table 10]

Clients from private clinics have frequently mentioned pi11s

(55.7170), DMPA (.26.43o/o),IUD (24.29o/o), and condoms (24.29%o).

Similarly, clients from public facillties are mostly awate of pi11s

(62.860/o), DMPA (30.7170), condoms (27.860/o), and IUD (22.869t0).

When comparing high CPR and 1on' CPR areas, it can be noted

that there is greater awareness about pil1s and condoms amons

clients from high CPR areas than among those from 1on' CPR areas

(pi11s= 62.710/o vs. 56.43%; condoms:32.860/o vs. 19.29%). The 1ea-'-
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Table 9
Reasons for Visits to Health Facilities by FP Providers,

by Type ol Health Facility and CPB Performance (ln Percent)

Table 10

FP Methods Known by Clients,
by Type of Healih Facility and CPR Performance

a:!<-. {^, l'c'
Faci I ity

Total
CPR

Private Public High Low

78.26 90.24 85.94 89.66 82.86

13.04 7.32 d.oz 6.89 11 .43

8.70 2.44 4.69 3.45 5.71

-c- 100.00 1 00,00 1 00.00 100,00 1 00.00

\! i' :ases ZJ 41 64 29 35

FP Methods'
Facil ity

Total
CPB

Private Public H igh Low

78

(55.71%)

88
(62.86%)

166
(59.28%)

87
(62.14"/.)

79
(56.43%)

-l,t: j 37

126.43%)

CJ

(30,71%)

80

\28.57%)

40

128.57"/.)

40
(28.57%\

34

124.29"/4

39

\27.86%)

73

(26.07"/;)

46
(32.86%)

27
(1e.29%)

34
(24.29%)

5Z

\22.86/")

66
(23.57%)

31

(22.14"d
35

(25.00%)

Ca endar/Rhythrn
17

(12.14"b
17

(12.14%)
J+

(12.14%)
16

(11 .43%)

17

i,12.14"/4

BTL
19

(13.57%)
1t

(7,86"/4
30

1'21.43%)

'18

(12.86%)
12

(8.57"/")

LAi/
4

(2.86%)
6

\4.28%)

10

i.3.51"/")

8

(5.71%)

2

(1,43%)

Vasectomy
4

(2.86%)

1

(0.71%)

5

(1.7e%)

5

(3.57%)

Bl lings
2

(1.43%)

1

(0.71%)

3
(1.07%)

1

l0.7 1"/.)

2
(1.43%)

BBT
1

(0.71"/4
1

(0.71%)

2

(d71%)

'l

(0.71%)

1

(0,7196)

S,'mcio-iherrna
1

(0.71%)
1

lo.t1%)

2

(0.71%) (1.43%)

5

(3.57%)
7

(s.00%)
12

(4.2e%)
9

(6.43%)

3
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known methods are vasectomy, basal body temperature (BBT'i, a::;
sympto-therma1.

Past and current FP utilization dala show that most c11en:

respondents have used at least three methods. The most commor-l
methods used by the clients are pi11s, IUD, and DMPA. The pi11

has been used by more than half of the clients from private and
public facilities and from high and low CPR areas. Approximatelr-,
a fourth of the respondents each from private and public cllnics
as well as from high and 1olr, CPR areas have used the IUD. DMPA
has been used by about 30.00 0/o of the clients from public facllities
and high and 1or,r. CPR areas. On the other hand, less than 20.000/o

each of the cilents from both private and public lacillties and from
high and 1or,r, CPR areas have used the calendar or rhythm method,
r.r.hi1e LAM has been used br. 5.70o/o of the clients from high CPR
areas. In addltion, the more permanent BTL has been adopted b1.

27.43o/a of the cllents.
Regardlng a\4,areness of FP methods, most clients knew on15-

of a few methods. Hou'ever, u'hen asked about the availability of
FP methods, most of them are argare as to where to avail ol at
least seven methods (pi11s, IUD, DMPA, condoms, BTL;.vasectom-v,
and calendarlrh5rt[61. A smaller proportion of clients know where
to avail of the services of Bil1ings, s],mpto-therma1, BBt and LAM
(percentage ofeach is < 45% in all categories ofclient respondents).

Health Service Utilization of Nonclients

In this study, the health service ullTrzalion of nonclients is
examined in terms of their recent visit to a health facllity for anr-
reason and the type ofhealth service provider they encountered
during the visit. A greater percentage of nonclient respondents
(78.20o/o) visited a health facility within the past six months. The
visits are mostly in city/rural health centers (34.40o/o),barangar-
health stations (34.40o/o), private ciinics (10.09%), government
hospitals (5.96t/o), and NGO clinics (5.50%). Most nonclients fror-n
1ow CPR areas visitedtTte ctty/rura1 health centers (42.90%) rt'hile
those from high CPR areas visited llte barangay health stations
(32.900/o).

Half of the nonclients who have visited a health facility u.itl-rin
the past six months (50.40o/o) clai:med that they actuallr-
encountered a health service provider during their visit. T::
encounter was with the midwife (62.28o/o), nurse (22.81
physician (19.30%), and/or BHw (19.30%) [see Teble 11].
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Figure 7

Percent Distribution of Type of Health Facility
Visited for Any Reason by Nonclients,

by Type of Health Facility and CPR Perlormance T
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Table 11

Type of Health Service Provider Encountered
by Nonclients during CIinic Visit,

by Type of Health Facility and CPR Perf ormance (ln Percent)

Facllity' . cPR i

Piov der Tota I

Private Public

62 2E

High

:: rl

Low

^,-'s: 15.07 22.)O 22.8i 20 55 16.18

1 7.81 ) 13.24 1 9.30 19 18 11 76

CLlII
1 6.94 14.70 19.30 6.85 25 00

Total r 00.00 1 00.00 1 00.00 1 00.00 1 00.00

No. of Cases 73 58 141 68

Not appi cab e 112
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Cor r-,rnl i r-,g Pno.n.,

orJ P""f."monce

ne of the main concerns of this study is to describe
the manner in u.hich FP counseling is delivered.
Several perspectives \^/ere considered in comipg up with

this description, and these include the clients, the nonclients,
the providers themselves, and the clinic supervisors. The first
part of this chapter discusses clients' experiences and
expectations as they seek FP services from the health facility.
This is followed by a description of the assessment of the FP

counseling process and performance. In this section, the
process flow of an actual "best practice" FP counseling is
presented, followed by a typical session, and 1ast1y by a non-
ideal or undesirable one. The purpose of the description is to
provide a glimpse of what has transpired during counseling
and to ascertain the specific misconceptions and fears that
clients have.

Cli",-,1.' E.rolrotio., of th"in FD Co""..1i.,9 Er.perie.,ce

In assessing how FP counseling is being delivered, it is very
crucial that we give importance to the perceptions of the clients
who have actually undergone counseling in the service deliverv
units included in this study. The foliowing results were gathered
from the intervlews with FP counseling cllents regarding their
experience on FP counseling.
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Res,.rlts s}-ro-,r-ed a someu,hat positive picture of the manner ln
'., rjch FP cor-r:-rseling is belng conducted in the various sites olthe
r:sra.rc-:r C-:e nrs pror-ided mostly positive descriptlons of the
h:a-::: !r:,-;--ce:s giving FP counseling [see Tabie 12]. Clients
rt:-el','ed :lrer: :o be good at providing information (57.33o/o), good
a: ::::::'-:::sc::a- corlllllltnicatlon (31 .36%), and good at attendlng
:, :-r.l:s :-..:s o.9-1 'ro). It can be infdrred from this finding that
----:::-s ::'.': ::::cc:ral]ce to the provision of information and that
-::-s :-sl: -: la-. :,,-en be given more attention or prominence than
rr::::-::s::a- s.::--s. \lajoritv of the ciient respondents indicated
:::.- ::::-: FF ,:, ,.::seling providers encouraged them to ask
.--,r.s.:,r:: i-il:ri :j-rerr sessions (86.79o/o'), were good listeners
!,!. 1 . ..;.:: ,.::de:sranding (94.620/o), were able to help them

..,, -:.- :':-.'--: :r-'!,.::s 93.5590), and were trustworthy (97.73Vo).
\1a':,r::.. :: :::. --:en:s 9l 319,6) also felt that they were given ample
ri:rre d--:::-=:r: ::r:r::;tion ro get all the information they needed.
Ti::s na::tr:: :. ::s::,::ses r\-as observed among clients lrom both
pr:va:e ar:; pr--: 5,i I - :. -:-r:'-es and from both low and high CPR areas.
These :ini::rgs :,..--l-c seelr to lmpi1, that the respondents are quite
satlsfled -,r-itl-i''ile e\p.:iences they had u,ith the service providers
rrho heiped them .,r-rr-l :l-reit FP-related concerns. However, such
interpretations shoriLo be taken rr-ith caution in the light of
findings and obserr-arlons urat had been gathered from previous
researches about client satisfactior-r in the country (Lamberte &

Table 12

Description of Providers' Behavior during Actual Counseling,
by Type of Health Facility and CPR Perlormance (ln Percent)

o
o
C
Z
(,
E-
Z
C)

-U

T
o
o
Tf'l(,
(,

Z
U

-U

m
n
Tl
o
n

z
o
Trl

Behavior*
Facility

Total
CPR

Private Pu blic High Low

Good at information-giving (teaching) 56.s4 s8.08 57.33 53.89 60.71

Gooo inrerpersonal commrnicalion skills 31.94 30.8 1 31.36 35.75 27.04

Good at attending to clients' needs (counseling) 8.38 5.56 6.94 5.'18 8.67

Quality service provided yet affordabie 1.57 0.51 1 ,03 0.52 t.5J

Doesn't give enough time to clients 0.52 2.02 1.29 1.04 1 .53

Provider doesn't explarn the method well 0.52 2.02 1.29 2.59

Strict provider 0.52 0.5'1 0.51 0.52 051

Prov der comm tied to work 0.51 0.26 0.52

No. ol Responses 191 198 389 193 195

:sroase-i rrere allor\ ed
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Osteria, 1998; Lamberte, 2000, 2001). One concern that nee GS :-
be underscored is the tendency of clients to provide o..'e :'-'.-

posltive ratings of service providers, particularly r,r,hen ther- irel:
interviewed in the health facility immediateiy after receiving the

services, and especially in a cultural setting like the Philippines
where smooth interpersonal relationships are highly valued and
where the desire to please others is positively construed.

Another important aspect considered ln the clients' report
involved the way clients actually behaved during their counseling
session. Clients r,r.ere asked lf they posed questions during thelr
counseling session. About 72.460/o of the clients claimed to have
asked que stions during the session. Again, more or less the same

pattern was observed among clients coming from public health
centers and prlate clinics as well as those from high and low CPR

areas. More than one-fourl77 (27.54o/a) of the clients mentioned that
they did not ask any questions. For those r,r.ho asked questions, the
reasons forwarded included: clarifying methods and side-effects
(61.50o/o), needing additionai knowledge about FP methods
(31.00%), and because their FP counseling provider encouraged
them to talk (5.50%). For those u.ho did not pose any'questlons,
the most frequently cited reasons were: the methods had been
explained fairly well (a6.05Vo), they already know much or are

already familiar with the method (17.100/o), and they felt more
comfortable to just listen (10.53%). It is quite important, although
not surprising, to note that the maln reason for asking questions
is again focused on the need for more information or the need to
have additional knorniedge about FP. It can also be gleaned from
the responses of the clients that they are reaily more comfortable
not asking questions and contented just listening to the provider,
and thus, the completeness ol the information given to them is
ratTter crucial. These findings seem to collaborate or support other
findings regarding the desired tralts of FP service providers. When
clients expre ss that they want provlders to be good and thorough
in the provision of information, it is probably because they rrant
to avoid asking questions during the interaction. There are
indications, however, that they would ask questions il thel' are

encouraged to do so.

When clients were asked to indicate which provider behar ic:
exhiblted during the interactions they liked the most, tl::
responses ag,ain centered on the following domains: appropria::
provlsion of information (30.1.4o/o), good attitude tor,r'ards cllert:.
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(33.91 0/o), and good advice given to clients (7.830/o). Similar to
r,r,hat was observed n,hen clients rvere asked to cite the qualities
of a good FP counsellng provider, the responses reflect a

combination of good knou'1edge and good interpersonal ski11s

Isee Table 13]. The bias for cognitive,/didactlc ski1ls over
interpersonal skills vvas, horrever, 11ot as apparent.

i

Most by Clients,
Perlormance (ln Percent)

A good way to assess whether a client was satisfied with the
services provided by a clinic is if helshe would recommend it
to significant members of his,/her social network, i.e., relatives.
Majority of the clients (96.77ok) indicated that they would 1ikely
send their relatives to the FP facility. Reasons for making
referrals included the presence of good service providers
(36.67o/o), the desire to have their reiatives informed about FP

(21 .B5o/o), and tlte presence of a wlde range of FP services in
the facility (13.70o/o). The issue of response bias ma-v again be
implicated in these findings, but review of the data can stili
provide some useful informatlon. One that is quite apparent is

the value that is placed on the quality of service accordect to

Table 13

Providers' Behavior Liked
by Type of Health Facility and CPR

o
o
C
Z
(n
t!
a
Z
C)

n
n
o
o
n(,
U)

z
U

n
Tr'l

)J
-n

o
n

Z
o
Tr-l

226 3 57

226 1.79

i.69 1.79

r.09 1.1 I

Shows good alr ludes :or,a'r-. : i-:-. 15.03

Provides appropr ate ":'-a: :- 29 38

Gives good acv cg :' sar-:

Uses iEC n"rater a s d,r r: co-r's€ r:

ls efl cient

ls familiar with clients

-\lultiple responses n'ere allorved
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Table 14

Reasons of Clients for Making Referrals of the Primary FP Facility to Others.
by Type of Health Facility and CPR Performance (ln Percent)

*Nlultiple responses rrere a: oi. ei.

the clients. This seems to be an important factor that is
considered bv clients in determlning the utility of a clinic
service deliverv unit and u'hether the-v rr,ili access lts services.
It is interesting to note that ph1,sica1 facilities were not
mentioned as a reason for a referral, lrhich rnay indicate that
these are not a strength in the clinics studied or it may also
rnea:n that these are not the most important consideration in
flguring out u.hich clinic to visit.

No,-,.ltnr.,t.' P.n..ptto.,. of FD C"".,..1i.,g Sen.rices

Aside from eliclting leedback from people who actuallv
underwent FP counseling, the study also looked into perceptions
of peopie who either have not practiced FP or who may have used
an FP method at one time but had stopped practicing at the tlme of
the interview. From these respondents, one can draw information
on the prospective cllents' idea of the FP counseling services

Reasons'
Faci lity

Total
CPR

Private Public High Low

Good service providers 41.61 31 .58 36.67 35.82 37.50

Family members and re atives have access
to information and services

17 .52 /o.1/ 21 .85 14.93 28.68

FP services are complete 19 71 7.52 1 3.70 16.42 11 03

Clinic is accessible 5.11 1 5.04 1 0.00 11 .94 8.09

Free or cheap service iee 3.65 9.77 6.67 10.45 2.94

Trust the clinic service providers 4.38 a. zo 4.81 6.72 2.94

Clinic is c ean and orderly 5.84 2.26 4.07 2.24 5.88

Has proven the etfectlveness oi FP methods 0.73 1.50 1 .11 0.75 1 .47

Clinrc member 0.70 0.75 0.7 4 0,75 0.74

Free snacks provided 0.73 0.37 0.74

No. ol Responses 137 133 270 r34 136

Not applicable = 12
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pro\-ided br' :he celters and the things they may want to get or
e\i,rec: iron :1:e se:r'rce providers. Results from the nonclient
1:::::-;:e ,... .;t:-.r.d :::ar nost of the respondents lrom both public
=.-c :.r:-.-.:. :-::::-> :e s;ribed the FP counseling provider as having
.. ,; -:::=-.:s - :--.- ,::::r]:unication ski11s (74.44o/o) and also being

. -'.'.:... s::.: js 17.98%o). The most frequently mentioned
s -:----. j.l -,1,-rnselors being kind and good-natured,
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-::',:r'.:: :- i,::: :,.-lbiic and private nonclients and implies that
-,--, .:-:. '--',"..---.- i:ai-e ver1. positive images of FP counseling
: ',.'.-. --,--,'.-=-.':t- one must note that this group does not

::. - l:,--: ---.='--' :::--at:on-glvingrolethatispiayedbytheFPcounselorc.
l.:-.- r--:-, .: ::--: :ronclients also reported that they would 1ike15,

...- :---..:--:-.s ::--; ',,,-or-ild also have sufficient time to receive
-r-.- .:r--:-:,.:-.'-:- .':'.='.. ai-all of services. As for why they would ask

: --: !'- -,--.. :::. :..: - ::dents mentioned the foliowing: to clarify side-
:--: .: :- ,i.:: :- :ain additional knowledge about FP (26.770/o),

i-:-.-. .- .-,..,,: ''-:--:.::: do (8.0870). These flndings are quite slmilar
:, "--,r::.:.: -:-.:r--:i -lon-r the interviews with clients. Again, u.e

::: ::,:: ::r-- ---- -a.he reason for asking ls to gather more

Table 15

Heported Reasons for Asking Queslions among Nonclients,
:'* Tlce ol Health Facility and CPR Performance (ln Percent)

leiscns
Faci lity

Total
CPR

Private Public H igh Low

50.00 52.00 5'1.01 59.81 40.66

26.53 21.00 26.77 28.97 24.18

10.20 6.00 8,08 4.67 1 2.09

5.'10 8.00 6.57 2.80 '10.99

5.10 5.00 5.05 0.93 9.89

2.44 1.00 1.52 1 .87 1 .10

1.02 1.00 1.01 0.93 1 .10

1 00.00 1 00.00 1 00.00 100.00 100.00

ttc i'C-ases 140 140 280 140 140
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The nonclients mentioned that if ever thet. do ar-aii c: i?
counseling, they expect the counselor to exhibit these iie.-
behaviors: helshe should explain the different methods thoroug::-'.-
(31.89 %), should b.ave a positive attitude towards clients (27 .9)
and should give good advice regarding FP (11 .02Vo). These rrere
the top three answers of the respondents from public health cenrers
and prlate ciinics and those from high and 1ow CPR areas lsee
Table 16]. As was found in the lnterviews with clients, the
information-giving function is also highlighted in this group. It is
probably safe to state that, indeed, thls is an important aspect that
needs to be addressed b1, FP counseling providers and also in the
training of providers. Counseling can take several forms in varions
contexts and could have several foci. In the FP context, the current
data suggests that this didactlc component may be more salient.

Table 16

Providers' Behavior Liked Most by Nonclients,
by Type ol Health Facility and CPR Perlormance (ln Percent)

Behavior*
Facility

Total
1 CPR

Private Public H igh Low

Explains the method well 29.17 31.89 31.30 32.37

Shows good attrtude towards clients 35.83 20.90 27.95 24.35 30.94

Gives good advice on sexuality and FP 9.17 12,69 11.42 6.09 15 11

Gives clients freedom to choose 5.00 7.46 L70 4.32

Listens attentiveJy to cl ents 417 q07 5.12 L57 144

Answers all questions well 5.97 4.72 6.09 J,bU

Uses IEC mater als during counseling 2.50 4.48 J. )4 5.22 2.16

ls honest 2.50 1 .49 1 .97 3.60

Anticipates clients' needs 2.50 1.49 1 .97 2.61 144

Uses simple terms when counseling 1 .67 1 .97 174 z. to

Gives IEC materrals to take home 1.67 0.75 1 .18 1.74 a.72

Expla ns side-effects 0.83 0.75 0.79 0.87 4.72

ls efficient 0.83 0.39 0.87

ls familiar with clients 0.83 0.39 0.72

Helps clients choose FP method 0.75 0.39 0.97

ls not boring 0.75 0.39 0.72

No. ot Responses 120 134 254 115 139

'\i:lirple res!onses *'ere ailowed
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a ::.:.':'-=: irdtcation of the positive image that they have
::--: s::-.:-: deiiverr. units, the majority of the nonclients
: ,1 -.:.- j -:se.r- recommend the FP facility to their relatives.
r-s-:- :: ha-,'e their relatives properly inlormed about FP

-:s I - -3r: the presence of good service providers (28.46%o),
: ::--= : P -.:r-i:r- s accessibllity (9.0970) are the main reasons given
:..: :.s:,r:oents for feeling positive about sending their relatives
::--:s: :-:::ics [see Table i7].

Table 17
Reasons Why Nonclients Recommend the Primary FP Facility to Others,

by Type of Health Facility and CPR Performance (ln Percent)

Se ,,.i,-e Encrif nn.' Dn"ceptior,.'"f FD Cor,-,r.1i.,9

-",'l--.:- 
.s.-.e c about their conceptualizalion of FP counseling,

,, -l::s=- - r: ::::::--asized the need to correct misconceptions about
:.s:,:--s::-t .--att::-nood. Idea11r., FP counseling is done one-on-one
-...'-.'..:'.-- ---.::: -l:-i:- a Ioluntary FP decision on adoption or method
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Heasons
Facil ity

Total
CPR

Private Public H igh Low

,:s to be properly informed about FP 25.81 34.88 30.43 19.2 41 41

:::: seni ce providers JJ,d/ ZJ,ZA 28.46 37.6 19.53

: r: saccessble 6.45 11 .63 L09 8,8 9.38

:':e or cheap service fee 7 .26 8.53 7.91 7.2 8.59

G ves good services .8.87 6.98 7 .91 12.8 3.1 3

FP servlces are complete 4.03 5.43 474 4.8 4.69

C :ent'fam ly members are famlliar with the cljnic 4,84 3.1 0 3.95 4.0 3.91

C nic s clean 3.23 Z,JJ 2.77 0.8 4.69

3 " c serv ce providers are trustworthy 2.42 1 .55 1,98 2.4 t.5b

I 'c rgnber 1.61 1.55 1 .58 2.4 0,78

0.81 0.78 0.79 1 .56

0.10 0.40 0.78

100.00 1 00.00 1 00.00 t00.00 1 00.00

rla al Cases 124 128 253 125 128
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choice is made based on accurate information. It must be no:ei --:--=:

service providers themselves see that the major task in the process -:
the provision of information.

Most providers know that they are interacting well u,ith clients
when clients ask questions during an FP session. The most commoniv
identified nonverbal indicators are a positive facial expression,
conduct of fo11on-through activity, and actual use of a method.

One important item ln the interviews with the providers r.r,as

asking them to make an assessment of the adequacy of the ski11s

and knon ledge they have in order to effectively counsel clients.
Twenty out of 30 providers interviewed disclosed that they sti11 do
not have all the knowledge and ski11s needed to effectively counsel
clients. This is reflective of a lack of confidence among the
respondents regarding their competencies and preparedness to
conduct FP counseling. This is quite interesting in the sense that
clients seem to be rating the providers' r,r,ork quite positively
despite this feeling of inadequacy. This seeming lack of
correspondence between clients' and providers' responses poses

some questions about the clients' reports of satisfaction with the

In the training of FP counseling providers, the GATHER
Approach has been the most frequentl_v utilized and prescribed
procedure. It is thus important to inquire lr,hether the respondents
are farlrl\iar with this approach. Although 26 out of 30 provider-
respondents have heard of the GATHER Approach [see Thble 1B], only
three reported that it is consistently being used or followed when
counseling FP clients. The rest either use the GAIHER Approach
with certain clients (e.g., first-tlme users) or do not follow it at all.

De"cni.r.J E*p..totio.,. of Clin.'1. o.,J Srpenvisors

Thls study also assessed whether FP counseling servlce
providers are aware of the expectations of their clients and
supervisors. Majority of the providers (28 out of 30) said that thel'
are aware of these expectations. These expectations were content-
analyzed and the four important domains under whlch the
majority of the responses may be categorized are: provision
of FP counseling (21 out of30), possession ofposltive behavioral
cltaracteristics (26), provision of quality service (9), ano
competence in FP (8) [see Thble 19].
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P:,-.-: j:rs ,: : ? ,r::rseling are expecred to provide information
al, -.: Ff ::--.:::, js a::c:o be able to explain these methods u'e11. Of

Table 18

Providers' Awareness of the GATHER Approach
and the Manner of Practice during FP Counseling,
by Type of Health Facility and CPX Perlormance

Table'19
Expectations of Supervisors and Clients in Terms

of Providers' lnteraction with Clients, by Type of Health Facility
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,r'ourcer's Awareness
c':'e GATHER Approach

Nc c'f Cases

Melrer ol lncorporating the GATHER Approach during FP Counseling

flhen pa1 ents need it

only when patrent is flew acceptor

Expectations Private Public Total

to 10 26

7 14 21

5 4 0

3 5 8
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the different behavioral characteristlcs mentioneo :l:e ::-:s:
frequently cited trait was that of being approacb,able and tl'le:::--'
As for the other two categories, there was an indication :l-.:
providers perceive that their clients and supervisors erpe-:
them to provide quality service andlo have some level of exper:is'
in FP.

It is important to note that there is some congruence ln the

expectatlons perceived by the providers and the areas of
satisfactlon that were seen in the interviews with clients. Research

reveals that the things clients liked most about their FP counseling

experience are those aspects that involved the appropriate
provision of information, a positive attitude towards clients, and

giving of good advice. This finding suggests that the providers have

a good reading of the needs and requirements of clients, which is
necessary for effective FP counseling.

Co.,.nptroli.otio.', "f FP Corr,r.li'g

The existence of definitions of FP counseling.often leads

some to assume that these definitions are also utilized bv
stakeholders as they participate in the FP counseling process. This

is not always a safe assumption and it is quite interesting to assess

exactly how the different stakeholders define oI conceptualize FP

counseling. There were two data-galhering tools used for this item:

the interviews with service providers, and the stakeholders'
meetings.

The conceptualizations of the providers as to what is involved

in FP counseling have been mentioned earlier in this chapter' FP

counseling among provider respondents is associated more rrith
providing correct information about responsible parenthood'
Idea11y, it is done one-on-one with the client until a voluntarl' FP

decision on adoption or method choice is made based on correct

lnformation.
Based on the responses given during the stakeholders

meetings, FP counseling is often delivered by medical professiona-s

(e.g., doctors, nurses, midwives), trained volunteers (e.g., BH\t s

BSPOs), social workers (specifica11y those engaged in premarrr'=:
counseling), and other members of the community (e.g., nei-shll -:s
pltar m.acy attendants) .



::--t s:a<elolders neetings also shou'ed that
r.,-.:: :: iP counseling is more frequentll'
::::::-r::-r:',-ins or having to perform a didactic
.-:=-:: ::-.:s:s ouite consistent wlth the findings

--: --1 t--:--=::. i:::err-1errs. other responses included
--":.--.'--:r -,: FP counsehng, especially in ensuring

:'- -s ::.ai: 'cr- clients aLrout what method to use.
::--;::::or-r of the possible role that FP counseling
:i: e:llotional affective concerns of clients. These

- ::- .. :r. a:, nsistent \l.ith responses given during the
:.-.-=:-.: - 

j.:s reetings regarding what constitutes quality FP
-'-r-.:'r--- l,-r^eq rhe Ailferent rcoinns nnnsidcred in fhe sfttdvir-s:-:::. -{cross the different regions considered in the study,

.':'-: :.a:hir-rg andl or information-giving functlons were
: :i:-irghred b1' the parlicipants/respondents. Participants
:::er:roned the need to provide complete and accurale
-::formatlon about the di.fferent methods, the necessity to correct
:::isconceptions, and the need to deliver information in ways that
could be easily understood by the target clients. Participants from
the \.isayas and Mindanao regions made specific menti.on of the
GAIHER Appioach as the chosen approach to FP counseling.

lJn"l All"itutes "f th. Cor.'."lir'9 D"ocess

There were several ways in whlch this study assessed
perceptions regarding the ideal attributes of the FP counseling
process. These perceptions were assessed in the interviews and in
the stakeholders' meetings.

When asked to describe their expectations of an ideal FP

c or-rnseling session, client-respondents mentioned that they expe ct

to be r,r,elcomed warmly by their providers. They expect that they
rrould be greeted with a smile and asked about the reason for their
'"-rsit They also expect that service providers will treat them with
:ispect, and be accommodating and klnd [see Thble 20].

\lajorltSr of the client-respondents also indicated that they
--'-::cr to be given complete inform,ation during an ideal FP

- - -::rse1lng session (91 .34o/o). The most frequently mentioned
r::::-rlS behind the need for complete information included the
: -- '..'-:r:: ro ensure that cllents are informed properly (56.30%),
'., ::.'. t::: complicatlons (16.30%), and to correct misconceptions
: -: : 's:e Table 21]. The respondents also pointed out that they
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Table 20

Clients' Expectations of an ldeal FP Counselor,
by Type of Health Facility and CPR Performance (ln Percent)

Table 21

Clients' Reasons Behind the Need for Complete lnformation,
by Type of Health Facility and CPR Performance (ln Percent)

Expectations*
Faci lity

Total
CPB

Private Public High Low

Smiles 28.91 26.09 27.51 31.68 23.61

Greets client and oifers a seat 13,74 lt.zo 17 .46 14.85 19 91

ls accommodating 1 8.96 11 .59 15.31 15.35 15.28

Treats client with respect 17.06 13.53 15.31 t5.J3 '15.28

Asks about client's reason I0.90 1 2.08 11 .48 11 .88 11.11

Attends to client's needs 8.53 6.76 7.66 7.43 7 .81

ls kind and good-natured 0.95 6,76 3.83 2.97 c.oJ

Not stricl 0.47 1 .45 0.96 0.50 I ao

Has a sense of humor 0.47 0.48 0.48 0.93

No. of Responses 211 207 418 202 zlo

*Multiple responses were a1lou,ed

Reasons
Faci lity

Total
CPR

Private Public H igh Low

Client will be informed orooerlv 55,1 5 57.46 56,30 57.89 54.7 4

Prevent complications 14.71 17.91 1 6.30 12.78 19 71

Corecl miscolceptions and misinformation 10.29 5.97 8.15 14.29 219

Provider is responsible 8.09 4.48 6.30 4.51 803

Clienl will make informed choice 5.88 3.73 4.81 2.26 730

l\.4akes clienl capable of conveying information to othe( 2.21 5.97 4.07 4.51

Clienl will trust provider 2.21 2.99 2.59 2.26 292

Provider is concerned about client's health 0.74 0.75 n74 0.75 0-3

Client will be encouraoed to use FP 0.74 0.75 0.74 0.75

Total r 00.00 1 00.00 1 00.00 1 00.00 100.m

No. of Cases 136 134 270 IJJ ! li
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m.r. :onliorrable in asking questions during a session
-.':-t ::c-;:ier is friendly (33.82ok), sensitive to their
.-:----,',--.iseab-: - -, - h 4

. -,:.:::-:-sr:lcenrs rrere also asked to list some attributes

=- ,-:.:--: ::::a-.-lo:s in an FP counseling session. The top three
:-.... :.:-: :'.- c::r-ate and publlc clients were: clients should
:::::-. :- :l-Le providers (31 .16%), clients should be
::-' : - r rrr::' , and cllents should ask questions (13.41 7o)

r:,uld be noted in this set of findings that although
i --,::!.- -:-r :'.-ls r-nentioned, it does not rea1ly surface as the

::,: ::s:r:-se. The characteristics of being respectful and
: :.'-'.: ': 

-::-- :e.-lect that clients are 7-nore comfortable taking
- ::-.,,':---'-- :.-ss:r-e and compliant role in the interaction. These
. :: -:. 

-'..'=-"'--: are 1ike1y to be exhibited if they are with
. ".: ' "-,' ::. '.'.-='..- perceived to be competent in providing them
: ::--:--'-. :. ::.''.' need.
.- -. : ::--:.= :Cea1 FP counseling provider characteristics that
- .'.., .:-., :--:-;iients included being easily understood by
: -: :-:': srou'ledgeabTe (27.620/o), and helping clients
:.- =-: ::- s::-:-em (13.1370). In the ideal counseling session,

Table 22

AttrD,utes ol an ldeal Client Behavior in an FP Counseling Session,
Dy Type of Health Facility and CPR Performance (ln Percent)
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,dea Client Behavior
Facil ity

Total
CPB

Private Public Hish Low

cz.tz 31 .16 32.31 29.93

1 3.87 17 .27 15.58 1 5.11 16.06

1 6.79 1 0.07 13.41 17.99 8.76

I :;-:-: . -: : ;:,: : S::-:r 1 3.14 1 0.79 11.96 12.95 1 0.95

5.11 12.23 8.70 2.88 1 4.60

6.57 4.32 5.43 7 .19 3.6s

j ri --i--;-i: 2.19 5.04 3.62 2.16 5.11

3.65 2.16 2.90 3.60 2.19

2.92 i 2.88 2.90 1.44 4.38

2.90 2.88 2.54 3.60 1 .46

1 .46 2.16 1.81 0.72 2.92

-m 1 00.00 1 00.00 100.00 100,00 1 00.00

(llr:, ]r]8;* 137 139 276 139 137

+/



o
z
J
LJ
(n
Z
l
o
U

o

=Z
Z
I
tL

l

LL

LL

o

t
_t

l

the respondents expect that they be greeted with a smile br- :he
provider (27.51o/o), tlnat they be greeted as well as offered a seat

(77.460/o), and that they be accommodated (15.31 o/o) and treated
with respect (15.31 %). These responses are lluite consistent \\'ith
the findings derived from the client interviews. Agatn, we see an

emphasis on the information-giving focus of counseling.

Table 23

Nonclients'Expectations of an ldeal FP Counselor,
by Type of Health Facility and CPR Performance (ln Percent)

*Multiple responses rtere a1lorted.

When asked about their perceptions of the ideal clientbehavior,
the nonclient respondents mentioned that clients need to be

respectful (27.03o/o), should be cooperative (18.470/o), and should
be good listeners (17.\2o/o) [see Thble 2a]. This trend of responses

was consistent in both private clinics and public health centers

and also in low and high CPR areas. This was also evident in the

client interviews. Again, we see that the ideal client behavior
reflects a tnote passive and compliant stance.

From the point of view of the providers from private clinics,
anideal. FP client is one who has expressed a desire to practice FP,

follows provider's instructions properly, and comes back regularlr-

for a fo11ow-up examination. During the FP counseling session,

the ideal client asks questions, shows interest, andbeltaves rreil.
To make most providers' jobs easier, clients should listen, ask

questions, and not be shy during FP counseling.

Expectations'
Facility

Total
CPR

Private Public High Low

Smiles 28.91 26.09 27.51 31 .68 ZJ.O I

Greets client and offers a seal 13.7 4 tt.lo 17 .46 14.85 19.91

Treats client with respecl 17.06 15.31 1 5.35 1s,28

ls accommodating 18.96 11 .59 15.31 t5.JC 1 5.28

Asks about client's reason 1 0.90 1 2.08 11 .48 11 .88 11 11

Attends to client's needs 8.53 6.76 7,66 7.43 7 .87

ls kind and good-natured 0.9s 6.76 3.83 t 2.97 4,63

ls not strict a.47 1 .45 0.96 0.50 1 .39

Has a sense ol humor 0.47 0.48 0.48 0.93

No. ol Responses 211 207 418 202 216
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had to do with clients'commltment to undergo FP ai--c --'r-'- r'-=::

for them to be more active in the counseling process. Par:-c'-:.:--::

specified that clients should listen attentivell' to rrhat thei: : F

providers ate expTarning and shouid feel comfortable to asi
questions when there are matters that are not clear to the:n.

Cop. t"t*n.. lJ.ol o'',J A.trol Fp Cor.,.nli.,g

Beyond just looking into the perceptions of what constitutes the

ideal pP counseling process, this study also explored the gaps between

the ideal and the actual practice of counseling. Several ways r rere

employed in this study to assess the gaps between the perceptions of
the ideal FP counseling and the actual practice of FP counseling.

In the intervier,r.s conducted u-ith c1lents, the respondents n'ho

indicated that there \^rere gaps betrr'een the ideal service facility
and the actual service faci1ltr. identified mostly factors related to
physical facilities (53.71 o/o) and problems of space (77.71%) [see
Table 251. The same trend rras observed in the interviews with
nonclients. Majorltv of nonclients also identified factors
related to ph5rsi6sl facllities (50.0070) and the problem of space

(2530yq. There rn'ere onlt' a ferr responses that pertained to FP

Table 25

Gaps between the ldeal and Actual Service Facilities,

by Type ol Health Facility and CPR Perlormance (ln Percent)

Gaps between the Actual and

ldeal Service Facilities (Clients)'

Facil ity
Totel

CPR

Private Public High Low

Physica facilit es 45.78 60.87 5.1 /t o J.6C 4'1 .98

Operational concerns 22.89 1 7.39 20.00 1 0.64 30.86

Space 21.69 14.1 3 17 71 '15.96 19,75

Supplles 9.64 761 8.57 9,57 741

No. of Cases 83 92 175 94 81

Gaps between the Actual and ldeal Service Facilities (Nonclients)-

Phvsical facl rtres 48.1 I 51 .81 50.00 59.09 44.00

Space 20.48 30.1 2 25.30 21.21 28.00

0perat onal concerns 26.51 I J.ZC 1 9.88 to.o/ 22.44

Supplies 4.82 4.82 4.82 J,UJ 6.00

No. of Cases 83 83 166 55 100

*Multiple responses were al1ou'ed
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' s.:-i.': -:s: .-:euts L12.70Vo) and nonclients (10.10%o). This
r:,: s,.:::::si:g as respondents from these groups seent

,' ; - s::--, : er-aluations of the services of FP cor,rnsellng

--:--- -.::: as i\-as already pointed out, these mar. also be
',-: 3', sa,rre response stvles.

::s rc:ardlng the gaps between the ideal and actual
: : ? -.,'-:nseling u.ere also adflressed in the stakeholders'
ia:.r,:lar-Lts irere asked to sive thelr oplnions regardlnsirere asked to give thelr oplnions regardlng
,: cts:rable behavior that can be expected of FP

: ::-,-,':ciers and ciients. As mentioned in the prevlous
; :ts:riptions ofthe ideal FP providerbehavior resulting

:-. ; --.--:.-r','e analvsis were divided into three rnajor categories:
l -:r:-:!rrsonal communication skills, sufficient knowledge
'--, : F arci :he display of positive traits that can draw people to
::- T:le participants in the stakehoiders' meetings stated that

:.s. :;:al behaviors are r-]l always manifested. Several reasons
- -- -:- -, ,^ ^-,-1^l- -,-L-. +L^-^ ^^-^ ^-.i-+ n -^ ^f +1^^ *ao+,. =:: ,::ed ro explain why these gaps exist. One of the most

.:.;''i.:r..r- cited root causes of the gaps is the large amount of
.,.--:., ,.sr-ra1h' assigned to an FP service provider (e.g., providers
.,:-;: :oo mani, responsibilities, heavy volume of clients). The other
-:.iue rllr'mentioned root cause is the lack oltraining on the part
:: ::re providers, especially in interpersonal communication skills.
i:e problem of inadequate facilities also surfaced as a cause of
:he observed gap.

As mentioned earlier, the stakeholders'meetings also addressed
ideal client behavior in the counseling process. Particlpants in the
stakehoiders' meetings also noted that clients do not ah.r'a\.s behave
according to the ideal behavior ldentilied. Participants reported that
clients are sometimes not very committed to their decisioll to pllrsue
FP. This is manifested in the tendency of clients to forget thelr
appointments, their lack of interest while listening to the
erplanatlons givenby providers, and their tendency to be verv quiet
and passive (i.e., not asking questions) during the counseling
process. The identified causes for these behaviors included the lack
oi nlotir.ation to undergo FP and the lack of information on FP

The other important data source psed to determine rrhether

- - a:.propriate practice is the observation of actual counseling
).s::r:is done in the clinics included in thls study.

!.:s.-.-:s of the FP counseling sessions disciose that most of the
:: ,.::st-:lq lroviders from both public and private clinics used
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the 1ocal language when interacting with their clients [see Tab.e

26]. This is a good indication that providers are trylng to make
their explanations as simple as possible for their clients to
understand. In addition, most of the counseling sessions obsen-ed

(860/o of 42 sessions) did not go beyond 45 minutes. This mar- be

the typical length of an FP counseling session. Data from the
observation's checklist of topics discussed in the taped sessions

revealed that most of the required topics (as specified by the
GAIHER Approach) were appropriately addressed except those
pertaining to HIY/AIDS,/STl-related matters.

Table 26

Language Spoken during the Counseling Session,
by Type of Health Facility and CPR Performance

Lang uage
Faci lity

Total
CPH

Public Private H igh Low

Cebuano 8 7 15 1 8

Tagalog/Filip no I 5 14 7 7

llonggo J 2 5 4

Waray 2 1 J 3

English + Tagalog 2 3 3

Kapampangan

Tagalog + Cebuano

No. ol Cases 24 18 42 20 22

The observations of the counseling sessions also showed that
most of the behaviors required from an FP counselor (as

specified in the GAIHER Approach) were exhibited by majoritl'
of the providers except for the following two aroas: a) assurance
of confidentiality; and b) ulllizalion of IEC materials.

Sro""niron, o.,J lh"i" l.t..ol.r.-n.tl
i., lho l-P Corr,rnli.,9 D,o...,

Results from the interviews of clinic supervisors/heacs
revealed that majority of their health facilities have included FP

=2



.cur:se-r1: as:::ja::::reir unir and this is stated specificalh- in
:::e :: :: a-s ::-:ss-:::. iP co'unseiing is addressed in the performance
:-:':::r-. :: - :lt :-::::c superr,,isors also mentioned that FP

-- -::---..-----i :. -:t;-:t:ri-r- integrated in the m.aternal health care
:r-:r::rr s:.-'-::-a,-i':n the provision of FP services, prenatal
:::: -.-,::s -:1.1 !ts:partum checkups. It is worth noting that this
:r:--:,:'-.'.'-:. -: F? rs recogmzed as s4lient and has been glven
::t-,-i:,::--. ::- :e-at:on to the service facilities considered in this
s: -^.1-.

S, 3 g.rtio., o'J fin.o- ,-'-,..,Jolio,',,

O::: :lnor-ative approach employed in this study was to 1et

--:e:-:s :onclients describe anideal health facility and compare it
;.,---::: :re actual health facility that is serving their community (for
::r'::c-r.ents) or that they have been going to (for clients). The
respondents \{ere then asked to give suggestions on how to bring
rlre actual conditions closer to the idea1. This approacTt allowed the
researchers to. solicit ideas and recommendations lrom the cllents
and nonclients on what areas gf FP counseling need improvement
and on how to facilitate such improvement. The approach is also
based on the performance improvement framework that has been
considered in this study.

Among the clients, 72.73o/o indicated that the clinic they were
r,,isiting was different from their concept of an ideal FP counsellng
facility. To improve their clinic and get it closer to thelr percelved
ideal clinic, they suggested mostly physical cTtanges/improvement
of facilities (67.92Vo). The other most frequently given suggestion
rr.as to ensure tTte avallabiiity of supplies (12.97%o). Suggestions
that pertained to the manner in which counsellng is delivered u'as

very minimal (e.g., efficient service: 4.10%o).

This pattern was more or less similar to that found among
nonclients [see Thble 271, as around 75.74o/o of thls group assessed
that the clinic serving thelr community is different from their
percelved ideal clinic. Suggestions made by thls group also centered
on improvement of physical facilities 772.Zzotol. The need to ensure
ar-ailability of FP supplies was also mentioned b1'some
respondent s (11 .7 5 o/o).

The other important source of data regarding suggestions,/
recommendations on how to further lmprove FP counseling
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Suggestions of Clients

Ensure availability of FP supplies and commodities

Hire additiona personnel/staff

Hire friendly staff

Suggestions of Nonclients

Ensure availability of FP supplies and commodities
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Table 27

Suggestions of Clients and Nonclients on the Primary Facility
to Become More ldeal, by Type ol Heallh Facility

and CPR Performance (ln Percent)

services is the stakeholders' meeting. A very interesting part of
the meeting was the strategies suggested by the participants on

how to properly address the root causes of the identified
performance gaps.

For concerns related to the huge amount of work assigned to

an FP service provider, suggestions were focused on implementing
operational changes as well as advocacy efforts to acquire
additional work force. Specific suggestions included proper
scheduiing of health services delivery so that client florr is

appropriately managed. Another suggestion was to identifr-
one person in the office who will serve as the FP counseling
provider and whose job function will primarily be to conduc:

lil

i
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FP counseling. The provision of an incentive was another
suggestion made to address this probiem.

The other :requentlr' mentioned root cause is the lack of
trai:1in-g on the part of the providers especially in interpersonal
comm:inication skil1s The suggested strategy to deal n ith this
prob-er: iras :o turther train service providers and to conduct
ref:esher cou:ses on FP. i

T::e nr,t-n-en: on inadequate facilities, which also surfaced as a
raLSe ,-: :he obserr-ed gap, was likewise considered. For this
cL-ir:e::: i: .ras su_egested that the 1oca1 government should be
u:ged icr ass:s: ir :he improvement of facilities. There were also
s;:ses:r'l:rs tc,r a sintple rearrangement of office facilities to bring
Ior::: a c.--:::c eri-ironment more conducive to counseling.

5lrln .f FD Cor.,."ling Sessions:
\" \.,rlssis .f ll-,n 42 A"Ji"lopnJ Sessio's

Researchers' Evaluation Rating on the Level by which
Specific Aspects of the GATHER Approach Were Exhibited
in the Audiotaped Counseling Sessions

The most in-depth and thorough evaluation of acluaT
counseling that mar- also be an excellent source of information
in identif5,ing performance gaps is the review and evaluation
of the audiotaped sessions. Using the GAIHER Approach as a
framer,r,ork for the anaivsis and evaluation, a rating system was
established by the researchers. An audiolaped counseling
process was subjected to a ratlng ranging from 4, indicating fully
exhibited GATHER steps, to 0, demonstrating that steps in
GAIHER have not been exhlbited at all.

Results indicate that providers exhibited most of the steps,/
instructions under the elements,/acronym "Te11" (mean
rating:2.24) and'Ask" (mean=1.92) which yielded the highest
rating; meanwhile, "Return" (rnean:1.29) had the lowest
evaluation. The provision of useful and accurate information
(mean:3.25) and helping clients understand this information
(mean:2.85) were the overall most exhibited skills. Wlth regard
to lndividual items, the GAIHER indicators that were least
exhibited ln the counseling sessions have been: a) lnvited clients
to bring others (0.13) R; b) explored need for sexua11r, transmitted
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disease [STD)/HIV prevention (0.25) A; c) discussed STD
prevention a:nd gave condoms, if needed (0.25) E; d) explaineo
any printed instructlons and gave them to the client (0.18) E ; e_r

asked about feelings (0.63) A; f) assured client of confidentialitr-
(0.70) G; and g) explained what to expect from the counseling
session (0.73) G. It was also observed from the actual transcriptions
and observation analysis that the sequence of the GATHtrR
Approach was not properllr follon,ed by the service providers
during the counseling sessions.

Content and Process Analysis of FP Counseling Sessions

The 42 audiotaped FP counsellng sessions were anaTyzedby
the researchers using the fo11ou'ing parameters:

1. The relative ratlos of the freqr-rencies of open-ended versus
close-ended questions asked b5, the provider as thel,
occurred during the session;

2. Cornparisons of open-ended and close-ended questions in
initial (first time) and fo11ou'-up sessions .

3. The frequency of the questions coming from clients;
4. The mlsconceptions r.erbalizedby clients and addressed by

counseling providers;
5. Common side-effects discussed by providers; and
6. The accuracv of the medical lnformation given during

counseling.

Questions refer to those asked by the provider to the client.
Open-ended questions are those that were stated in such a way that
al1on clients to glve more than just single-word answers and
encourage elaboration (e.g., "Why did you choose pi1ls as your FP

method?"). Close-ended questions are single-answer or categorical
questions or those that are answerable by yes or no (e.g., "Is pi1ls
your chosen FP method?"). Ideally, there should be more open-
ended questions coming from the provider during counseling to
facilitate a better exploration of the client's concerns. If this is not
possible, idea1ly, there shouldbe an attempt from the provider to
baTance the type of questions asked.

An analysis of the audiotaped counseling sessions shou.s tha:
there were a total of 7,238 questions in the 42 laped sessions [se :
TabTe 28). Overa11, there was arr average ol2.7B open-ended questio:---.
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Table 28

Analysis of Questions Asked in the Sessions

and 28.64 close-ended questlons that occurred in each counseling
session (ratio of 1:10.30). The range was zero (none) to 12 open-
er-rded questions and two to 96 close-ended questions for each
session. There were consistently more questions asked during initial
sessions compared to follow-up sessions.

Since there was an equal number of session types (21 initlal
and 27 fo11ow-up,/resupply sessions), further assessment n,as done
comparing the ratios of the two question types found in each
categor\r. The rationaie for this r,r.as to compare the nature of
orlestions in initial sessions with that of fo11on.-upr'resupplr.
sessions since lt is expected that there are more questions to be
asked during initial counseling. This is due to the pror-ide r's lteed
: establisl-r demographlc and other baseltne data for each client,

:ol tl-re 2l initial or intake FP counsellng sessrons rl-lere \ias
-:-r-- r'.:rase of 2.67 open-ended qtlestiolts ar-rd 39.76 close-ended
:.,.:s::.,rs. This is translated into a ratio of 1:11.86. Or-i the other
:--..:--: -r: .le 2l fol1ow-up,/resupph' sessiol-ls, the ar-erage number
,: -:-..:r-::rded questions for each sessioi-r rras 2.90. There \\.as an
:-'.:r:-:-: c: 17.53 close-ended questlons, resr-tlting ir-r a ratio of
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Again, as expected, there were more questions asked durilg
initial FP counseling sessions as compared to fo11ow-up sessions.

However, llte avetag,e number of open-ended questions n'as almost

the same forboth session t.vpes (2.67 and2.90, respectlvellr). This
data shows that open-ended questions were generally not utilized
in FP counsellng. The predominance of close-ended questions

reflects more dlrect lnformation-gatherlng or queries from the
provider and does not a11ol,r' a deeper'discussion of an issue from
the clients' polnt of vierr'. Providers who use more open-ended
questions during counsellng a11ow clients to speak more and

facilitate a freer exchange of ideas. The predominance of close-

ended questions supports the anal]rsis of the counseling intervier't's

usi.ng the GAIHER Approach as framen'ork, where the "Te11" and

"Exp1ain" segments gained the highest scores based on how often
they were exhibited. There r rere many questions asked by the
provider during counseling but these were geared towards
information-gathering and -giving and not towards further
exploration ofclients' concerns and fears. This finding is consistent

with previous researches on FP counseling.
Clients also asked questions during FP counselitrg. Overa11,

they made queries approximately three (2.995) times during each

counsellng session. Dlviding these into the session types, more
questions r,',,ere asked during initial counseling sessions (average

ol 3.28 questions per session) as compared to fo1low-up sessions

(average of 2.71 questions per session). Although the difference
is not very 1arge, the data shows that clients are more encouraged

to taik durlng initial sesslons. This could be attributed to their
need to clarify concerns about the methods that the providers
present to them for the first time [see also Thbles 29-31, Appendix D].

FP counseling sessions are affected by many factors. There

are rr,al1y probable reasons why clients are encoutaged or not

encouraged to ask questions. The finding that there ls a

consistently 1ow number of questions asked on the average could

explain why clients Ttave an apparenl lack of involvement in the

counseling process that could ultimately affecl the overall qualitr-

of FP counseling.
In fo11ow-up sessions, clients were encouraged to ask questions

because of their familiaritv with the provider and their experience
r,r.ith their chosen FP method based on their initial encounter rtl:::
their provlders. Also, the focus on information-gir'lng ar-rd :: -
barrage of questions coming from the provider (directed tor.a:.:.s
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establishing demographic and baseline health data) during the
initial visit ma1' not haye created opportunities for the client to
talk. An ideal provider must be aware of this possibility and make
adjustments to provide ample time for the clients to verl:.alize
misconceptions and other concerns.

\fithin rhe counseling sessions, there were transcript-based
obsenadons shorring factors that mighthave hindered clients from
asking questions, thus affecting the quality of counseling. To
iflusrrare. some providers were noted to:

I . Shout (noted as raised tone of voice in the transcript),
2- Laugh at clients (as opposed to laugh with),
3- Directlv or indirectly make fun of a clients, response,
4" Bombard clients with questions,
5- Have not allowed opportunities for clients to talk,
6. Cut clients off in the middle of their statements,
7. Avoid answering clients' questions, and
8. Give very vague answers to questions raised by clients.

These inoidences drawn from the transcripts do not
necessarily reflect what hapgens in all of the Fp counseling
sessions all over the country. Needless to say, the fact that these
situations exist, indeed, confirms their occurronce at the health
facilities.

Arr analysis of the 42 atdiotapedcounseling sessions also yielded
a list of clients' misconceptions emerging during the counseling
process. The providers'management of the misconceptions, however,
raried. \thile some attempted to address them, others merely took
note of them. There were also those who failed to address the
risconceptions directly. Among the misconceptions that were
ir'lea:rfisd in actual FP counseling sessions were the following:

I The use of oral contraceptive pi1ls (OCps) causes swelling
,:: -jre ulenis.

I The use of OCPs directly causes hypertension.
3 OCPs should not be taken during menstruation.
{ OCPs oirectlv cause headaches.'
5 OCPs leave sediments inside the body, specifically in the

ru:el'r;s '.r-hich couid cause myomas and other tumors to
fo,rer These sediments could also cause obstructions in
dne urrmen's 'passager\,ays,, in the body.

o
o
C
z
(,
TI-
z
o
ll
n
o
o
rrl(,
(,

z
o

ll
TI
fr
TI

x

Z
n
rrl

59



o
z
r
l]]
(,
z
l
o
U
(,
z
2
z
I
tL

-J

=tr
LL

o

i
_-.1

l
C

6. The use of OCPs makes women more lrritable.
7. Lilling a heavy load automatically causes the erpuis:- r- - -

an IUD, even when the woman is not menstruating.
8. The IUD can be removed very easily.
9. IUD causes pagbibinat orbody malaise.

10. IUD causes obstructions in the body.
11. IUD causes abdominal tenderness.
12. IUD causes ectopic Pregnancy.
13. IUD causes hemorrhage.
14. The string olthe IUD goes inside the body.
15. The string of the IUD can strangle a man's penis during

intercourse.
16. One will constantly be awate of the presence of an IUD

inside one's body.
L7. Tubal ligation causes stomachache.
18. Tirbal ligation causes women to be more sexually aggressive

and promotes infidelity.
19. Condoms are not re1lab1e or safe. They often break and

cause unwanted pregnancies.
20. Depo-Provera in;ections provide protecti.on against

STIs.
21. While on Depo-Provera, an enlarged abdomen immediateh'

implies that the \A/oman has developed a tumor.
22. Inlections provide protection against STIs.

23. Menstruation causes numbness of the body.
24. APap smear can detect myomas in the uterus.

The misconceptions often come from anecdotal evidence of
others' experlence r,r,ith a method, hearsay, or il1-lnformed advice

from signiflcant others. These misconceptions are actua111'

misinterpretations or exaggerations of r'r'e11-founded medical
information. For example, some women are expected to feelbloated
or would actually gain weight whl1e on OCPs. The providers seenl

to te11 this misinformatlon to clients when they choose OCPs as

their FP method. However, this does not necessarily imp15. that
the uterus is swelling. To put this in proper perspective, OCPs are

also not advised for those with hypertension since they mav ha.-t
some unwanledltaernatologic effects, although they do not direc:'-.'

cause hypertension. Most hypertensive cases are idiopathic ':'
nature and are rnanaged through lifestyle changes (e.g. r:--'
regulation and nonsmoking). The use of OCPs may cause headac::: :

some clients but this could also be caused by other factors .-
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-r-- - r- ::rr-- - a-: r:::--:-a: regardless of whether they are current
:s ,: :-- :--.s:r: -: OC?s. Some clients seemed to be worrying
:'.*-':- .-': '---- :':-- ;s: o: a contlaceptive method.
-':-= ::.: - : -:--: ::r:s.onceptions reflect an exaggelation of the
.-t:-. .:'.-.::=,:. :,: certain contraceptive methods. Some, such
:--:,- --:'.- -r- :3.-rses h-omen to be more sexually aggressive
:r,:r---:=. ::--:lie,it\-," are completely untrue. This could just
:. -:.--..,-:::: j :rpresslon of the fears or insecurities of female
'-:: -: :::a-: lLaie partnels.
l-:,:.:'.:: :::r: all misconceptions come from outside sources.

---,:.:. -::---- :itelrpt to Come up with their own explanationS fOr
': :-.':.--.,':=:- based on their own understanding. These self-generated

:.::::-::s:- ild reasons usually aim to come up with explanations
:.: ''':-z. -::e :ee1s or notices in hls,/her body. The misconceptions
::-,,-' .-s, 'ce due to internal misinterpretations or inadequate
.-:--,''-=;gt about the human anatomy. For example, there was a
::--,: - -.-:.rrrion stated by a ciient, notably because of unfamiliarity
.^,:::, :--:: o-'rn hody. She mistook her cervix (which she was able to
:::- ::-s--;le her) as a foreign objecLor a tumor. These misconceptions
,:;s-r:.'-ized through time due to lack of medical consultation as well
'5 i[';ice. and aggravated due to reinforcements from others.

Genera1l1'', r,r,hen clients verbalaed misconceptions, quite a number
of cror-iders attempted to correct them. Some of the providers seemed
successful in doing so. There were some providers who actually shared
:neir orrn experiences with the method to a11ay clients' fears. However,
some providers gave responses that do not adequately remove clients'
ears, or that skirt around the issue, probably due to lack of

colnpetence or understanding of the issues being raised by clients.
K:lorrledge of the misconceptions and how to effectively address them
-.".-:u1d be beneficial in providing better FP counseling.

Side-effects were often covered during FP counseling sessions.

- :-: i:s,:ussion of the side-effects could eitherbe triggeredby a query

- -::. --'.-= ,:llent ("I heard that... ", "My sister said that... " ) or presented
:: ::r: : -:-:lormatlon-glving when discussing a method. The type of
..:.-:-:.-:s i:scussed depends on the method covered. Most of the
.: .::: ,;tquateh' discussed the side-effects. Some of them even

- i:: .: - -:-::_.-^e s such as asklng the clients for restatements, asking

- -:: .:-: -: ;::-;iding cases. The following are the common side-
, --, :: -,' .:=-: ::-, :elation tO a SpeClfiC FP methOd:
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Pil1s

1. Irritability or mood changes
2. Increased appetite
3. Increased weight
4. Feeling of being bloated
5. Breast changes (1umps, tenderness)
6. Headaches
7. Menstrual changes

IUD

1. May fa1l out (e.g., when lifting heavy objects), especially
during menstruation

2. Abdominal pain
3. Menstrual changes
4. Dysmenorrhea

DMPA (Injectables) 
a

1. Fattening/bloating
2. Increased aPPetite
3. Menstrual changes (spotting and arnenorrltea)
4. Increased pimple formation

The providers also often te11 clients about the warning signs

of OCP use, such as chest pai.ns, blurring of vision, extreme 1eg

pain, breast masses, prolonged menses, or difficulty in breathing'
The indications and contraindications were often relayed to the

clients as the baseline data and demographic information are

gathered during the intake session.

Generally, the providers seem to manifest a cetlatn 1evel of
knowiedge when it comes to the medical information given

durlng counseling. However, there were some observed instances

wherein clients' concerns were not adequately addressed. Some

providers also fumbled when confronted with the request to

provide more detailed information about FP or to further clar:r,-

a concern raised by a client.
The findings suggest that there are stil1 some FP counsel--:-'

providers who need further training on FP methods to der-e--:

their expertise. For those who have had previous FP training ::--=
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ari::.ss'-Lln o: ihe pror,lders "forgetting" r'r'hat thel' have
.,-::--:: r:::r-:e s the need for updates or continuing FP

. : :l:.:..:--, prer-iou.s learntng was also reported b5'

:: :- :::1111.11 reason whV they feel that they stiil do not
- ''lis:' .edge and ski11s in conducting FP counseling.

,, : ::erelore, to identify providers that need technical
and seminars to enhance the quality of their

,.-ork are therefore necessary. This may also signal

- :.-;terr the preemployment educational requirements
: asriring FP servlce providers

Providers' Manner of Addressing Misconceptions
during FP Counseling

i-arious misconceptions expressed by the FP clients were

::-a.,-ed to the provider as direct questions that seek explanations

,l ;-arifications. How did the FP provider address these? although
:l:ere rrere attempts by the provider to clear these misconceptions,

:::er- rrere inadequately handled so as to effectively dispel the myths
and create deslrable behavioral changes among clients. It seems

that the providers are also in a.dilemma as to whether to discuss

misconceptions lengthily, or to focus more on probing new FP

information to encourage clients to use a cerlain method.
Here are examples of how providers addressed clients'

mlsconceptions in a less than ideal way. Although these were

reported using a l.ocal Tanguage, they were translated here ln
Er-iglish:

Directly ignoring or moving on to another topic
Restating the client's concern but not rea11y addresslng the

misconception
Deilecting the misconception by advising the client to seek

:::edical consultation or read IEC materials:
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I heard that pil1s cause varicose veins.
You need to go to the clinlc for checkup first.
Check varicose veind. trxamine your legs before
n'e give the pi1ls.

Could I get pregnant again?
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4. Using technical terms r,r,ithout adeqrate explanation

Provider:
Client:

Provider:

Client:

Provider:

5. Skirting the

Client:

Provider:

Client:

Provider:

Client:
Provider:

That's why you need to see the doktora.
If I carried a case of soft drinks (n-hen usirie
IUD)... ?

That is not a problem as long as you do not har-e

menstruation. You can do anything you \4,ant. I
will give you reading materlals on this 1ater.

I heard that DMPA causes pimples or zits to be
formed.
Actually, those with pimples have hormonal
imbalance, but here (DMPA), the only thing you
will experience would be weight gain.

issue or not adequately confronting it:

Some said that when your period is there, you
don't have to take pil1s... oniy after menstruation.
I will explain that to you. One of ths.advantages
of taking pil1s is it does not interrupt your
sexual enjoyment in 1ovemaking... unlike
condoms.

You think it's OK, there's no danger of cancer?
Because I've noticed when I stopped taking my...
Your menses become irregular. It's rea11y like
that... you get wilTtdrawaT symptoms.

6. Telling the client that it is something she has to accept at
face va7ue, without adequately explaining why this is so:

Sister, will it (IUD) not go inside my body?
No. That's real1y how it is. It's not going out.
Think about it. Even if it enters your body, it's
not dangerous.

The aforementioned rnaTlagernefit and technique of addressing
mlsconceptlons are rallter inadequate and problematic, as ther-
did not seem to form knowledge and insight among the clients.
This observation reinforces the 1ow score given by raters on r:--t
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sessions using the GATHER Approach (e.g., ,,rnade sure that the
knort-ledge is based on accurate understandlng,,).

On the other hand, some providers also adeq:ualely and
effectivelv addressed clients' misconceptions. For example, one
prorider actually gave a demonstration to dispel the client,s fears
on the effect of IUD on sexual intercourse. Another technique used
to dispel misconceptions is through the use of other clients,
experiences as examples. Some providers have developed their
orr-n stvle or strategy to promote afl acc;r)tale understanding of
use of FP methods among their clients.

Description of the Illustrative Cases of the Fp Counseling
Session: Best Practice, Non-ideal, and Tlpical

Illustrative cases were also noted for the researchers to have
an idea of the actual FP counseling process followed in each
health facility. The researchers also attempted to identify the
'best practices" among tlne 42 FP sessions. A typical Fp counseling
session that makes use of the best practices is presented in
Flowchart 1. ..
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Histr-v of Hfaditiform mle
E lsp- fEgntry

I
+

B&xrr Irc
llagh

I
I
I > Explmation of the rffit step (enmination)
Itlr

C'ns.rdpfuizl EniDdin
Ir,

M drk fu rfid ruts in tems of number of children
Ito&oin drdde fP optbc to client

IY
A*.fit ]hr fu Erts to b€ trplained to her
Oi:n * ar-d of c-hoie (OCP)
(lrily rffis dint is trcwledgeable about reproductive anatomy

F.Trrm €flEct of the pill on the lining of the uterus
Claify clbnt's @n@*r on the harmful effects of pil1s
Se adrartags ed disadvantages of pil1s
Eqiaia how pill is used
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Explain how the IUD works
Addres client's questions about IUD
Clariff what happens to the thread of the IUD

l__________.____*

I -.-.........*

l--r
l-

Provider inqutes whether client wants to know about another
method (IUD)

Client consents

Ask client to restate what was told to her ealier

Claifr client's concem on the harmful effects of piI1s

State advantages and disadvantages of pil1s

j
Explain how the DMPA works
Addxes client's questiore about DMPA
Ask dient which ofthe three temporary methods she would choose based on the discussion

hovider inquires if cliqnt wants to know about mot}rer rettrod
(condom)

Client infoms provider she'd rather know more about injectables
Proyider gets a smple of injectables

Client chooses pi11s

Provider mks client to restate what she lemed about the
pil1s from the discussion (including side-effects)

67



I

"lzl
rl
Ltl
ol
ZI
rl
ol
OI

OI
ZI_t
zl
ZI

1l
o-l

!t
>t

fl
ol

.l
--l I

1l
OI

I

I

Y
Answer client's question on need for Pap smear when on pills
Address misconception about pil1s (that they leave a sludge in the body that

can cause myoma]

I

I

| ---------------- 
Provider states that she will show to the client that

| 
,he pil1 dissolves in water to dispel her fear

I

Y
Clarify other Bide-effects of pil1s such as iritability
Inquire if the client has further questions about pills

I

I

I

Y
Explain/discuss the clinic's schedule
Discuss schedule of pi11 intake to the client

I

I

+
Discuss what to do when:

I a. Spottinq

I t one forqers to ule .t

I c. Dosing schedule + use ofbackup method as needed

+
Ask clidnt to anss.er questions on what they have just discussed about pills

I

I

tnfo.nrYl;ent of retum schedule

V
Discuss the client's "card" with the clinic and request client to retum on the scheduled date

For the non-idea1 practice, the observations are shown in the
process flow on page 69. This particular FP counseling session

was identified as non-idea1 for the following reasons: a) there u'as

inadeq:uale discussion of the various FP methods available; b-)

provider hastily injected DMPA without giving enough information
regarding its indications, contraindications, and side-effects; c) the

session was conducted hastly; d) baseline client information rras

inadequately taken; e) there were no statements made regarding
confidentiality and warning signs; and f) the basis of client's choice

of method was not adequaleTy explored.
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Cnisres Iemfor@mingto the clinic
I
I
Y

Iffimimgaihering
Ue of FP method in the past
Inquiring about cunent knowledge of client on Fp

I
It

Client say NONE

I

It
Proviler enumerates FP methods (with very short general descriptions of each)

I condoms
I pirt"

I DMPA

| .. NFP
Y

Infomation-gathering
L6t menstruation
Last childbirth
'Ilpe of childbirth
Breast-fe e ding
Bottle-feeding

I

I

| --=--+ Related by provider to the use of OCPs
Y

Varicose veins
Hl?eItension
Anemia

I

Y
lbking ofblood pressure (BP) and informing cllent of the results

Restatement of client's reasons for not wanting to use OCR IUD, or condom

Asking client to choose a method

I
I*

Client chooses injectable

Contrmtion of client's choice
l-er_r short discussion on:

Appointment card atd date of retumjfbr next lnjection
Process of injection

I

Y
lblling client to come in later for more information on DMPA

Flowchart 2

Process EIow of an Actual Non-Ideal
FP Counseling Session
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A typical FP counseling process is also illustrated here'

Flowchart 3

Process Flow of a Tlpical FP Counseling Session

Provider greets the client

I

Y
Information-gathering

Reason for consultation/visit to the HC

Inquiry about client's knowledge on FP md if a choi@ h6 been made

| -----------* Clienr wilts rhe besr for her

t
Age oflast child
Breast-feeding
Tnformation on client's menses

I

Y
Confmation of DMPA 6 client's 1remnal FP method choie
Injectable and IUD as only option sinre client is brext-feeding

Conimation of DMPA as method of choift

Explmation on DMPA given:

r Duration md schedule o[ irjectiom
I si,le+ffecs
I

I Inquiry if the side<flects m OK with the client

I

| -o,no- sidftffec*
I

Y
lnquiry if the husbmd knows about client's decision

Iv
Data-gathedng

Lumps on bredt
Nme of client
Name of husbmd
Maital status md rereon for nommiage
Number of children and their ages

Number of children wanted and when wanted

Educational attainment of client and husband
Occupation
Date ofbirth
Address

It
Baseline data oi client's health is taken after reconflming DMPA as choice

Headaches
Shortness ofbreath

Chest Pain
Shofiness ofbreath
Heart disease

vadcose Yeins

Smoking
History of childbirth
History of menses

I

+
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Reonfimatfun of DMPA ro method of choice
Furtkr diffbn on DMPA giyen:

I SafELs prcfile of DMPA

I ed"auges
I oisadvutagm
I

I

I InquuI if tlese tre OK with the clienr
I

i
ryaEir of the next steps

PhJ6i@1 ffiination
Adminisbation of injection
Asking if it is OK with client

I

I

| 
_-_________+ physicaleMmination

Y
E4ramtion of findings to client
Scheduling of retum and reminder of need for retum

Injecting DMPA
Client assured and comforted

Client thanked and reminded of return schedule

It must be noted that the researchers found it difficult to
identify a common pattern of "typicai FP counseling session" since
the modes of client-provider interaction vary. Most intake sessions
though were noted to have the following characteristics:

1. Baseline data-gath.ering for new clients
2. Inquiry whether client has already chosen an FP method
3. The chosen method, if found fit for the client, is discussed

and further explained.
4. Inquiry about what the ciient knows about the chosen

method and other FP methods
5. Discussion of indications, contraindications, and side-effects

in various degrees of adequacy
6. Inadequate exploration of client's views, fears, and feelings

about the methods
j
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P counseling does not occur ln isolation. It is an end product

of many factors working together to promote better
reproductive health in the community. Providers, qupervisors,

and clients interact at several levels and with various considerations.

It is in this light that the 7Ta71agerne71t and support system, factors

that directly or indirectly promote effective FP counseling, were

assessed in the study. The findings on the various tnanagement and

support system for FP counseling fo11ow'

Tno in ing

Ideal1y, providers should be adequately trained to provide

quality FP counseling. Data shows that majority of providers from

public health centers and prlale clinics have undergone trainlng
(81 .20o/o and 85.70o/o, respectively) within the last seven years'

This equates to one untrained provider for every seven trained
providers in public clinics [see Figure B]. In private clinics, on

the other hand, there is one untrained provider for everY four
providers who received training in recent years. Therefore, there

is a larger percentage of government-based providers ln t::t
sample who have undergone training as compared to their prir-a::
counterparts. A1so, data from providers from both high and i: "'-

CPR areas also showed that majority have undergone trail-:-'=s

related to FP (8B.2Oo/o and 76.900/o, respectively).

J
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Figure 8

Percent Distribution of Providers Who Received Training within
the Last Seven Years, by Type of Health Facility and CPR Performance

s
8n

Perent 5o
40

30

20

10

0
Public Private Hlgh Low

Type of Heallh Facility and CPR Pertormanee

Most providers in public clinics have received the following
trainings: FP Counseling Tlaining (40.00%), Ttaining on FP Methods
(45.70o/o ), Reproductive Health (RH)/Safe Motherhood Ttaining
(.5.70o/o), and Gender-Sensitivity Ttaining (5.70%o). This trend was
also reflected arirong providers in private clinics [see Thble 32], u.here
the most common training recEived was Tlaining on FP Methods
(40.50%), followed by FP Counseling Ttaining (21.32o/o), RH,zSafe
Motherhood Ttaining (10.800/o), and FP Quality Care Training
(8.10%). While there were no providers from the public sector \4,ho

reported having gone through FP Quality Care Training, there ls a
parallelism in the trainings received by providers from the two clinic
t]'pes: these were basic trainings whlch are minimum requirements
before a counselor can effectively counsel cllents on FP. The fact
that many providers have gone through FP Counseling T?aining
highlights the need for providers to know not only what to say but
also hor,r, to say it to clients.

-{ comparison of the trainlngs received by providers from high
and lou, CPR areas yielded similar results. Providers from high
CPR areas reported to have received the following trainings:
-:::r-ring on FP Methods (36.80o/o), FP Counseiing T?aining
--- .-.tJ:r), and RH/Safe Motherhood Ttai4ing (10.50%). Meanwhile,

-:r,-.'riers from 1or,r, CPR areas have mostly gone through FP

- .-r::seiir-rg Training (.32.40o/o) and Training on FP Methods
: - :'. The data also shows that some providers have gone

::'.:. ,::rr se., eral trainings on FP provided by various agencies.
--i-:rr-- :::: i:rost commonl\, attended FP trainings were those
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described to be basic seminars on FP, which are necessan' in olde:
for providers to effectively render the service. The popularitr- of
the basic seminars among providers is consistent across public
private clinics andhigh/low CPR areas.

Table 32

Trainings Received by Providers and the Entities that Provided the Trainings,

by Type ot Health Facility and CPR Performance

Types ol Training
Facil ity

Total
CPH

Public Private High Low

Training on FP lvlethods (Basic/Comprehensive

DMPA, NFP, etc.)

tb 14 30 17 13

FP Counseling Training 14 I 23 12 11

RH/Safe [4otherhood Training 2 4 6 4 2

Gender-Sensitivity Training 2 2 4 3 1

FP Quality Care Training 3 2 1

Training on obstetrical Emergencies 2 2 1

Revised Midwlfery Law-Postgraduate Skills Trainlng 'I 1

Refresher Course on FP Methods 1 1 2 2

No, of Responses 35 36 71 41 30

No. of Cases 16 14 30 17 l3

Groups that Provided Training

DOH/CHO/RHO/PHO 16 10 26 17 I

John Snow Research and Training lnstilute 6 6 2 4

Friendly Care Clinic. lnc. 5 5 4

EngenderHealth 2 2 4 3

Family Planning 0rganization of the Phllippines (FP0P) 4 4 3

Private hospital 2 2 2

University of the Philippines-Manila 2 2 2

lnstitute of N.4alernal and Child Care

UNFPA

Government hospital

No. of Responses 19 33 52 27 25

No. of Cases 16 14 30 17 t3
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Nlost ofthe trainings received b5r l'P providers n,ere conducted
br- the DOH central or re gional offices, city health offices (CHO),
rural healrh unirs rRHUj and provlncial health offices (pHO).
This is also true across pr-rb1ic private ciinics and high/1ou- CpR
areas. -{ s',Eli:icant nur.nber of providers from the private se ctor
i3- :. a:lC h::h CPR areas ('11.870) have received training from
:i:e ,rc.it:: Sr:,:-"- Research and Ttainlng, Institute. Ttaining from
:i:e lr:enil:,- Care C-in:c. Inc. rras participated in by 31 .30/o of
.p:t-,-a:t s.,::itrr ::rt..':iers see Table 32].

\1:,s: p:or---aers se e li :o satisfv u,hat their clinical supervisors
e:::ac: c: :he::: ln ternts of trainings completed. A survey of
s-;:e i':s,trs erpectaiiot-Ls show that majority of those from public
ciln:cs '.5 2.. , ar-icl 58.8r of those from high CpR areas want their
pror-loers ro undergo Tra:ning or-r FP NIethocls. This requirement was
ti,1friied in most cases. On the other hand, supervisors from private
clinics (76.99o) preferred their pror-iders to recelve Fp Counseling
Tiainlng (52.6ok). This ls also echoedbl'most olthe supervisors from
1ou' CPR areas (39.390) and 35.39.0 of those supervlsors from high
CPR areas. Most supervisors aheadv have a specific idea of what
training they would like their pror-iders to have. This translates as
the minimum 1evel of knou-1edge and ski11s required of providers
from the point of vier,r, of their superr-isors. Some supervisors,
hor,r.eve! provided more general or less specific answers as to what
they require from their FP counselors. Thls findlng has implications
on the standards that clinics generally fo11ou, and the expectations of
supervisors from their workers [see Thble 33].

Tlainings that were observed to provide more knowledge and
ski11s tend to be viewed favorably by those who took them. Data
shou,ed that the Basic,/Comprehensive Ttaining Course on Fp was

Table 33
Types of Training Desired by Supervisors for FP Counselors,

by Type of Health Facility and CPR Performance

Types of Training
Facility

Total
CPB

Public Private H igh Low

r':. n! on FP lVethods 1'1 8 19 7 12

:r l:"'se rg Training 5 10 15 6 I

1

hc of Besponses 16 19 35 1J 21

ho :l Cases 11 13 12
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the trainlng most liked by 560/o of providers from publlc and prl''-a:.

clinics; 7.7o/o of private sector providers reporled that thel'liked all -'l-1.

trainings that they underwent. Simiiarly, the Basic/Comprehensive
T?aining Course on FP is the most popular among providers lronl
high CPR areas (57.1o/o) and even from 1ow CPR areas (54.4o/o). The

second most-favored training across clinic types is the FP Counseling

T?aining fsee Thble 3a]. The preference was repofied by providers

to be primarily the result of the conduct of these trainings which
ate ptirnarily geared toward skl1l acquisition. Aside from this, the

usefulness and applicability of the acquired learning to actual
settings were the reasons stated by many providers from both public

(l2.sok) andprivate (i5.B7o) clinics. It is interesting to note that the

technique used in the training such as role-playing was favored by
37 .5o/o of public providers. These findings suppofi the notion that a

tralning is well-1iked and found effective by FP providers if it is
ski11-based and applicable to actual settings [see Thble 34].

Comparing the responses across CPR areas, a particular
training was reported as belng liked by the majorlty of providers

from high and 1ow CPR areas because they provide the needed

skil1s (23.8% and 14.3o/o, respectively). Similar to findings based

on public vs. prlvate comparisons, the usefulness and applicability
of a training to actual counseling settings \47ere common reasons

why trainings are viewed lavorably by providers. This is especiaily
true among those lrom 1ow CPR areas (28.60/o). The kinds of
methodology used during trainlng, particularll'the field trips, were

also mentioned b5, those from high CPR areas (33.3%). Therefore,

data sho$,s that aside from applicabilitl'of the knor'r'ledge and ski11s

acquired from the training, a specific training is liked by providers

because of the methodolog]-.
As regards least-1iked trainings, about 57.1% of those from

private clinics affiliated rrith \\'e11-Family Midwife Clinics
(WFMC) favored least the NFP Tiainlng and the Ambulatory Health
Facility Management Trainlng. Ileanrrhile, providers from public
clinics liked least the FP Counseling Training (33.3o/o) and
Interpersonal Communication Skills Training (16'7o/o) [see Thble

35]. Similarly, Interpersonal Communication Skills T?aining, RH

Tlatning/ Advocacy Program, and Basic,/Comprehensive Ttaining
Course on FP were also identlfied as least liked by the majority of
providers from high CPR areas (74.3%o for all three). For those

coming from low CPR areas, 60 % identified FP Counseling Ttaining
as least 1iked.
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Types of Training
Facility

Total
CPR

Public Private High Low

l:: : l:-:':'ensive Tra ning CoJrse on FP 6i 8 14 I 6

::-^s: .!g Training 2 2 4 2

\3, r'a ning 3 4 2 2

r', S: Training 1 I

:.rr semlnar given by supervisor

-{ecaitrarnrngs 1

No. o,f Cases 12 l3 25 14 t1

Reasons

Methodo ogy used in training (e.9., role-playing,
actual demonstration, f ield trips)

6 b 12 7 5

Skill-based/increases skills 3 4 7 5 2

Useful/applicable in€ctual practice 2 3 5 1 4

FP updates 2 2 4 2 2

Logistic suppo( 2 1 3 3

Challenging/interesting 2 2 2

Only training received 1

Good tralner 1

No. of Responses 16 19 35 21 14

No. of Cases t6 14 30 17 r3

Not applicable = 3

Table 34

Trainings Most-liked by Providers and Their Reasons,
by Type ol Health Facility and CPR Perlormance

An analysis of the least-1iked vs. most-1iked trainings shows
that the FP Counseling Tlaining was viewed differentlyby providers.
There were some who liked it and some who did not. Since this
training is considered a basic training on Fl the finding that it is not
quite populat arnong some providers, especially those coming from
pLrbllc cllnics, warrants a review of its content and methodology.
For the providers, the most commonly reported reason why the

-a:::ing iras least-1iked was that the FP counseling-related concepts/

=e :hods rr-ere tedious and difficult to 1earn. This data shor.l,s that the
:r-i-:iers generallv found complex the topics discussed. The
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methodologies used in the trainings seemed to have an impac: :l-
the providers' evaluation of such a fiarning [see Thble 35]. This
implles that training module developers and FP tralners should take

these into account when conducting training.
Quality FP counseling provision is partly maintained through

the continuous training of service providers, aside from regular
assessment and evaluation. Regardless of clinic type, most of the
providers felt that thev have all the skil1s needed for communication
(with clients). The proportion of providers who felt that thel' are

confident about their counseling ski11s came from public clinlcs
(37.5o ) and high CPR areas (35.3V0). This data couldbe interpreted
in man5r lr,ays. One interpretation would be that majority of the
providers alreadv feel that they are doing their job well or are

receiving good feedback from their clients. This could also imp11'

that thel' are not that motivated anymore to seek further

Table 35

Trainings Least-liked by Providers and Their Reasons,

by Type of Health Facility and CPR Performance

lnterpersonal Communication Sk lls Trainlng

Basic/Comprehensive Training Course on FP

Ambulatory Health Facility [,4anagement Training

for WFMC Midwives

Lack of self-conf,dence
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Percenl Distribution of
to Etfectively Counsel

Figure 9

Providers Having All the Knowledge and Skills Necessary
Clients, by Type of Health Facility and CPR Performance

mr'
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-:':. :::--::--- ,i:heir skl1ls as FP counseling provlders [see
I -=--: 1

-': = :' =',:::-,- of providers who felt that they have all the skll1s

:r=.'.: :-: -::::munication (with clients) reported that they can
,.:.,:-, '-:'-'- :-.-i'. their patients were able to understand better. It
!- -:--:: ::-:: :r-an\- providers used client responses as a subjective
:-.'s::::, -- .e-i-assessment, although this may not be accurate in
;-- -..:. -s:e Table 36]. There were, however, some providers who

'--.'-:':.=:::t,j to further develop their ski11s as FP counselors. For

::--s= '..;::: ielt that their existing knowledge and ski11s are

::--. j. :- -. a:e rhe reason commonly given was that they Ltav e aTready

:-::,::t:: :',-hat they have learned (ranging frorn 40o/o lo 600/o across

:--::-- :-"'ces). Another reason given was the need for regttTat
'--:.i-::s and opportunities to acquire new ski11s. This response
-.'.-=s :r--:sr prevalent among public sector providers (33.3%). The

::--:;.c':ate number of trainings attended was identified as another
::;s'ir 51 25o/o of public sector providers and 27.3o/o of providers
::;n high CPR areas.

Communication ski11s are important provider requirements
:har adr-ance quality FP counseling. What were the identified skllls
r-reeded bv providers to encourage better ciient communication?
The flndings shor,r, that having good i4terpersonal skills was one

of them' It was identified as a need by a majorit5r of providers
from public clinics (46.2o/o) and high CPR areas (35.3%) to

strengthen communication with clients. A1so, a relatively hlgh
percentage of providers from the private sector @1..zvo) and high
CPR areas (23.5%o) added that patience and ingenuity with clients
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Table 36

Providers'Reasons for Having and Not Having All the
Knowledge and Skills Necessary to Effectively Counsel Clients,

by Type ol Health Facility and CPR Performance

are vita1. In the public sector, on the other hand, 23.1o/o of providers
suggested undergoing training courses on FP counseling. This data

reflects the current need arnoT:rg providers to hone their
communication ski1ls through training andto practice better client
relations by adopting a rnote agreeable and appropriate attitude
towards clients [see Thble 37].

Related to this, most respondents suggested further training and

updates on FP knowledge so that other FP counseling pror'lders

can improve communication with client. A high percenlage of public

clinic providers (35.7o/o) specifically suggested that thev underr-go

the Interpersonal Communication Skills Ttaining to improve tl-Lei:

skil1s when working rvith clients. The finding is noteu'orth1- sirl:t

Positive Reasons
Facility

Total
CPR

Private Public H igh Low

Can make clients understand better 2 3 1

Can clarify questions ,1 2 1 1

Suflicient tra ning attended 1 2 2

Capabil ty to do community counseling 1 1 1

Can motivate clients to practice FP 1 1 1

Adequate knowledge and skills n FP counseling 1 1 1

Had years oi experience on FP practrce 1
,1

1

No. of Responses 5 b 11 5 5

No, ol Cases 15 14 30 17 13

Negative Reasons

Forgetting what is learned 2 3 5 J 2

Needs updates/new skills 4 5 3

lnadequate training attended 4 3 1

Lack of specific training 1 2

Need for more facilities, equipment and/or materials 1 2

Lack of time to apply skill in clinics 1

No. of Responses 12 7 t9 1'l 8

No. of Cases 16 14 30 17 13

ao



Sk' ls Neeied by Provider
Facil ity

Total
CPR

Public Private High Low

:cmrnunrcatron skrlls 6 2 8 6 2

:.::-:: :-: ^!en.r iy wlth c ients 5 6 4 2

'. - -: '!'.esrer course on FP counseling 3 2 5 3 2

r,r--: . -. .ct c,lents 2 3 2

2 2

No. of Responses l3 12 25 17 8

No. of Cases 't6 14 30 17 13

Skills Needed by other Providers

Trainlng/updates on FP knowledge I 7 tb 10 6

nterpersonal Communication Skills Training 5 2 7 4 3

Good publrc relatiots

Proper work attitude 1

No. of Reponses 14 t1 25 16 o

No. o, Cases 16 14 30 17 l3

Skills Needed by Provider and
v/ith Clients. by Type of

Table 37

Other Providers to Effectively Communicate
Health Facility and CPR Performance
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76.7 a/o of public clinic providers have also previously identified this
particular tralning as among those they least liked. There is also
:a:a rrl-ilch cited a sma11 percentage of providers feeling that other
,::,:..-'-ders do not need to have additional skills or to develop present
s.-r--s. \ot havlng other providers in the clinic and trustlng the
,.':.-::ritres of a colleague could be the reasons for this observation.

- increase knowledge on FP counseling, majority of the
*-: '.'. je:s across all clinic types reiterated the need for further
.::'-----"--'-.:: a:-rd ski1ls development. A total of 42.8o/o of private clinic
-:: '. 

- 
j::s atd 46.2o/o of providers from lorv CPR areas specificalh.

-...:r-::::: retresher courses and practice on FP counseling as
::-.::'.=-.-.:. leeds. This finding is conslstent r,t ith the data presented
:1:'-'.:: .- Lrloviders forgetting rt,hat the5r have learned as a

::'-:r-., t-, ::isot-l for their lack of ski11, hence the\. require refresher
,- -::::: l:: r:e other 1-rand, a similar response rvas glvenby most
: --::-- --::- ::oliders (37.50%) and providers from high CPR areas

at
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Table 38

Ways to lncrease Knowledge and Skills on FP Counseling and lnteraction

with Clients, by Type of Health Facility and CPR Performance

Ways lo lncrease Knowledge and Skills
Faci lity

Total
CPR

Public Private High Low

Trainings or seminars on FP 6 5 11 7 4

Refresher courses/Practice on FP counseling 4 6 10 4 6

Logist c support 3 2

By reading 2

lncrease in IEC activities

HoLrse'to-house rnolivalion iectu'es 1

Training other stafl as rel ever

Regular meetings and consultations with statf

No. ol Cases 16 14 30 17 13

$l .2Vo) lr,ho also emphasized the need for more trainings and

Since providers need to be tralned before they can give quality
services, it fo1lon,s that supervisors should be one step ahead.

Supervisors need to be trained as providers as we1i. However, there

are other specialized trainings that ideally they should ltave
undergone to prepare for their role as clinic managers. Unfortunately,
data from this study shou,s that a majorit5r ot 16.70/o of supervisors

from the public sector and 16.170 of those from 1ow CPR areas have

not received any lorm of training related to their job. Most providers

from the private sector (23.1,o/o) and high CPR areas (20Vo) received

FP Counseling Ttaining (identified earlier as a least-liked training).
A smaller percentage of supervisors received Basic/Comprehensive
Tfaining Course on FP. There were only 75.40/o from private facilities

who actually received training on FP supervision. However, not a

single supervisor from public cllnics reported having received this

training [see Tbble 39]. C1ear1y, there is a need for supervisors to

undergo further training to become better role models to their providers.

Sto,.,Jo"J.

Standards are neededbecause they serve as the gauge for gooi
performance. In this study, all providers from public clinics rre-'

B2



Types ol Training
Facility

Total
CPR

Public Private High Low

11 I 20 8 12

8 5 13 7 6

4 6 10 5 5

-- :-:a-/ s 0n 4 4 2 2

: - : lata Analysls on FP I '1 2 2

::--.Y\ Tralnlng 1
,1

3.^ :enSensitiv ty Training 1 1 1

No. ot Responses 25 26 51 26 25

No. ot Cases 11 13 24 12 12

Not app icable = 7

Table 39

Trainings Received by Supervisors,
by Type of Health Facility and CPR Perlormance

a\\'are of the standards on FP counseling. This was reflected by most
of the providers from private cljnics (78.60/o) and high (.94.10/o) and
lo:r (76.9o/o) CPR areas. However, there n ere sti11 some who claimed
not having any knowledge on FP counseling [see Figure 10].

Across variables (public vs. private,/high vs. 1or,r, CPR areas),
almost all providers have identified a speciflc standard for FP

counseling. A majority of providers from private clinics (54.aVo)
and high CPR areas (37.sVo) identified the GAIHER Approach as

Figure 10

Percent Distribution of Providers'Awareness ol Standards on FP Counseling,
by Type of Health Facility and CPR Performance
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their standard for FP counseling. However, for most public c-:1--
providers (37.SVo) and those coming from 1ow CPR areas (36.3D;
the gauge of performance used is the one based on the FP

Counseling Standards of the DOH. There are plausible explanations
for this observation. One is that providers might have made a

distinction between the DOH FP Counseling Standards and the
GAIHER Approach making the former as their standard. The
finding may also indicate that the GAIHtrR Approach is sti11 not
widely accepted or used by all FP providers as "the standard, " in spite

of their knou,ledge and awareness of it. This parlicular data is
ironic, especiall-v since many providers actually claimed awareness

of GAIHER as a method or standard in counseling. This finding
was consistent across all clinic types. The GAIHERApproach is also

made as a tooT/ guide in FP counseling, particularly in the training

Table 40

Distribution ol Providers Who Claimed that Their Supervisors Discussed

FP Counseling Standards with Them and the Nalure of Standards for
FP Counseling Discussed, by Type of Health Facility and CPR Performance

Supervisors Discussed Standards
Facility

Total
CPR

Public Private H igh Low

Yes 1'1 l 18 11 7

No 8 5 3

No. o{ Cases 16 10 26 t6 10

Not applicable = 4

Standards

GATHER Approach 4 6 10 6 4

Standards on FP Counseling (DOH N4anual) 6
,1

7 J 4

Privacy and confidentialitv 2 2 2

Checkup before recommendation 1 1

Let client choose method 2 2 2

Assessment of the client's needs I

3 C's (counseling, contraceptive, checkup) 1

Give quality service to attain quality life 1

No. ol Responses 16 l1 27 16 11

No. of Cases 16 '14 30 17 IJ

Not appllcable = 4

a4



pro\-idec to DOH allci ,-rca1 p,.iblic health seryice proyiders, thus
e: genial-:a-: :- : a-:t:.

---s: :- rl::-r^-:=:,.:::.:e of pror-iders across clinic types claimed
::r,'-: :l:=:: s'-.::r-.-,s,:-s :-srussed FP counseling standards rt ith them.
1 Srl---r,-::'-^::,:r--:a:. ::oiter-er, stated that this iS nOt appliCable.
.:--s ::.-,:-r--S: ---'-:-l-c: attributed to the absence of speclally
-:s-::-- r::r -,rr1r: s..lelr-isors or the presence of lnadequate
:--:::-.--S :-:-: ',':;er:tlteraction 

[see Thble 40].
) - :':: ::'-', i.iers actually know what GATHER ls? The

:: , - 
j=:. -:-- :::-s s:lidr- gave several descrlptions when asked about

-.,-:--.-: ,1,-,- HiR is. \iajorit}r of providers from public, private, and
:-:--:. -Pi --,r-iics gave specific meanings and examples for each

-.,.=: ,-- rhe GAfHER Approach [see Table 4l). Many providers
-,..-=:- :-sc a\\-are that the letters stand for something, even lf they
'.,.--r. rror able to elaborale on this. They might have heard about it
:--=:i:e but could no longer remember the details anymore. The
:.'-i.Lllarttr- of using the GAIHER Approach among provlders is
supported b5. these findings. For those who did not elaborate on
:he GATHER Approach, there was a claim that this was so because
the materials. on the topic were not yet ntade avallable to 1ocal
health provlders.

Table 41

Providers'Awareness and Knowledge of the GATHER Approach,
by Type of Health Facility and CPR Performance
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Providers' Awareness ol GATHER
Facil ity

Total
CPR

Public Private H igh Low

Yes 14 12 zo 15 1'1

2 2 4 2 2

l{0. of Cases 16 14 30 17 13

Knowledge ol GATHER

-i-a-: -:,3 Teaning and examples 6 12 6 6

3 3 2

1 2 1

1 1

\: :-;ii3:'ses 11 8 19 '10 I

\: :-:ar,es 16 14 30 17 l3
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Feedback is an important aspect of the evaluation system. It is
constantly needed to maintain quality of service provision. Majoriry
of providers across clinic types [forboth public (93.8%) and private
(92.9o/o) sectors, in both higl:i (88.20/o) and low (100%o) CPR areasl

reported that they want feedback from their supervisors. Exceptions
were found only in cases when immediate supervisors were not
available in their clinic's setup. It is interesting to note that the
highest need to receive feedback from supervisors came from the
1ow CPR areas where all providers claimed to have this need. Clearly,
llte dala suppofts the urgency to establish a system of giving regular
feedback and evaluation to make FP counseling provision more fine-
tuned and lmproved [see Table 42).

The most commonl5r identified reason for wanting this
feedback from supervisors was the providers' need to have a basis
for self-improvement. This n as observed across all clinic types.
The supervisor n,as the chosen source of feedback by 27.9o/o of
providers from high CPR areas because of the former's higher
position, which could translate into a perceived higher 1eve1 of

Table 42

Providers' Reasons for Wanting Feedback from Supervisors,
by Type of Health Facilily and CPR Performance

I

Concerned with the clinic

Competent in solving specific problems

a6



knorriedge on or erpertlse in FP. Hence, the supervisors are
potential soLi:ces o: i:::'-::. This ls sirltilar to the reason given b1,

l.9:, o: :hcse -,t:-t.i'-ng irc:-lt p'-:blic ciinlcs. Thev rr-ant their
slr:r-;:s'::s:3 g-'.-; :t--e ::-, :=e ibaci because thel'are their direct or
in::r:c::::': : ssts s -.:t::,: :s. Tr:e prcvtder's personal relationship
'r;::1 ::-= s---:.:',--s, r .:--i :::e supervisor's approach l'ere less
::::--::-:::--.-:;t:::::-:i:s Ieasons for this preference Isee Table -12].

?:--.:::rs s:-:*-j ::a.. e a nleans of flnding out nhether they
a:a ;,:.-: :'.-a'-: ', rs adecuateh- or not through feedback. Data from
::--s .:'--;-, ----rs::a:e s:hat across clinic types, majority of providers
'.-.'. - :-,.--. =; ::e dback on their performance. A11 providers from
::-= :'-r:-:- s..:cr ciain-r to have received feedback. The response is
i'---' ;r ; ---,ii ri-nes of facilities and level of CPR.

Fl: all providers (regardless of clinic type), the clients were
r::rl most commonly identified source of feedback. The
s':perr-isors rr-ere the next common source of feedback, also across
a1i r-ariables. Also menti.onedby a few as sources of feedback were
the community membets, staff nurse, staff doctor, DOH
representative, co-staff, and fe11ow providers [see Tbble 43].

Almost all supervisors across calegories/variables claim to give

feedback to their staff. This i*s given through verbal forms or
opinions. The next most common type of feedback are
announcements during group or staff meetings. One-on-one talks
were also popular among providers from private clinics (11.1%)
and high CPR areas (15.870). Nonverbal forms of feedback were
not commonly reported, except by some providers who recelved
them through annual performance ratlngs.

Regarding the type of leedback used, verbal feedback was

identified as the most helpful by a majority of providers across clinlc
t_ypes. This is the opinion of public clinic providers and also of those

coming from high CPR areas. One-on-one talks (a specific form or
variant of verbal feedback) is the second most popular form ol
feedback from the providers'point of view. Notes or wrltten feedback
i\-ere not as popular as verbal forms but these were still reported as

lelpful by a percentage of providers from private clinlcs and high
CPR areas. Most providers commonly practlce the use of suggestion
'cc-res and feedback cards [see Thble a\.

-{s to vr,hat type of feedback was not he1plu1, indirect verbal
r:ecback (gosslp or hearsay) was pointed out bv a majorit-v of
:::-'':ders across c1lnic types, with the highest percentages coming
::,::: :he pror-lders in pub1lc clinics and high CPR areas. Reprimanding
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Table 43

Persons Who Provide Feedback to Providers and Their Manner ol Giving
Feedback, by Type of Health Facility and CPR Performance

in public, comments on personal (nonwork related) affairs,
accusations and criticisms, and wrongly stated feedback were also

reported by a sma11 percentage of providers. These reports support
the idea that FP counseling providers generally prefer to receive direct
verbal feedback in private, probably in order to avoid embarrassment.

Most supervisors reported that they give feedback to their FP

counselors. This is done mostly through regalar staff meetings. As

mentioned earlier, direct verbal. feedback was the most common
means of feedback-giving. The most commonly cited way of doing
this is through one-on-one talks and direct evaluations,/observations.

Most public and private clinic supervisors expect their FP

counselors to have a mastery of knowledge on FP. They also expecr

Persons Who Provide Feedback to Providers
Facility

Iotal
CPR

Public Private High Lou

Clients 9 10 19 13 6

Supervisor/clinic manager 5 7 12 8 A

Coworkers/colleagues 2 2 4 1

Statf doctor 2 1 2 1

Staff nurse 2 I
,1

2

DOH representative 1 1

Community members 1 I 1

No. of Responses 21 22 43 27 16

No. ol Cases 16 14 30 17 't3

Not applicable = 4

Manner ol Giving Feedback

Verbal feedback or opinions I I 18 11 7

Group or staff meetings 5 4 I '-4 5

One-on-one talks 1 2 o 3

Supervisor asks clients 1 I

Annual performance rating 1
'I

0uarterly program performance reviews 1 1 1

Give gifts as token 1 1

No. ol Responses 16 18 34 19 15

No. of Cases 16 '14 30 17 13

aa



-€ :'. Feecback

\o or Responses

\c ol Cases

.5

Unhelplul Feedback

r : : -;:i oi'rs or cr ticisms

=:::sack on persona affairs

->: -i' repr rnanding t0ne while giving feedback

:::'-aro:ng n pub c

r,rio. of Responses

\: cf Cases

Table 44
Helpful and Unhelpful Feedback Given lo Providers,

by Type of Health Facility and CPR Performance

. - ::ar-e the ability to explain FP information to clients
- irr-iavioral1y, they expect providers to handle cllents

--:rrt skilis in listening to clients' concerns. A few
-:c expect their counselors to partlclpate in the

:-. ::-.=:'.,ttir-tg) of the clinlc, observe proper documentation
: -e edback to thelr superiors, and achieve the

.:, :,, a1s. A supervisor from a privale clinic,
..,.:.::ed 1-rer providers to motivate clients to use an
,' .::: -: -o] T1-iis hlghlights a possible mind-set among

. .'- ::'',---cier ls good if he,/she can convince clients

.---:.:- -..

z
C)
E

lrl
Z
-l

Z
U

a
C
T
ll
o
n-l

a
(,
-l
n

a9



(9
z
J
L]
f)
Z
l
o
U
lrI

=Z
Z
J
tL

J

=
L-

l!
U

L
I

l
t\

Table 45

Manner and Frequency of Giving Feedback to Providers, by Type of lleattt Ftility

Table 46

Supervisors'Expectations from FP Counselors, by Type of Health Facility

Manner of Giving Feedback
Facility

Total
Public Private

Direct verbal feedback 8 14

Direct sharing/reporting of experiences of assigned persons 1 2 3,

Through in-house training 1 0

Through outside-provided training 1 0

No specific protocol 0

No. ol Responses 11 17 28

No. of Cases 13 11 24

Frequency ol Giving Feedback

Regular weekly/monthly statf meetings 5 3 8

lmmediate feedback 1 2

Unscheduled meetings 1 0

Daily feedback from supervisor 0 1

No. ol Responses 7 5 12

No. of Cases 13 11 24

Knowledgeable and give good explanations

Achieve clinic target goals

Know how to deal with clients/listen attentively

Able to motivate clients to use an FP method

Promote/market clinic services

Give feedback to supervisor

Meet set standards

Have adequate FP methods supply

Practice proper documentation

No, of Responses

90



T..r,rpontofion

\i:s: :: :::t Dror-iders from pubiic clinics use public
:ra:rs:. ,1r--.:'-..- e.s. bus, jeep, tricycle, pedicab). Walking to work
:.,-as :--s- ::a:::ced br- some of the providers, especially those
--:---..:-= ::,::-- .::e public sector. Meanwhile, a good number of
:r:-.';-= ::''.'.ce:s and on1r, a feu. of the trrub1ic providers have access
:-, ;:::".'-:e'.e:ric1e or actually use thelr own vehicle. Only one
rr '..1:r --:] a public clinic and low CPR area reported having
a--.ss:: a serr-ice vehicle [see Table 47].

Table 47
lnformation Related to Transportation
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Means ol Transportation

'-: c transportation

Serv ce vehicle

Not appl cable = 7

Convenience ol Trips

\o ci Cases

Geographical Areas Served
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Generally, FP counseling providers have to go 1o I:::
communities that they serve for outreach and follort-up. IIa-ior:l-'-

of them, across clinic types, report that travel to communities ls

convenient enough. However, there were also providers (across

categories) who reported that these trips were not convenient.
Most providers from high and 1ow CPR areas reported that thelr

clinics serve severalbarangays in the city. This is truer for those

in the public sector. Most private clinics and clinics in high CPR

areas serve the whole province. Since the number of constituents
(size ofpopulation served) is also an indication ofthe area covered

and reflects the clinic's 1eve1 of utilization, this data impiies that
clinics in the public sector are the most utilized. It is also

interesting to note that a iarge percentage of clinics described as

being high-performing serve the whole province' This could
indirectly mean that the quality and efficiency of service (in terms
of number of clients reached) could stl11 be maintained despite a

clinic's large catchrnenl area.

[Qn.rppl9 Sq.1..,'

For FP job alds, four out of six providers from 1ow CPR areas

reported that there was no previous incident of job aids running
out. In high CPR areas, when job aids ran out, majority of providers

request for supplies from the main health office/agency/
organizalion This was the most common coplng mechanism they
used to identify the problem [see Table  B]. The majority of
providers from both 1ow and high CPR areas claimed that they
had no incident of FP supplies running out in the past six months.

To maintain stocks, they have a system of inventory with some

clinics having an inventory officer. Keeping buffer stocks and

advanced orders also help in ensuring adequale supplies. In cases

when clients need to be resupplied and the clinic ca:nrrol provide
what is needed, providers from both high and 1ow CPR areas ask

their clients to buy supplies from outside sources.

Moinlenor,." Sg.t"- of th. F"cililg

A high percentage of providers from 1ow CPR areas has access :':

janitorial services and utility workers to maintain clinic cleanlin:ss

92



Resu pply
by Type of

Table 48

System of Job Aids and FP Methods,
Health Facility and CPR Perlormance
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No, of Responses

No. ol Cases

Besupply Systern of FP uethods

Notapplicabe = 1

Ask c ents to bu:/

Requesuask main health cenrer or NGC oi ce

l\.4ake emergency requesupurchase

Get supply lrom main health off ce

DOH provides logistic supporl

O:r1r- a ferr private provi.ders and providers from high CPR areas

rt:orred har.ing this service. In most cases and settings, the
s,::: cle ans the clinlc [see Thble 50]. Less commonly, BHWs r,r.ere

,-s- ::t:,:red to help in clinic maintenance. In some settings, famih'
::-..::-.:-.:s cf the staff help out in cleaning the clinic. These
:.--.,: .- :r::r ler-e1 of cooperation not on1r, r,r'lthin the ranks of tl-re
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clinic staff but also in other circles to maintain clea::-::-..=
orderliness in the clinics.

Table 50

Maintenance System, by Type of Health Facility and CPR Perlormance

Maintenance System
Facility

Total
CPB

Public Private H ish Low

Staff cleans 4 7 't1 I J

Janitorial servrces/utilily workers 3 5 8 4 4

Janitors and statf c ean 4 4 3

BHWS ciean by rotation 3 4 3

Staif and BHWS clean 2 2 2

Family members clean

No. ol Cases l6 14 30 17 13

In terms of improving client-provider interaction (CPI)
provision, logistic support in the form of supplies apd services
was the most commonly identified r'vay to improve CPI by providers
from the public sector and hlgh CPR areas [see Thble 51]. For the
majority of providers from high CPR areas and the private sector,
additional or more comprehensive training on FP was most
commonly identified. Aside from these, other important
envlronmental factors to improve CPI that were given by the
providers were the existcnce of jobrsupervlsor support, an
environment conducive to FP pror,lslon, and increased exposure
to FP environment.

IEC materials, such as leaflets and brochures, were the tools
ldentified most often b1' providers from public clinics and high
CPR areas to improve CPI. The provision of FP commodities and
methods r,r-as needed most in lotv CPR areas. In the private sector,
the most commonlv identifled tools needed are IEC materials and
job aids. Generall-v, IEC materials (which include brochures and
leaflets) and methods and job aids (physical models) were
acknou,ledged as useful by most providers across sectors. FP

counseling provision, therefore, does not depend on verbal
exchange between the provider and client alone. Tools and aids
are used as examples during counseling. They are aiso emp1o5'ed

to clarify the explanations given by most providers regardless of
their grouping.
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Table 51

Social Environmental Factors and Tools to Help lmprove CPl,

by Type ol Health Facility and CPR Perlormance

N4orin,otio. o.J I r.,i.t.,ti.,n.

--iers are constantly faced with Tnany challenges in their
:--:t :her- are in the front lines of service provision, they
:= ::'r,;er1\- motivated and reinforced. What are the
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motivators and reinforcers currently in place? A majorirr- c,i
providers remarked that there is no mechanism in piace tc
acknowledge their commendable performance. Across facilities.
majority of public and private clinic providers said that there is
no mechanism in place. This is also true for providers from high
and 1ow CPR areas. However, there were also a few providers rrho
said that a mechanism is in place. Bonuses, cash incentives, gifts,
and trophies were given and received in recognition of their work.
It is worthy to note that there were some providers who claimed
that recognition of their good performance increased their client
1oads. This, however) may not directly be viewed as reinforcing bv
most people [see Table 52].

Most public clinic providers do not receive recognition for
their effective FP counseling services. This is also true for high
and 1ow CPR areas. For those who were recognized, verbal praise
was the most frequentiy reported form of recognition. Receiving
praise was the most prominent response given by private
providers. Awards, plaques and certificates, increased number
of clients, travel a11or,r.ances, and good feedback from their
supervisors were also identified as recognition mechsnisms to a

lesser degree [see Tbble 52].
Again, like most people, FP counseling providers need to be

motivated to make them perform botter. What motivates them?
Data shows that recognltion or gratitude was most needed in public
clinics and health centers located in 1ow CPR areas. About one-
fifth of providers from private clinics and high CPR areas were
motivated by their good relationship or interaction with their
clients. Monetary incentives and other gifts, to a lesser extent,
were also viewed by providers as sources of motivation to improve
client interaction fsee Thble 53].

As a form of feedback and assessment to encourage better
performance, perforttance reviews of providers are mostly done
by clinic supervisors. The evaluations are held periodically (as
contrasted to regularly) using a performance evaluation form and
indicators such as client feedback and personal observations. The
supervisors in many clinics covered also perform clinical
assessments. The supervisors and/ or CHOs are most often the ones
who are tasked to impose disciplinary action on providers and
other clinic staff if needed. Reprimands are mostly glven verball-;:
r.vritten memos are less commonly employed.
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Existence of Mechanisms to
Recognize Good Performance

No. of Cases

Nechanisms to Recognize Good Performance

3:: cr goods

3o'Jses

i'ophies

Cash ncentives

No, ol Cases

Not app icable

Provider Received Recognition

Manner of Recognilion

Good feedback from clients and supervisors

Award/plaque/certificate of recognition

Supervisor gives incentives or treats staff

Travel al owance

Distribution of Mechanisms to
by Type of Health

Table 52

Recognize Good Performance of Providers,
Facility and CPR Performance
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-{ :-la-j oritr- of providers agree tdat they have knor,r,ledge
:::11 s of rrhat clients and supervisors expect of them.

.:', :-::-:..-:hat it is their job to provide quality Fp counseling
--':'.: ,-::::ts. N{ost of these providers are also a11'are

:. :-:..-.. s::--';-d erhibit positive behavioral cltar acteristics
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Types ol Motivation

Reimbursable travel expenses or travel allowance

Good relationship or interaction with clients

l\4oral support from suPervisol
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Table 53

Types of Motivation Needed by Providers to Perform Better in Their lnteraction

with Clients, by Type ol Health Facility and CPR Performance

such as developing trust, communicating we11, and being
apptoachable and confident. Aside from these, some providers

are aware that they need to develop greater expertise on FP

through training. In terms of client expectations, it was

specifically mentioned that providers were expected to use the

GATHER Approach during counseling [see Table 54]'

Most providers also know that they are expected to provide

quality FP counseling to their clients. Moreover, they stressed that

positive behavioral characteristics were also e mphasized by man-v

as being necessary during counseling. As employees, they were

awate of the need to develop their knowledge and ski11s on

counseling, and to fo11ow standard procedures' One of these

procedures is employing the GAIHERApproach in counseling [see

Tbble 54]. The providers learned about the expectations primarill-

through talks with their supervisors (meetings, assessments, and

verbal, one-on-one feedback). Other commonly cited sources of

knowledge about the expectations were seminars, trainings' and

classes which thev attended. Informal stalf meetings u'ere also

identified as a source of expectations [see Table 55]'
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:rgec'r: c.s o. FP Counseling
Facil ity

Toial
Private Public

12 14 zo

I 10 19

4 7 11

2 3 5

2 2

2

1

\c a'nesponses 29 37 66

\c c'Cas€s 14 15 30

Expectations on lnleraction with Clients

7 14 21

;:s: ,: ::.:' c'a characieristics 14 10 at

:' :"a ly service 4 I

3:tD:iency irarning 3 5 8

Gooc counselor-client relatronship 2 3

Counsel on all matiers l

Use of the GATHER Approach 1

Promote other c inic services/programs

No. o, Responses 33 37 70

No, of Cases 14 t6 30

Table 54

Expectalions of Supervisors and Clients in Terms of Delivery
ot FP Counseling and Providers' Expectations on lnteraction

with Clients, by Type of Health Facility

\Vo"k Fon."

I'l-s: FP providers in public clinics were midwives, PHMs, or
:,-:1,1: l:::se,job positions were also thL most commonly reported
: : :: ,::1s Tl-le second most commonly occurring job position
-:-. -.:--1-: :,.:S :::ar of the nurse. clinic rna:nager was identified as a
:-:' r.:-:. 1-, -:r::.rate facilities. There was abroad range of job
:.:,., ,: ::: -::::::,:rs found across clinic types fsee Table 56,
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Manner of Relaying Expectalions by Supervisors

During trainings

Regular checking of accomplishments

lnformal meetings

One-on-one with the supervisor

Verbal feedback from the supervisor

Following guidelines by EngenderHealth

During FP updates

During FP classes

No. ol Responses

Manner ol Relaying Expectations by Clients

No. ol Responses
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Table 55

Distribution of Manner of Relaying Expectations io Provider

by Supervisors and Clients, by Type of Health Facility

Related to their posltions, most providers across clinic
categories have a degree in midu,lfery. B.S. Nursing was the second

most common or prevalent degree in the clinics. The dala implies

that most FP clinics in the country are being run and everl:rnarraged

by midwives and nurses.
In terms of adequacv of clinic personnel, majority of public

clinic supervisors reported that it was not enough, compared to

only a few of private c1lnic supervisors who said manpower \^/as

not enough. Therefore, from the point of view of clinic supervisors,

arnajorily of private clinics have enough personnel' This trend is

true for all areas [see Figure 11].

Related to this, the majority of supervisors, across clinic t-vpes,

reported having no vacancy in their clinics during the time of the

research. Not a single supervisor from the private sectol reported a

]vacarrcy. A smaller percentage reported that personnel are stil,

roo



being processe c :or -.-acancres or are rraiting for job items to be
ar-arlab-e. \i:rr :::.:: ::::-r::lrd oi public clinic supervisors, and
:h st -, :--'- --':-- -.':.-: -:^:t:- r:es ga\-e no information on this matter.
I: st::::s a-a-?^a:'a---_.'.:= :'tal-..- r-ina\\-are of the exlstence of vacancies
-:: -l:.-r r.s:a,':-" : --::-::s prir-nari1r, because they are not directly
-:---. - --,-.; '-.- -: 1:. :---: ::--rT to informatlon regarding the hiring of

I i- -

- : _ _ ____ _

'1-.- s:.-- ::--::::'rers of clinics from both high and 1ow CPR
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::::-: "1 :r: i:S---tl:o ser\-e as FP providers and FP counselors. For
.':-.'---'- -:1:::as majority reported that the staff is involved in
.1 -.:=::s::--: FP:ommodities and FP methods. Other most

Figure 11

Percent Distribution of Adequacy ol Personnel,
by Type of Health Facility and CPR Performance

Figure 12

Percent Distribution of Vacancy for FP Provider,
by Type of Health Facility and CPR Performance
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commonly cited tasks carrted out by the staff rrere iin orCe: : --::-- -

supervision, patient reception and treatment, and FP opera:-:::
coordination. Table 57 shows that the clinic staff is ger-iera---.'

involved in many responsibilities. The large volume of rrork co'.r-i
Itave an effect on the quality of FP counseling that these persor-rnei

provide their clients. Similarly, most supervisors in the prir-are

and public clinics reported that their clinic staff is tasked to provide
FP counseling. Community lectures were carried out by 15.470 of
private clinic provlders. This was not reported in the public sector.
A1so, all the provlders coming from the public sector were lnvolved
in dispensing FP commodities and FP methods, among other
things.

The hiring or assignment of personnel was mostly based on
training, experience, and/ or decision of a higher agency (e.g., CHO,
municipal ha11, mother otganization). Supervisors often have no
personal involvement in the recruitment process [see Thble 58].

Some specific bases of recruitment and hiring cited were interviews
and personal merit such as education and trainings attended. There
were a few supervisors r,r,ho reported that recommendations made
by officials and through the "padrino sl'stem" were still practiced.

Table 57

Tasks and Responsibilities of Staff,
by Type of Health Facility and CPR Performance

Tasks and Responsibilities
Facil ity

Total
CPR

P ublic Private High Low

As an FP provider 13 3 21 4 12

Patient reception and treatment o 7 tb 4 12

FP counseling '10 4 14 7 7

FP operation coordination 6 8 3 5

Clinic supervision 5 2 7 4 3

FP acceptor screening 2 3 5 2 3

Recording/reporting 4 5 4

Communitv lectures 4 4 2 2

Administrative tasks 2 2 2

Laboratory screening 2 2 2

No. of Responses 53 26 79 29 50

No. of Cases 13 11 24 12 12
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:30- re-er:sSkil:s Needed to Become an FP Counselor
Faci lity

Total
Public Private

16 14 30

0 5 14

s acout FP methods 5 8 13

3 3

2 2

2 2

\: :- ies;-3.ses 32 32 64

:eison Doing the Recruitment

o I

'ecru tment 2 2 4

3 3

2 2

1

i_ _':q:,:.seS1 l1 8 19

ly'anner of Recruitment . -
5 2 7

2 1 3

2 2

\: : i.e{.:,:"-:e.s o 5 14

Ye're, :' i,:s :i ng Personnel to be FP Counselors

6 4 10

ri:-:. :_.: l-aa :re provider t0 the clinic 3 2 5

2 3

2 2

1 2

2 2

t 2 2

1

\i a'l9s:.aisas 15 14 29

Table 58

lntormation Related to Work Force
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Since the assignment of clinic personnel to specific tasks has been

identifled as a strategy to achleve the clinic's goa1s, super\/isors
reported that they do this based mostly on the training completed
by their personnel. Other quallfications, such as experience, skills
in handling clients, and performance evaluations, were also used.

A high percerrtage of supervisors clalmed that the assignment of
clinic personnel was not in their job description; another person

or agency was tasked to do this. Other techniques used in personnel

assignment were those based on equal dlvision of clinic tasks and
job rotation. There were a feu'superr'lsors rt'ho assigned all clinic
personnel as point persons for FP cor-rnseling provision'

Vsiot',, N1 irrior,, ,,',J Cool,

Majority of all providers across public and private settings and

high and low CPR areas reported that FP counseling is included in
the goals and mission of their ciinics [see Thble 59]. A smaller
percentage also claimed that FP counseling is specificaily
contained in thelr cllnics' goals and mission. A majority of
providers across categories also reported that FP counseling is

pursued in their cllnics' performance objectives and site strategies

Similarly, FP counsellng is addressed ln the actlon plans of most

clinics across t5rpes of facilitl'. This data implies that FP counseling

is acknorvledged as all important aspect of clinic services, and

that achleving FP targets is a priority for majority of the clinic
providers.

In terms of performance objectlves, althoughboth sectors include

FP concerns, private clinics focus more on clinic marketing and

operations. Public clinics pattern their objectives more on prescribed

quotas and strategies of agencies (e.g., DOH) and less on sustainabilitY

or profitability. Thus, taken in the light of government/DoH/Nco
objectives, the overall goallmission of the public clinic is to provide

communities with accessible, sustainable, quality, and competent

basic health and FP services al an affordable price.

Supervisors reported that, generally, their clinics alm to
provide quality FP service that is affordable and accessible, aside

from providing other (usual) clinlc services, in the broader contert
of establishing happier and healthler communities. The

sustainability of the clinic was identified as a goal br- the

supervisors of private clinics.
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Fo Co-'se -gr.c Jdeo in Goalsruission

F-. Co,rnseling Addressed in Performance Obiectives

No. of Cases

l\o: appiicable = 2

Not applicable = 6

FP Counseling Addressed in Site Strategies

FP Counseling Addressed in Action plans

Table 59
Information Related to Strategic Decisions vis-i-vis Fp Counseling

To achieve their established goals and objectives, most
s'-lperYisors have undertaken outside activities (such as outreach)
-s:ie from the usual clinic-based activities (personnel development
.-:--;. actnal FP provision,/counseling). A1so, specific personnel have
::::- identlfied as responsible for providing certain services fclinic
-,,- :.- -asking assignments).

':--: s,.iperr-isors of private clinics i4 relation to their clinic
. --:.'.:-:.::-:lr- goals employed advertising and marketing strategies.
: -::-- - ---::,c pror-iders r,r,ho have a guaranteed flow of ciients
r: -:,-:: ,: -::e fiee services that they provide did not priorilize
::'.,. :--:.: l:-:tet strategies, such as following-up of clients and
:.:.;:--.:---::: -:::iages, irere also identified.
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Perlormance Obiectives

lntegrated in the statement of General Health

Program Goals

Specific program objective to increase CPR

Establishing linkages with other institutions

Specific objectives to increase FP counseling coverage
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Performance 0biectives,
Table 60

by Type of Health Facility and CPR Performance

fi..rn ., , n.

one public clinic reported verl'1ow revenue for the previous

month (?400). Pri\.ate clinics tend to earn more, ranging from a

1ow P1 ,260 to a hlgh"400,000. Meann'hile, there were clinics from

1ow CPR areas that reported incomes of ?105,000 and ?400,000'

This finding implles that clinics that provi.de FP services have a

wide range of income lrom the very low to the very high' Verv

high incomes may be due to the other services, aside from FP

counseling provided by private clinics, and tlte fact that some

clinics have set monthly revenues as orgaLTzational targets/goals

[see Thble 62].

Similariy, varlous private clinics that provide FP servic-es

have a wide range of budgets, ftom a low annual budget of
F700,000 to as high as P4,726,000. Public clinic supervisors

however, gave no specific data on their budget. Generalh., FP

needs are included as items in the budget of the clinic' Tl:ls
could be in the form of funds for the FP counselor, commodit:es

and trai.ning expenses. Some clinics also have a matching grar::

program.
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Table 61

Overall Goals. Mission, and Site Strategies Employed by Clinic,
by Type oi Health Facility

lniticlives lo l-ppov€ Qrolifg of S.n",i.. Dnli.,.ng

P,b11c ciinic supervisors suggested that to improve the quality
-: :::a-r1.r ser'ices, the fol1or,r,ing must be accomplished: conduct
, -.:::a:rt llrogralxs, form linkages with communities, devise better
-i-rir:-'ti t::ot-titorit-rg, and fo11ou, up on dropouts. Supervisors from
--:--.:.:: ,--:^-tcs horre'er, focused more on areas such as operations,
:,-:-::--.:s-,:: alci rlarketir-ig [see Table 63].
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Previous Month's Revenue

Annual Site Budget

Budget ltem lncluding FP

FP counselor, commodities, training
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Table 62

lnformation Related to Revenues

Table 63

Distribution of lnitiatives Undertaken by Supervisors to lmprove the Quality

of Health Services, by Type of Health Facility and CPR Performance

lnitiatives
Faci lity

Total
CPH

Pu blic Private High Low

lmp'ovemenr of basic {aci.'ties and logislic supporl 3 4 7 4 J

Linkages with other health institutions 4 2 6 5 1

Marketing and advedrsement 4 4 4

Patient monitoring/program review 4 4 1 J

Staff development program 4 4

Conduct of outreach Programs 3 J 1 2

Staff supervision and evaluation 2 2 1

Recording and reporting system 1 1 1

No. of Responses 17 14 31 13 l8

No. ol Cases 13 11 24 12 12

toa



- - --rrs.-:.-; r:te::r--:1s both public and pri\.ate
: .-':-:::-:: :::t -.se-'-ri::ess of the fo11ou-in_q (fror-n most

'-^- s,.:::'.t-:::-=::--cis brochures, flip charts, Cue CardS,

:'::s :-:-.'-,-. c:r:-,'en- _glrides, phVsical models, Thiart

l .:r.::: :r-,: rielir-erv of quality service, most public and
:-::',::= ---::-; silperr-isors employed direct observation and
i-":::-. --.:,:: :. lhe FP counselor. Client monitoring and evaluation
,'s :--s- .:sei. The presence of adequate FP supplies would also

:r-.: j:: .luaiir\- service. Quality was also associated with the amount
-. :::::e spent rr-ith the client. A number of supervlsors encouraged
: ,, :::se iors to have an efficient work 1oad, partlcularly in spending
:rore time u,ith their clients, as a gauge of quality Fp service
pror-ision [see Table 64].

To guarantee a steady supply of FP needs, most supervisors
claimed to havd a system of inventory in p1ace. For the public clinics,
buffer stocks are kept aside from prescheduled supply deliveries
based on projected needs to prevent lack of supply. This practice
is often based on government policies. Other strategies employed

Table 64

Distribulion of Ways of Ensuring Delivery
of Quality Service, by Type of Health Facility
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Ways of Ensuring Delivery of ouality Service
Faci lity

Total
Public Private

)'cgram performance monitoring and supervision 7 7 14

S:e' dgvelopment program 7 2 I
::::!aak mechan sms 4 7

:-:, s :^ o1 bastc equipment and logistics 3 4 7

4 5

2 1 3

1

\r :' ies33nses 24 22 46

\; :" : ase-< t3 11 24
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were the adoption of a first-in, first-out system lprevents e\:1r-:-- ' 
'-

of stocks) and emergency procurement based on need' Il :as:s

where FP supplies were unavailable due to increased denl;-:-c

clients were advised to buy their own supplies. This practtce nl; "-

h.ave an effect on clients, relationship with the clinic and il-ia','

discourage fo11ow-up, especiaily in the public sector u'/here tree

services and supplies are expected.
Most supervisors clalmed not having experienced running out

of supplies in recent times. However, when supplies do run out,

the effectiveness ofcounseling and quality ofservices are affected

(e.g., client may not be able to observe birth spacing) This

observation is especially true for the public sectol in which the

major clientele generally cannot afford to buy their own suppiies

Hence, there ls a need to constantl)t maintain avallabTe stocks' In
the last six months, majorlty of supervisors both lrom the public

and private sectors reported running out of stocks only in the case

of pi1ls and condoms. Again, running out of stocks was observed

to affect client satisfaction b1' decreasing clients' FP options,

affecting continuitv of treatment, and creatlT-tg the problem of

In general, the studv's findings for management and support

system reflect many areas for improvement towards quality Ff
counseling. Nevertheless, there wele many identified effective

svstem and practices that are already plesent. These should be

further developed and maximtzed if quaiity FP counseling is to be

achieved.

l.fon-otio. Sg.t.-

Information system refers mainly to the process of data

collection and recordkeeping in the health faciiities. The health

service providers and supervisors who were interviewed provided

the necessary information as to how their records have been kept

and rranaged, andhow the data or pieces of information collected

in their respective health facilities have been used.

The providers in both public (9) and private (9) health
facilities commonly do individual charting of clients thror-r-sr

the Indlvidual Tteatment Records (ITR) whlch ate alphabetica--'.-

arranged and kept in filing cablnets. This recordkeep:rt:
svstem is u'ide1y used in high (9) and 1or'r'(9) CPR areas lr:

tto



-:,:- :.:--.'-::rs -l also use the Field Health Service
'::::;^:- :-- S-.'s::::: : :{SIS r and Target Client List (TCL) forms.
. :,.:-.'- - .':'-:s.:-:::--s are usuall-v providedby BHWs. A sma11

--r--:: =: - -'.-::-'-..- --,^,:--::es also use the Contraceptive Distribution
: - .-s:.,s l.l,:--a:e:rent Information System (CDLMIS) to
:-.-. : : I .',.::--.- a::j oistribution (public:3, private:2; Ttigh
i .":: .. = _: , _ 

-...- C?R 3r€2S:2) [see Tpble 65].
:. . -::.-:.--:r-: ,s done manually in most facilities (28). Only

' :-.: :: '. -'.:-. :erorred access to computer-based recordkeeping

::, -.. .-:,s s\-srems are used by health providers in
::.:--: :.-; :.porting FP services. The most commonly used
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, . ,:. ::-,: ::ISIS [16) and FP Form 1 (1 6). Both public andptivale
' .'.:,.'--s. :Lese forms to monitor their clients. FP supply and

'.-,:.:s .-:: lecorded in CDLMIS forms. This tool is used by a

: -::,:, : ar-rd prlvate (3) facilities [see Thble 67].

- :--: ':::: e s of information collected and recorded by the health
r "-'=:s .:e mainly used for monitoring FP service delivery (21)
:---" -:--'.'::ror\- (22').The public facilities also use the information
- ::-, :r-::r rheir FP program (4) [see Thble 68].

Table 65

Recording Systems of Health Facilities,
by Type of Health Facility and CPR Performance

Recording Systems'
Facil ity

Total
CPR

Public Private High Low

acrvrdual Treatment Records I o 18 o I

FHSIS/Target Client List 12 3 15 I 7

CDLI/lS (Logistic [.4gi.) 3 2 5 3 2

Dlspensary Logbook 2 3 2

Compuler-generated Form 3 3 2

3:rmunity-based Distribution Record

',a--:P Record

t{0. ol Responses 26 20 46 24 22

\0. ol Cases 15 14 30 17 '13

:::::S l aae allOfed
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Table 66

Recordkeeping Systems of Health Facilities,
by Type of Health Facility and CPR Performance

Table 67

Tools Used for FP Service Recording and Reporting,
by Type of Health Facility and CPR Performance

Table 68
Purpose ol FP Data Collected by Tools,

by Type ol Health Facility and CPR Performance

Becordkeeping Syslems*
Facility

Total
CPB

Public Private High Low

Manual filing t5 13 28 16 12

Computerized database 3 3 2 1

No. of Responses 15 l6 31 18 13

No. of Cases 15 14 30 17 13

*Mu1tip1e responses were allowed

Tools*
Facility

Total
CPR

Public Private High Low

FP Form 1 7 I to 10 6

FHSIS I 7 to I 7

CDLMIS 5 3 8 4 4

Daily,ryVeekly/Monthly/QuarterlylAnnual Reports 4 7 4 3

Saving System Report

Non-FP Record

No. of Responses 25 24 49 29 20

No. of Cases l6 14 30 17 13

' Mulriple responses were allorved.

For FP servce delrvery

*Mu1tip1e responses were a11owed.



PhUsicol E,-,riPon-e,l

7Tlh" physical environment of the health facility was assessed

I UV examining the respondents' description and expectatlon
l- of the"facility. Their suggestions for improvement were

also elicited io determine the gap between the existing and the
ideal physical environment. iriformation was collected from the
results of the stakeholders' meeting and from interviews with
clients, nonclients, and supervisors.

Cli",.,t.

The environment of the facilities was positively recognized
by the clients, particularly with respect to the physical structure
of the ciinic. Clients fromboth ptivate and public facilities (26.70V0

and 24.400/0, respectively) as well as those from high and 1ow CPR
areas (25.10 o/o and 26.40o/o, respectively) highlighted the physical
condition of the clinics and the materials the buildings are made
of. The buildings are teported to be made of concrete, are welT-
painted or co1orful, andltave a good, stable structure. Clients also
mentioned other positive attributes ofithe facilities, such as their
har-in-s a quiet environment, being surrounded by plants and trees,
and har-ing ample space.

\Iost of the descriptions given by clients are related to the
elr-rronmental attributes of the clinic or health center (50.00%).
l::ei- rre ndone d cle an1lne ss (private = 29 .O O o/o, pubiic = 28.7 0 o/o ; high
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CPR areas:28.50o/o, \ow CPR areas =29.20 %), orderl:rt-<>
(private :14.80o/o, public :l4.B0o/o; high CPR areas: 15.004: -o.,
CPR areas:14.60/o), and absence of foul sme11 (private--2.10:'r
pubiic:7.600/o; high CPR areas =7.600/o, 1ow CPR areas:2.50ct .

Private facilities u.ere also commended for having complete facilities
and other features such as a playing area for kids and clean comfort
rooms with running \^,ater supply (10.20o/o) [see Thble 69].

The varlous features of the health facility that clients liked or
disliked include ph1.sica1 structure, facilities, furnishing, equipment,
lighting, ventilation, and general environmental attributes. The
location and accesslbilitl, of the clinic and the availability of the FP

methods and IEC materials have also been mentionedby a few clients.
In general, cleanliness and other environmental attributes

(a3.9Vo) are the features of the clinics that the clients liked. They
also mentioned the comfort that the physical structure provides
such as quiet and spacious environment, and air conditioning
(private =27.00o,b pubiic =76.90o/o; high CPR areas:19.10%, lov,
CPR areas =25.1090). There are rnore clients from the private
facillties and high CPR areas r,r,ho claimed that they liked the
facilities because the]- are complete and there are rooms.designated
for FP serr-ice provision (private = 12.50o/o, high CPR
areas:13.80%o). In contract, more clients from the public facilities
and 1ou, CPR areas liked the facilities because thev are well-
ventilated and rrater supplv and electricity are availabTe
(public:13.1006, lorr CPR areas: l0.40Vo) [see Thble 70].

Most of the respondents in all client categories (80.50%) disliked
the facilities' structure as the]- are poor15, maintained. Many clients,
particularly those from private facilities and 1ow CPR areas, expressed

dislike for the \\'arm atmosphere inside the building (77.20o/o and
70.4Oo/o, respectivelr'l, rrhile a feu- clients from high CPR areas and
public facilities expressed dislike for the lack of space. The
inadequacies of the public facilities mentionedby the clients are due

to insufficient furnishing (6.70o/o),lack of water supply (2.80%), dirq'
comfort room [5.007o), poor ventilation (1 .10%o), disorganized cllnic
(3.907o), and lack of privacr, (2.B}Vo). In comparison, clients from
priv ate facilities me ntione d insufficient furnishing (4.90 o/o), p o or
ventilation (1.60%), dlsorganized clinic (2.40o/o), and dirty comfon
room (1.60%) [see Thble 71].

Clients expected and r,r,ante d the clinic environment to be more
spacious (74.40o/o). They also wanted the clinic to have a good

building structure (public:3.90 o/o, private:5.00%; high CPR

I t4
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Table 69

Clients Description of the Clinic Environment,
by Type ol Health Facility and CPH Perlormance (ln Percent)
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Table 70

Aspects Liked by Clienls in the Clinic Environment,
by Type of Health Facility and GPR Performance (ln Percent)

Aspects Liked by Clients
Faci lity

Total
CPR

Private Public H igh Low

L Physical Structure

Ai r-cond itioned 8.00 2,70 s.60 4.40 6.60

Comfortable clinic environment 5.70 4.1 0 5.00 5.30 4.60

Spacious 4.20 4,50 4.30 4.40 4.20

With trees and plants around 1.50 3.20 2.30 1.30 3.1 0

Ouiet environment 2,70 1 .40 2.10 0.90 3.1 0

Pleasant to the eyes 3.40 0.50 2.10 1 ,80 2.30

Rooms painted in different colors t.5u 0.50 1 .00 0.90 1.20

Subtotal Responses 27.00 16.90 22.30 19.10 25.1 0

ll. Facilities

With complete facilities 6.1 0 6.80 6.40 7.60 5.40

With designated room for FP 3.40 2.30 2.90 3.'1 0 2.70

With play area 2.70 1 .80 2.30 3.'1 0 1 .50

With parking area 0.40 0.20 0.40

Subtotal Responses 1 2.50 10.90 11.80 {3.80 10.00

lll. Furnishing and EquipmenylEC Haterials

With enough furnishing 2.30 3.60 2.90 3.60 2.30

IEC mater ais ava: ab e 3.40 2.30 2.90 3.'1 0 2.70

With aud ovisua iac, :'es 0.80 0.40 0.80

Subtotal Responses 6.50 5.90 6.20 6.70 5.80

lV. Lighting. Ventilation. and Utilities

With water 4,50 5.50 5.00 2.20 7.30

Well-veniilated 1 .50 5.80 3.50 4.90 2.30

With electricity 0.40 1.80 1 .00 1 .30 0.80

Subtotal Responses 6.40 13.10 9.50 8.40 1 0.40

V. Environment Atlributes

Clean 28.00 3'1.80 29.80 31.60 28.20

0rderly 14.40 1 5.00 14.70 14.70 14.70

No foul smell 1 .50 1 .80 1 .60 1 .30 1 .90

Subtotal ResDonses 43.90 48.60 45.10 47.60 44.80

Vl. Localion and Accessibility

Accessible 3.00 3,60 3.30 4.00 2.70

Vll. Availability and Atlordability ol FP Methods

Affordable service fees 0.40 0.50 0.40 0.80

FP methods available 0,50 0.20 0.40

Subtolal Hesponses 0.40 1.00 0.60 1.20

No. ol Responses 264 220 484 225 259

tt6



Aspects Disliked by Clients

l. Phis cai Structure

Sublotal Hesponses

ll, Furnishing and EquipmenvFacilities

l's,i1rc ent furnishing

f rry comfort room (CB)

Subtotal Responses

lll. Lighting, Ventilation, and Utilities

lV. Environment Attributes

Table 7l
Aspects Disliked by Clients in the Clinic Environment,

by Type ot Health Facility and CPR Performance (ln Percent)

areas:4.3o/o, 1ow CPR areas :4.6Vo), air conditloning
pr-rb1ic :2.8o/o, private :6.60/o; high CPR areas:5.9%, low CPR

areas: 3.4Vo'), complete facilities and equipment (public =1.4.0Va,
:r:',-a:e =ll .30/o; high CPR areas:ll .8o/o, 1ow CPR zrezs:13.5%)
:-, j tentllatlon (public:5.0o/o, private:6.3o/o; high CPR
: .. :s = =. 8 r,o, lorf CPR areas = 6.6 o/o), and furnlshing (public = 5. 3 7o

: r:'.'r:: : r. 8 0o ; high CPR areas : 4.3 o/o, low CPR areas : 3.7 o/o ). N[orc
::r.-:-- .-a t';1r of lour clients wanted a clean, orderly, and spaciolls
- - -:: - :'-, :t-- c : 26.6 o/o, private = 30.0 o/o 

; high CPR areas = 25. B 70, lorr
- :. :-=.,:: ll l 'o ) [See Table 72).

-':-= ::'-: s' ::equellthr cited suggestion for improvement br. tl-re
,...:--:. .::'.',,-.--c rhe phr-sica1 structure of the building (36.7o/o-1 and
:':-= :.-'-'-'.:'--s -,,. --l:n tl-ie clir-tic,/health center (22.25yo). N{ost of the
,--=:::. .-r:.ts:=i :he improvement,/expansion of the buildlng ln

-U

I
q
o

-
Trl
Z

n
o
z
lrl
Z
--l

I t7



Table 72

Clients' Expectations of the Clinic Environment,
by Type of Health Facility and CPR Performance (ln Percent)
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Clients' Expectations
Facility

Total
CPR

Private Public H iqh Low

l. Physical Structure

Spacious 1 4.00 t4.80 14.40 17.20 11 .50

Air-conditioned 6.60 2.80 4.70 5.90 3.40

Good building structure 5.00 3.90 4.40 4.30 4.60

With plants around the clinic 1 .90 4.20 3.10 2.40 3.70

Rooms should be painted 3.30 2.20 2.80 2.70 2.90

Ouiet environment 1.90 1.10 1 .50 1 .'10 2.00

Concrete structure 0.80 0,40 0.90

With parking space 0.30 0.30 0,30 0.30 0.30

One floor only 0.30 0.30 0.30 0.50

With curtain 0.30 0.10 0.30

No big trees 0.30 0.10 0.30

Subtotal Responses 33.30 31.00 32.10 34.70 29.60

ll. Location and Accessibilitv

Accessible 2.20 '1 .70 1 .90 1.60 2.30

Good location 1.10 0.60 0.80 0.80 0.90

Far from PUV terminal 0,30 0.60 0.40 0.90

Subtotal Responses 3.60 2.80 3.20 -2.40 4.00

lll. Facilities

With designated room for counseling 1 .10 5.00 3.10 3.20 2.90

With audiovisual facilities '1 .70 0.60 1.10 1.60 0.60

With clean comfort room (CR) 0.80 1 .10 1 .00 1.30 0.60

With play area 1 .90 1 ,00 1 .30 0.60

With ancillarv services 1 .10 0.30 0,70 0.50 0.90

Subtotal Responses 6.60 7.00 6.90 7.90 5.60

IV. Furnishing, Equipment, and SuppliesflEC Materials

Complete facilities and equipment l1 .30 14.00 1 2.60 11 .80 13.50

With furnishing 2.80 5.30 4.00 4.30 3.70

With IEC materials 1 .70 2.20 1 .90 1.90 2.00

With available suoolies 0.60 2.20 1 .40 1.30 1.40

With new equipment 0.80 0.60 0.70 1.10 0.30

With comDUter 0.60 0.30 0.40 0.50 0.30

Subtotal Responses 17.80 24.60 21.00 20.90 21.20

V. Lighting, Ventilation, and Utilities

Good ventilation b.JU 5.00 5.70 4,80 6.60

With water and electricity 0.80 2.20 1.50 1 ,90 1.10

Well-liohted rooms 1.70 0.30 1 .00 1.30 0.60

Subtotal ResDonses 8.80 7.50 8.20 8.00 8.30

Vl. Other Attributes

Clean 21.80 1 9.60 20.70 1 8.00 23.60

Orderly 6,30 6.40 6,40 6.40 6.30

Not crowded 1 .90 0.30 1 .10 L10 1.20

Hiqh volume of clients 0.30 0.10 0.30

Subtotal Responses 30.00 26.60 28.30 2s.80 31.10

No. of Besponses 363 358 721 373 3rA
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-:r -"'-ith a room to ensure privacv in the clinic
rri., are --36.5o/o; high CPR areas =39.4o/0, lorr CPR
a::i -.rpgrading the facilitles (public:19..1 0ro

aign CPR areas:17.00/o,low CPR areas= 19.070).
s.iggested assigning a room for counseling

orivate =2.60/o; high CPR areas =3.2o/0, 1or,r. CPR

= 
j- and installing air c6nditioner in the clinic

,l vt:, private:3.8%; high CPR areas:4.80/0, 10r,r, CPR
9 ::.1 

[see Table 73].

No.,.lin'1.

The nonclient respondents also provided a more posltive image
:: rhe health facilities. They described the physical structure as
gooci, spacious, painted, and surrounded by trees (public=24.00/0,
prir-ate =27 .60/o; high CPR areas = 27.3o/o, 1ou. CPR areas = 24.3%o).

The facilities have clean toilets, complete with r,r.,ater, and also
have audiovisual lacilities (public =7.4o/o, private = 5.50/o; high CPR
areas: 9.7o/o,1ow CPR areas = 3.870). Another significant attribute
mentioned by the nonclients-was cleanliness (pubTic:28.go/0,
private =28.0o/o; high CPR areas:27.7o/o,1ow CPR areas= 29.1o/o)

Isee Thble 74].
What nonclients favored most about the facilities r,r,ere the

cleanliness (public : 42.53o/o, privale= 33.64%; high CPR
areas= 36.68o/o, l.ow CPR areas :38.620/o) and orderliness
public = 73.22o/o, private :14.95o/o; high CPR areas: 17 .Ogo/o , 7ow

CPR areas=11.11o/o) of the clinic. The nonclients also liked the
sr acioLlsness of the cllnic (pubTic : 4.020/0, private : 4.21 o/o ; higlt
C?R areas =4.52o/o, low CPR areas:3.7o/o) and the comfortable
,--r:c environment (public =3.45o/o, privale:6.54o/o; high CPR
:r:rS:3.020/o, 1ow CPR areas:7.47%o). They also liked the
-, ::--: - : :e ne ss of the facilities (public : 5.7 5 o/o, priv ale : 4.27 o/o 

; higLt
- I :.. ,:e as -- 1.02o/o, 1ort, CPR areas: 5.82o/o). A few r4/ere also huppy
' '--':-:';.- -::ation of the clinic (public:6.90/o, private:5.14o/o;high
- : : ,:=,s = =.510c, 1otr. CPR areas :7.t1.%o) [see Table 75].

-.:.: :- :r,--.ris reported the lack of space was something they

:: = - -- -: ::-eh CPRareas =13.57o/o,low CPRareas:73.57o/a).
.-., ::-,::-.::-::ed other attributes of the clinic envlronment
.:: r: t:.r.i.1r:organized, dirtv, foul-smelling and nois-r
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Table 73

Clients' Suggestions for lmprovement of the Clinic Environment,
by Type of Health Facility and CPR Performance (ln Percent)

(public : 8.57 o/o, private = 5.71 o/o ; high CPR areas = 7 .l 5o/0, low CPR

areas: 7 .13Vo) [see Thble 76].

The expectations of nonclient respondents focused on the
cleanliness and orderliness of the clinic (public:28.589b,
private : 27 .7 5 o/o 

; high CPR areas = 27 .25 o/o, 1ow CPR areas = 28.92oo-_t,

completeness of facilities and amenities,/equipmeni
(public =l2.l0o/o, private:74.00o/o; high CPR areas= 15.509tr, 1o',,;

Clients' Suggestions
Facil ity

Total
CPR

Private Public High Low

l. Physical Structure and Environment

Widening or improvement of building 36.50 33.00 34.50 36.20 32.80

Plant trees around clin c 1 .90 0.50 1.'10 1.10 1.10

Separate or own building 1 .30 0.50 0.80 1 .60

One floor only 0.50 0.30 0.50

Subtotal Responses 39.70 34.50 36.70 39.40 33.90

Il. Location and Accessibility

Change clinic locatron 5.10 1 .00 2.80 3.70 1.70

Ill, Facilities

Upgrade facillties 16.00 19.40 1 8.00 17.00 1 9.00

Assiqn room for counselinq 2.60 3.90 3.30 3.20 3.40

Assign play area 0.60 0.50 0.65 1 .10

With operating room for surgical methods 0.60 0.30 0.60

Sublotal Besponses I 9.80 23.80 22.25 21.90 22.40

lV. Furnishing, Equipment, and SuppliesflEC Materials

Install air conditioner 3.80 3.90 3.90 4.80 2.90

Provide audiovisual equipment 1 .90 1.00 1 .40 2.10 0.60

L4ake IEC materials available 1 .90 0.80 1 .70

lnstall telephone 0.60 0.50 0.60 1.10

Subtotal Responses 8.20 5.40 5.70 8.00 5.20

V. Lighting, Ventilation, and Utilities

lnstall water supply and e ectricity 1 .30 3.40 2.50 1.6 3.4

lmprove room ventllation 0.60 1 .90 1 .40 1.6 1.1

lmprove Iighting 0.60 0.30 u.b

Subtotal Responses 2.50 5.30 4.20 3.2 5.1

Vl. Maintenance

Hire janitorial services 1 .00 0.60 1.10

No. of Responses 156 206 362 188 174

t?o



Table 74

Nonclients' Description of the CIinic Environment,
by Type oi Heallh Facility and CPR Performance (ln Percent)
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ll, Location and Accessibility

Aaaessrble

Conven ent tr ps

Subtotal Responses

V. Service Attributes

C ean

lll. Facilities

With clean comfort room (CB) and with water

tv. inq and Materials

Provides clients with IEC materials
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Aspects Liked by Nonclients
Facility

Total
CPR

Private Public H igh Low

l. Physical Structure

Comfortable clinic environment 6.54 .45 5. t5 3.02

Airconditioned 2.80 t.t5 2.06 3.52 0.53

Spaoous 4.21 4.02 4.12 3.70

Ouiet environmenl 1.72 0.77 0.50 1 .06

Rooms painted in different colors 1 .87 1.15 1 .55 2.01 1 .06

Pleasant to the eyes 1.40 1 .15 1.29 1.51 1 .06

With trees and plants around 1 .87 5.17 3.35 3.02 3.70

With parking area 0.57 0,26 0.50

Subtotal Besponses 18.59 18.38 1 8.55 18.60 1 8.52

ll. Facililies

With complete fac lities 4.21 5.75 4.90 4,02 5.82

With designated room for FP 5.1 4 1 .72 J_O I 4.52 2.65

With comfof( roorn (CR) and water 0.93 1.15 1.03 '1 .51 0.53

With audiovsual facrlities 1 .40 0.57 1 .03 1.01 1 .06

With play area 0.47 0.57 0.52 1 .01

Subtotal Responses 12.15 9.76 r1.09 12.07 10,06

lll. Furnishing and Equipment

With enough lurnishing 2.80 2,30 2.58 1.51 3.70

lV. Lighting, Ventilation. and Utilities

Well-ventilated 0.93 3.45 2.06 0.50 3.70

with electricity 0.57 0.26 0.50

Subtotal Hesponses 0.93 4.02 2.32 1.00 3.70

v. other Attributes

Clean JJ,04 42.53 J/.OJ JO.OO 38.62

Orderly 14.95 13.22 1 4.18 17.09 t1,11

No foul smell 1.87 0,57 1.29 1 .51 1 .06

Subtotal Responses 50.46 56.32 53.10 55.28 50.79

Vl. Location and Accessibility

Accessible 5.14 6.90 5.93 4.52

No. ol Responses 214 174 388 199 189
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Table 75

Aspects Liked by Nonclients in the Clinic Environment.

by Type of Health Facility and CPR Performance (ln Percent)

CPR areas : 11 .00 %), and the availability of furnishing
(public :5.900/0, private :3.600/o; high CPR are as: 2.50o/o, lort- CPR

areas=6.6OVo). Other nonclients from public facilities and high
CPR areas want a designated room for counseling in the clir::c
(3.40o/o and 4.600/o, respectively), while a few from private facilit:=s

)
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Table 76

Aspects Disliked by Nonclients in
by Type of Heallh Facility and CPR

the Clinic Environment,
Performance (ln Percent)
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AsD.B::s f s xed by Nonclients

S-::ot Responses

Frrnlshing and Equipment

Subtotal Hesponses

lll, Facilities

':1 a / conp ete con'ort room (CR)

Subtotal Responseq

lV. Ventilation

Poor ventilation

V. Location and Accessibility

lnaccessible

Poor location

Near PUV terminal

Subtotal Responses

Vl. 0ther Attributes

Srl:otal Responses

\. ci qesponses

' ,lPR areas expect good ventilation in the clinic (5.0070
::scectively) [see Table 77].

.r:-.r--: '"'.- :he facilities, most nonclients suggested widening
: -:--: -:-,: lhr-sica1 structure of the building (public =3G.650/o,
= i - . rttzh CPR areas: 35.75o/o,1ow CpR areas = 34.650/o)

I.,-- : :::--= :acilities (public :20.94o/o,private :27.02o/o;high
:-,, =-: :-: .orr CPRareas=18.81 %). The nonclients also
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Nonclients' Expectations

With plants around the clinic

Booms should be painted

ll. Location and Accessibility

lll, Facilities

With clean comfod room (CR)

With audiovisual fac litles

tv. and Materials

Complete facilities and equipment
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Table 77

Nonclients' Expectations ol the Clinic Environment,

by Type of Health Facility and CPR Perlormance (ln Percent)
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:11-,-r--,r---
-:-s:.--:::a -.,,a:.r ald lighting facilities as i.r'e11 as
'.-.:-.:'--...--:: :--:-:-rc = -1.180,6, private =4.54o/o; high CPR

' . -:..' C?i areas: 1.96a/o) r,r.hlch are essential in
.,: ::,-,-:>tcn fsee Table 7B).

Table 78

\orc ents' Suggestions for lmprovement 6f the Clinic Environment,
bv Type of Health Facility and CPR Performance (ln Percent)
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Superviso"s

From the point of view of the supervisors, the waiting roonl :s

favorable slnce it has the basic furniture (1 6 out of 22) needed r'
make clients comfortable while waiting for their turn. specificali\
supervisors from prlvate clinics reported lhe avatlability of other

amenities like TV (two out of 10), brochure racks, and colorful chairs

(seven out of 10). A11 of the private facilities and most of those from
high CPRareas also b,ave adequate supply of IEC materials displaved

in the waiting area while only six out of 13 public health centers

and five out of 10 of the facilities in 1ow CPR areas have enough IEC

materials. Some supervisors gaYe negative comments about the

waiting room such as the limited n'aiting area (public:two out of
1.3 and low CPR areas = three out of 72), not being well-maintained
(public = two out of 72), and dirty (public : two out of 12 and high
CPR areas = two out of 12) [see Table 79].

The supervlsors from private facilitles and high CPR areas made

a more positive description of their counseling room: the room
greatly provided auditory and visual privacy during CPI (six out of
10 and six out of 12, respectivel-Y). In some private facilities,
audiovisual equipment are avatlable lor use during counseling
sessions (three out of 10). In contrast, supervisors from public
facilities reported that their cllnics have no counseling room (five

out of l2); rneanwhile, a curtaln provides a semblance of privacy in
three others [see Thble B0].

According to some of the providers, they have more than one

examining room (public=two out of 13, private:two out of 11;

high CPR areas=three out of 12, 1ow CPR areas=ono out of l2),
with complete facilities/equipment (public:three out of 13,

private:one out of 11 ; high CPR areas:two out of 12, 1ow CPR

areas:two out of 12) and provided privacy (public:four out of

13, private=four out of 11 ; hlgh CPR areas:three out of 12, lorr

cpR areas: five out of 12). supervisors from private facilities and

high CPR areas described their clinics as clean (seven out of 11

and seven out of 12, respectively) and orderly (five out of 11 and

six out of 12, respectively). In two out of 13 public facilities, the

examining room also served other purposes such as being a kitcher-l

and storage place as well as a counseiing room lor clients The

examining room in some public facilities is described as lacking
privacy (two out of 13), dirty (three out of 13), and small (three

out of 13) [see Thble 81].
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S!p,erv sors Description

E-1 si nE EqJipnent. and lnstruments

L ahtinq and Ventilation

V. Physical Facilities

i!e -equipped/comphte f acilities

Comiort room (CR) not functioning well

Aitractive surroundings

D sorgan zed

No, ol Responses

Not well-maintained/old building structure

Table 79

Supervisors' Description of Waiting Room,

by Type ot Health Facility and CPR Performance

Ort.o.r,n "f th" St"k"h"lJ"n.' Mn.ti.,9

:',::c'-rgs from the stakeholders' meeting revealed that the
-- :.- -.. - ., =::';ironment is critical in providing quality FP counseling.

-:' -.:. :-.-:=a areas of Luzon, Visayas, and Mindanao, the
1:.-- .aD i.n FP counseling is the absence of auditory and

::ring counseling sessions, basically attributed to
, : , -l::se-rn-e room in many centers,/clinlcs. In Visayas and

::-= :;:i:cipants suggested looking for avallable funds
:- ,:r-- :or counseling use only; while in Luzon, tlte
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Table 80

Supervisors' Description of Counseling Room,
by Type of Health Facility and CPR Performance

proposed solution was to rearrange the clinic facility to al1ow the
provision of a space for counseling purposes. The lack of materials
and supplies for FP services, such as audiovisual aids (flip charts,
posters, and models), IEC materials, and FP commodities for use
during counseling, has been identified as another drawback to
providing FP counseling. The pafticipants suggested mobilization
of other sources of funds to acquire the needed supplies and
materials.

Supervisors' Description
Facility

Total
CPR

Public Private H igh Low

l. Existing Counseling Room

No counseling room 5 5 2 3

Doctols otfice doubles as counselino room 2 3 2 1

Makeshift room 2 3 2 1

Uses living room as counseling room ,1 ,1

ll. Privacy

With privacy 3 o I 6 3

No/less privacy 3 3 2 1

lll. Furnishing and Equipment

Has audiovisual equipmenl 3 J 2 1

Has couch 1 1 1

Has an overhead projector 1 1 1

lV. Lighting

lnsufficient lighting I
,|

V. IEC Materials

Available IEC materials 2
,1

3 1 2

Vl. Attributes ot Counseling Room

Comfortable 2 2

Clean 2 2 1 I

Spacious 1 2
,1

I

Cool environment 1 1 I

Dirty 1
,1

No. of Responses 19 22 4l 21 20

t2a



3-:er, s:.s Descripiion

:i s: r: axr-: nc Room

Frrnishing. Equipment, and lnstruments

lV, IEC Materials

:3-p ete IEC materiais

V. Lighting and Ventilation

,lor ventilation and

Vl. Attributes

C ean

D sorganized

D ap dated

No. ol Responses

Table 81

Supervisors' Description ol Facility's Examining Room,
by Type oi Health Facility and CPR Performance
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Cor,.l rJ i,-,q fQnr,o nk.

o.J [Qn.o- -tr,Jotior-,s

The following conclusions mar, be drar.r.n from the results of
this study:

1. FP is generall-v demand-driven. Clients' pp behavior is
based on a rational and informed choice. FP clients and
potential clients clearlr' articulate their expectations
specifying r,r,hat they seek from the service providers,
health centers, and private clinics.
Clients of pdvate clinics are very distinct from those of
public health facilities. Private clinics serve o1der, highly
educated, and gainfully employed women and/or
husbands. City/rttal health centers cater to younger,
moderately educated, and unemployed women and/or
husbands. There is not much difference between the
characteristics of potential clients or nonclients of public
health centers and those of the private clinics.
Unlike in the past years, the quality of FP services
currently provided by private clinics is more distinct from
that provided by public health centers. This distinction is

demonstrated in the attributes (specifica11y in terms of the

regularity and accessibility of FP services), phvsical
structure, facilities, and arrcnilies of ciinics,/centers, rrith
private clinics demonstrating a higher 1eve1 of readiness in
providing quality health services. Thus, private chnics enjor- a

much more advantaged position than public health centers-
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I::;reas:d ::'.-.'a:e secror participatlon in the FP service
::--.:s-::: s:.1:s.t :laIe started to take off steadily in areas

: 
-- 

_,_- .-..j
_ -.: -_\ ].-.q\

l-'_::--:s :: :::,'a:e clinics sought more effective and
::r:r--a::::: ii :::etnods rrhile those of the public health
-=----:--s ,-.-,:-. j oi varving types, from pi11s and DMPA to
- -:--'-:r--5 :-:-r ::a:.lral FP methoil. FP counseling in private
- -::---. -s :: - 

-.':;eri mainly by clinical workers while in the
: --:'-'.- 

'.-:.'-:.'.-:acilities, such is given by both clinical and
:11, :-,-,'.::, ::a- -,rOfkefS.
--:- .-:--:i'- differences are not clearly demonstrated in the
: -.-'- --.- ,: FP counseling being provided in both public and
::'-',2.. lealth facilities. Moreover, expectations of both
--:::.: and potential clients did not also vary considerably.

: ! --s::s in both public and private facilities arlicalale
:.s-::i experiences and expectations that address the
:_*a-'-:i' areas on interpersonal relationship skil1s, cognitlve
s.,:j,s and technical competency in giving complete and
a:.-:rare information about FP Clients seem more biased
::.'a:d counselors who are confident and competent in
FP serr-ice provision. *Potential clients generally put
ernphasis on better interpersonal relationship skl11s and
:echnical competency in informatlon-giving. Although
nore biased towards interpersonal relationshlp ski11s,

ciients also expressed preference for a counselor r,r,ho

is confident in provlding adequate information about FP.

Demand-driven behavior and rights-based orientation
in FP service provision seem quite farfetched from the
perspective of clients, potential clients, and other
stakeholders. Current views of clients and nonclients
rcgarding the ideal behavior of a client and at7 ideal FP
counseling session seem to be directed more to better
treatment or accommodation of clients and less with regard
to active participation in the counseling process and CPI
situation. Although the asking of questions and the seeking
of clarification from the provid,er were reported, this type
of response is not common as compared to answers such as

being respectful, being good listeners, and behaving
:.,-el- in the clinlc. The clients' and potential clients'
-" rt-.'. o- an ideal counseling session refers to a situation in
.-i-- -:: :.e\- are accommodated wel1, are gteeledwith a smi1e,

o
o
z
o-
C
q
z
o

n
FI

n
x(,

z
trt

n
TI
o
o

rn
Z
TI

_-J

o
z
U)

t3t



I

()l
zl
rl
Lrl
ol
ZI
rl
ot
OI

ol
zl

I

zl
zl
1l
0_l

!
;t
sl
L-l
ol

.l
--ll

1l
OI

I

and are fu11y welcomed by the providers. Providing privac'''

was not much of a concern or a condition ln the articulated

ideal counseling setting, particularly for the clients of the

public health facilities.
7. The concept of FP counseling among stakeholders is much

more limited to information-giving as it is with making a

decision or coming up with a specific choice of method'

Less emphasis u'as glven to affective/emotional FP

concerns, active communication, as well as verbal
exchange and question clarilications. Clients and potential

clients are, nonetheless, concerned with the attributes of

the physical and social environment of the clinics and

centers. Results from stakeholders' meetings also attest to

and confirm these findings'
B. In general, the actual counsellng process for both public

andprivatehealth facilities left much to be deslred, as results

reflected gaps betl'een rrhat is knorvn and what is being

practiced by the providers. This is true i'n both public and

private service providers. Iluch has to be done to upgrade

the counseling as rre11 as cognitive ski11s ared technical
competency in qualitl' of care of both public and private FP

counselors,/providers. Cllents expressed the idea that
lnformation about FP methods should be completely given

to them, and that thev should be u'e1l-informed in order to

prevent complications, correct misconceptions, and further

check rumors circulating in the community' Moreover,

adequate information-giving and fears of side-effects ale not

u'e11-addressed in the FP counseling process' This is

manifested in the vert- 1ou' rating scores yielded by the

providers.
9. Providers har-e not consistently used the GATHER

Approach as a der'lce to help them in the process of
pror.iding counseling to clients or potential clients' The

assessment of the counseling process also indicated that
provi.ders have not consciously followed fu11y the steps

specified in the GAIHER Approach. In some instances'

providers cut short the counseiing process, unmindful of

the standards set in FP counseiing.

10. The policy of providing quality FP counseling and qualitr'

care/service in both public and private clinics is

strategically well-placed in that it is incorporated in tht

t3?
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r:ssro:r goa-s and objectives of the organizalton. Private
:-:nr:s :,:-her air-ance their strategic drivers b1, focusing
:--'. :: :-. -...:i: .)perations, supervision, and marketing
,-::-. :::.s. Pa-nerships and coordination, particularly in
:':-. :.:.:ra- s',-stem, is well-placed and this should be
:-^:::-:::::halCed.
S::l-: se:r-ices are much nlore wanting in the health
-:-:--:::s particularly for the public health centers. Of
r1.,r-:ance are the need for fi11ing up existing vacancies
:: :=cruiting additional personnel, providing adequate
s;:r,:e s of needed IEC materials and FP commodities, and
:-.'':::s access to upgrading and refresher courses in FP as
-",.-=-- as provision of quality of care lraining among front-
-.-::e service providers.

-t-irou-eh supervision, monitoring, and feedback system
are in existence, the manner in which they are carried out
ald organized systematically is not clearly made explicit
rr a rrell-designed institution a\ fuanlework. Thus,
rnonltoring, feedback, and supervision tend to be done
sporadically, and al times conducted only when the head/
supervisor is available in the facility. A systematic
monitoring system also leaves much to be desired.
Performance indicators rernain to be more target-oriented
and unclear, rraking monitoring difficult and less
systematic to undertake. Supportive supervision is not
clearly demonstrated, although 1ow-performing providers,
particularly in the private clinics, also recelve sanctions
ln certain instances. The information system liken'ise
leaves much to be desired, pafiicularly among the public
health centers. It is not c1ear, however, whether avalTab).e

data gath.ered from both private and public health facilitie s

are being used as a basls for monitoring and improving
oerformance.

the aforementioned results and observations, the
:ecommendations are offered:

J

-::::tased technical and financial assistance to strengthen
::-: :.-nacitl- of public and private service providers
:. ::-:-'-er qua1it1, FP counseling must be rnade
.'. 1--'-.--:'-.. In particulat, capacrly building with regard to
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the aspects of FP counseling, communication, CPI a:r,i
quality of care is imperative, particularl5' for direct
providers and/ or front-line service providers in both public
and prlate health facilities.
The increasedlevel of technical andftnancial support must
vary according to the capacity, leve1 of performance, and
strengths of the health facilities. Private and/or NGO-
managed/ affiliated clinics rnayltave to be assisted in terms
of further enhancing the quality of care provision including
FP counseling, communlcation, and CPI. This strategy
might be the best way to maintain and keep clients in a
sustalnable manner. Since private cllnics are observed to

be adequalely ready in providing FP quality carelservice,
particuiarly v,ith regard to the provision of a much better
physical environment, more efforts will have to be
concentrated on further improving the quality of care and
counseling process in FP servlce provision. Private clinics
seem to be effective in serving the FP needs of the lower
and middle income-1eve1 clients.
Among the public health service providers, much more is
needed in terms of assistanc e, and this has to be focused on
counseling potential clients and new FP acceptors. Public
health service providers need to develop a "standard-
conscious" orientation r,r,hen providing FP services,
including FP counseltng. Capacity building on how to
implement quallty improvement initiatives and
internalization of consciousness of standards must be

provided to public health service providers. The approach
and strategy, however, must not be a one-shot type but rather

a kind that provides experiential learning and the
opportunity to deveiop, practice, and acquire the
needed skiils related to the task itself. The methodologl'
must be dynamic in order to promote acceptance of
ideas/principles and thus promote social learning.
Rlgidities in the training seem not to work with the
providers, crealing undesirable feelings towards the FP

counseling lraining, and they tend to shun away frorn
these rigidities either covertly or overtly.
Since younger and economically deprived couples are

1ikely to go to public health centers in seeking FP serlice
much assistance would have to be extended to pubi..:

4.
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.:e a1:l selr-ice providers particularly in rendering FP

-:::se-::r: rhat is helpful and of higher qualit-v. Aside from
-.:1.'--.."- c:ilding public health service providers need
s*:::-::::er:rs ofcreating a conducive physical and social
:.--.'-:-:-:--en: ior FP counseling. Thus, some support
s::-.-'-:ts .,-r1l hat,e to be provided. Among these are
.::: -:r:::e and culturally sensltive IEC materlals,
: l-.-::r--.:.r: ibr educational purposes, training to enhance
::-:.::.rsoI-La1 ski11s (enough to atlracl new users), and
- - i:r:::-.-e as rre11 as communicative and educative ski11s.

1.1::-..trent and handling of private concerns of clients
:-::; ::, be enhanced among public health service
::--.-:je:s Support to public health service providers is
-::--::::ani because the first line of entry to FP practice in
:::-s: .,: the areas covered by this study sti11 seems to be
::--= ::-n-ic health centers, particularly among the younger
.:: -:: oi married women.
- - ::-.-e1op a common perspective and a more convergent
', :=-..,- ,r -..-hat FP counseling means, the theoreticaL rneaning
,: :3.:ounseling in the FP service provision (i.e., as a
:- . :::-z:-ie concept; FBcgrunseling in theory is made distinct
:..::l- -.'.-i:ar is real or what is actually occurring) clearly needs
:, :: :er-ierred and subjected to a local critical discourse
:::.-:: :echnical consultants and tratners of FP-related
-.:;:::i-building activities. This is important in the light of
...: ::r3'or points that have emerged in the results of this
,.::.j-.- First, stakeholders, including providers and

=*:::'.-'^sors, generally perceive FP counseling as

-::,:=ation-givlng. FP counseling merely is basically
:=::::-"-ed as a one-way communication process, the goal of
' .'.-'- -:-:s to help the client come up with a decision or choice
" : . :a-:cu1ar method. Second, the related literature survey
-:,:r-::es that counseling has been given varying meanings;
:: -= -,-:e;.;ed more either as part of the broader spectrum of
::---::::a:lon exchange and/or CPI. This is imperative ln
::i.: :-. identif-v and discuss thoroughly the standards of
- - - - -rrseling, cognizant of the situation that service
::-'.-:i::s simplr. do not make use of the GAIHERApproach
'* - ---'.<elino

:-.:-:-e:snips between public and private providers need
:- :. .:rhanced to strengthen a referral. system and to
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intercept FP clients who have the capacity to par tor :i-e
services. One unintended outcome of the stakeholders
meetings conducted by this study was the provision of
opportunities on the part of private provlders to market
and disseminate information about their FP and maternal
health care services to local leaders and government
officials. Some 1oca1 government officials have expressed

interest in working with private service providers in
rendering FP quality service in their own communities.
More marketing and information dissemination strategies
of this kind would have to be implemented by the service
agents of NGOs in order to effectively market their services.

There is a need to shift performance indicators from "target
drivers" to "strategic drivers or benchmarks/best practices."

Given that quality is the goa1, indicators need to be aligned
and dovetailed with the expectations and needs of the
clients. Thls is particularly needed among public health
service providers, since performance assessment
indicators are more directed tou'ards targets which are

generally quantitative in nature. Alternative *lonitoring
and assessment indicators for FP counseling and service
provision r.r,ill have to be established, keeping in mind
not on1\r the quantitatlve but also the qualitative
aspects of the serr.ice process. An example is the
institution alization of a client feedback svstem in the
health faci1it1. to determine n hether expectations have
been met or made knon'n to health staff/autTtorities.
Another is monitoring such issues as fear of side-
effects, misconceptions, and misinformation, and the
specific lnitiatives bv r,r,hich these issues were
addressed b]. the providers ln the facility.
Monitoring of qualitv care/servtce shouldbe done regularl-v

and supportive supervision n'i1l have to be strengthened. It
7'nay appear helpful if a separate capacity-building activit-v-
preferably on the job site, along with monitoring and
supervision u,ith a focus on abroader spectrum of FP qualitv
care/service-is conducted among local health managers

and supervisors.
An institutionalized and continued capacity-building
upgrading program in FP counseling and quality care

provision is needed. This program should be ttade part of
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lhe rc.,::::re ntanagemenr activitles of the health
.: -i.-:---t.-:'-. r a::i ,:r :-realth facllity. Slnce a series of FP
.:a:::-:::s :r:s :.::arii- been partlcipated inby the provlders,
a 1-.-,r- -:::: -::-, -:,:or1- of FP and Quality Assurance (Q-A)
::a-1'-.-: :r=tis :::-lst be done in various areas to develop
r:- - :: .: :::::::a:e and culturally sensitive communlcation
.:.: C?- :ra::rng r-nodules (given varlous levels of the staffs
.-:--, ,'.---;ge ol ski11s) and to determine those who need the
::':-::-r:g n.rost. Fine-tuning the modules according to the
-.-.'=-s o: inr-olr,ement of the staff and their corresponding
:---s niist also be done.
T1: tlr-olr-ement of motivational workers and the specific
:;-e rher- play in the provision of FP counseling must be
:er-ierred and dlscussed thoroughly among pub1lc health
serr-ice providers, together with their heads,/supervlsors.
This move ls in light of the articulated expectations ofboth
the clients and potential clients regarding the need for
adequate and correct inlormation about FP and the bias
for competent and professional FP counselors.
Core mtssages in communication strategies need to focus
more on the expectatioqs ol both clients and potentlal
clients. Thls focuslng pertains more to the adequacy and
accuracy of FP information and much better lnterpersonal
relationships. Giving importance to persons coming to the
clinics and/ or health centers and lreating them humanely
and wa-rm.iy are also magnetic messages to project
marketing to targeted clients. Highlighting better physical
and social environments, such as good physical structure
and adequacy of facilities and amenities, is another way
of attracting clients. Role modeling of ma1es,/supportive
hnsbands might do well in the information and promotional
campaigns.
-{ program intervention related to the promotion of active
',rarticipatlon on the part of the clients in the FP counseling
'Jroce ss needs to be developed for both publlc and private
-.sers of FP Active questioning and empowerment in the
rr:.ractiorl process will have to be developed on the part of

,-'-ents to specifically address doubts, fears, and concerns
l-.: ::-ioice of FP method. Intervention addressing clients'
::'."..rment and abllity to ask questions or assert thelr
:=:t:r:e needs to be initiated in some high CPR areas.
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LP - law pelaming in CPR

HP - high pelorming in CPB

Appn,,Ji* E
Types and Number of Respondents,

by Area and Type of Health Facility
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So.iol Dn.r.lop..rn.rl lQn.no".h C..,ln.
De La Salle University
Tbft Avenue, Manila

Respondent Number

FAMILY PLANNING COUNSELING
CLIENT INTERYIEW SCHEDULE

(Ever Used any FP method)

City:SDP Name
District:
Date of Intervien'
Time Begun Time Fini.sh6fl;-

Sign atu re:

Signature:
Signa ture:

Name of Intervieq.er:
Name of Field Supervisor
Name of Team Leader:

INSTRUCTIONS TO THE INTERVIEWER: When a family planning (FP)
client has finished his/her consultation with the provlder, ask himlher
if helshe is willing to ans\A,er a few questions about the service he/she
has received. For household interviews, ask if helshe has gone to the
clinic for FP counseling within the past six months. Use the following
introduction to gain his/her informed consent:

"Good morning/ afternoon My name ls ofthe Social
Development Research Center of De La Sa1le University. I would
appreciate it if you could spare a 1itt1e of your time to talk about fami11'
planning (FP) counseling in the health clinic. My questions will focus
primarily on the information you received and your experiences 'rvith

the staff of the clinic.

"Your honest opinion will be important in our assessment of the FP
counseling done here. Rest assured that your answers will be kep:
confidentlal. Thank you for your cooperation."

)
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T. BACKGROUND INFORMAIION

- " \tal-iral Status: Single
Married
Separated
Widowed
Others (Specify:

3. Occupatlon:

=, Highest Educational Attainment:
> Religion:

II. BASELINE DAIA

For male respondents, go to items 3 I4then proceed to Section III

1. How many pregnancies have you had?-
2. lHow many were born alive?-
3. How many living children do you have and what are their ages?-

n
!
Trl

Z
o
o
TI(,

CHILDREN
chi1d..1
child 2

child 3

child 4

child 5

child 6

AGES

4. Have you been ligated/vaseclomized? Yes 

- 
No-

(If yes or the respondent is ma1e, proceed to Section III)

5. (If not ligated) Are you currently pregnant? Yes 

- 
No-

(If yes, continue until 5.1b; if no, proceedto S.Zal

5.1a If yes, how many months pregnant are you? 

-

5.1b At the time you becarne ptegrrar,t,
... did you want to become pregnant? Yes- No-
.. . did you prefer to wait until later? Yes 

- 
No 

-... did you not want to become pregnant at all? Yes- No 
-Proceed to -------| 6

-\sk onl1. if the respondent is not pregnant, otherwise NA.
t.2a If not pregnant, do you want another childZ

(If no, proceed to 5.2c) Yes- No-
a.lb \\-hen \l,ould you like to have the next ch11d7
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5.2c (If not pregnant and does not want another child)
Are you currently dolng something to avoid
the pregnancy? Yes- No_
(If no, proceed to 5.2h)

5.2d If yes, what specifically is your method?
5.2e When did you start using this method?
5.2f Did you consult and receive FP counseling before or

during the use? Who did the counseling, a public or
private doctorlnurse / midwtfe? Yes- No 

-Please specify: Who? Agency?
5.29 Are you happy with your method? Yes_ No_

Reason,/s
5.2h If not using any FP method, why?

6. Were you visited by an FP program worker in your home within
the last six months? Yes- No_
If yes, how many times? Reason/s:

7. Have you visited a health facility for any reason within the last
six months? Yes 

- 

No 

-
If yes, what is this facility?

1 - city health office
2 - barang,a\. health station

4 - private clinic
5 - lying-in clinic
6 - NGO clinic
7 - Others (Specify

B. Did any health personnel of the facility talk to you about an FP
rrrethod? Yes- No- Who was this?-

III. OVERALL PERCEPTIONS OF F'P SERVICES

I'd like you to think about the last time you visited the health facility for
FP services.

A. How would you describe the physical environment of the clinic?

1. What did you like about the clinic environment? Why?

2. Whatdidyounotlike?Why?

t44



B. 11s-.r :., cl;-c -,-c,: describe the counseling of the FP provider,/s?

- -;',1:.: :ta-s the provider's behavior during your counseling?

- Dio the pror-ider encourage you to ask questions? Thlk freely?
'res------\o (Cite speclficexample,/s)

,?. Did the provider listen to your concerns,/problems regarding FP
counseling? Yes No- (Please elaborate)

+. Did the provider understand any problems you had regarding FP
counseling? Yes No 

- 
(Please elaborate)

5. Did he,/she do something to help you solve this,/these problem,/s?
Yes No (cite specific experience)

6. When would you say thal an FP provider is ski11ed,/knowledgeable
in giving counselin.q?

7 . \\ras the provider trustworthy? Why or why not?

:' . \\?iat did the provider do duriag the counseling that you liked? DislikedT
r,rtr-?

i -,- -.-: : :requently ask questions? Wtry or why not?
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10. Were you given enough time to get all the informarion ]-ou neecei-

C. If you have arnarrtedreTative interested in Fl would you recommend
that helshe go to this facilltyz

1. Why or why not?

2. Should vour relative go somewhere else? Ye.s No 

-

3. Where?

4. Whv?

D. Which methods have you heard about and ever used,".214 do you
know where they can be availed of:

Instruction: Please a11ow multiple responses to this questionbefore probing.
Use the following codes for answering columns A & B: 1-Yes, spontaneous;
2-Yes, probed; 3-No; 4-Not Applicable.

If at least one "yes" is given in column B, ask the following questions:

/

METHODS

A. HEABD ABOUT
(rF ANSWER rS

NO, PROCEED

TO NEXT

METHOD)

B. EVER USED
(IF YES,

PROCEED

TO NEXT

c0LUMN)

C, KNOW WHERE

TO AVAIL OF

THE METHOD
(I_YES, SAME
BARANGAY;

2_YES,
ANOTHER

BARANGAY)

'1. Pill (Women can take a pill everyday.)

2. IUD (Women can have a loop or coil
placed inside them by a doctor or
nu rse.)

3. lnjections (Women can have an
injection by a doctor or nurse which
prevents them from becoming pregnant

for several months.)

4. Condom ([,len can put a rubber sheath

on their penis during sexual
intercou rse.)
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5. Ligatiootlemale sterilization (Women

can have an operation to avoid
haYiE any more 6ildren.)

6- \tas€emy/rnale sterilDation (Men

can ltaYe an operatin to avoid
tnvrB ary morc ciildren.)

7. cl/lEfiE,r. tt'rythm, peridic
abs*iEme (Every monft, when
rurcn are sexually active, they can

ilod haYng s€xual inlerclurse on

fie dals d fie month they are most
ifdy to gEt pregnant.)

8. f.EUs. Billings, ovulation (Women

ar rnonilor c€rvical mucus to
deErmire the days of the month they
are most likely to get pregnant.)

L Basal Body Temperature (Women

can monitor their body temperature
to determjne the days of the month

they are most likely to get pregnant.)

10. Sympto-thermal (Women can monitor
both cervical mucus and basal body

temperature to determine the days

when they are likely to get pregnant.)

11. Lactational Amenorrhea Method or
LAM (Method used by a woman with a
baby who is less than six months old,

whose period has not returned, and

who breast-feeds the baby day and

night without supplementation to
avoid pregnancy)

12. Have you heard of other methods
that women and men can use to
avoid pregnancy? Please specify:

T
n
TTI
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What was the first method rrou ever used?

Horr'many living children did you have at that time?

In H-hat vear and month did you first use aniFP method?

Hot- ojd rcere vou when you started using an FP method?
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METHODS

START OF

USE
(MM/YY)

CONSULTED
ANY HEALTH

SERVICE
PHOVIDER?

BECEIVED FP

COUNSELING?

NAME OF SERVICI
PROVIDER

(SPECIFY IF

PUBLIC OH

PRTVATE)

1. Piil

2, IUD

3. lnjections

4. Condom

5. Ligation/female sterilizati0n

6. Vasectomy/male
ster lization

7. Ca endar, rhythm, periodic
abstinence

8. Mucus, Billlngs, ovulation

L Basal Body Temperature

10. Sympto-thermal

11. Lactational Amenorrhea
Method or LAM

1 2. other methods that women

and men currently use to
avoid pregnancy? Please
specify: 

-

(/)
U
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E. To be answered by those who have used an FP method or have gor:e

to health clinics to consult about FP methods:

F. Inclusion of breast-feeding as an FP method during FP counseling

1. Did you know about Lactational Amenorrhea Method or LAM?

2. Do you have any idea as to howbreast-feeding prevents pregnancy?

Yes-No (Please elaborate)

3. Ifbreast-feeding, how often do youbreast-feedyour child?

4. Other thanbreast milk, did you give other forms of liquids and tbcc
supplements to your child during the first slx months of life?
Yes- No 

-(Please 

specifY)

t4a
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IY. EXPECTATIONS (IDEAL) REGARDING FP SERVICES

\o:r. rre irourd lirie rou to imagine the ideal meeting with a provide r to
discuss FP rft31 do r ou think all FP facilities should be like? What should
the rea-:h zci-ir1- look like?

Re inder: Please emphasize the word ideal to contrast it with actvaT
experience.

i

-d Describe rhe physical environment.

ts. \t=hat rt'ould the FP providers be like? !
1l
il
Z-
o
Trl(,

1. Howwouldthey geet/receive you?

2. How would theybehave/interact with you?

3. Would the providers give correct and/or complete information on
the FP method you're usirig?

C. As a client, how should youbehave/interact with the service provtder?

D. What wouid make you feel comfortable about asking questions?

E. Does your loca1 health facility offering FP counseling differ trom
this ideal facility? Yes No

1. What are some reasons for these differences?

l. \\-hat would be the first thing you would change about your health
laci1it1, to make it closer to this ideal? (List changes to be made in
::der of priority.)

THIS IS THE END OF THE INTERVIEW.
I--*-K YOU \TERY MUCH FOR YOUR PARTICIPAIIONI
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So.iol Dn.r.lop-n.l [Qn.no".h C.r'ln"
De La Sa11e University
Tbft Avenue, Manila

Respondent Number

FAMILY PLANNING COUNSELING
NONCLIET\TT INTERYIEW SCHEDULE

(1{ever Used any FP method)

City:SDP Name:

District:
Date of Interview:
Time Begun: Time Finished: 

-

SignaLure:

S igna ture:
Signa ture:

Name of Interviewer:
Name of Field Supervisor:
Name of Team Leader:

"Good morning/ aflefiroon My name is ofthe Social
Development Research Center of De La Sa11e University. I would
appreciate it if you could spare a litt1e of your time to talk about family
planning (FP) counseling in the health clinic. My questions will focus
primarily on the information you received and your experiences with
the staff of the clinic.

"Your honest opinion will be important in our assessment of the FP

counseling done here. Rest assured that your answers will be kept
confidential. Thank you for your cooperation."

I. BACKGROUND INFORMAIION

1. Marital Status: Single
Married
Separated
Widowed
Others (Specify:

2. Ase:
3. Occupation:

t50
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4. Highest Educational Attainment:
5. Religion:

II. BASELINE DIf,A

For rnele respondents, go to item 3 then proceed to Section III

l. Hor rnrnv rlreqnancies have vou f adz
2- Hor rnrny rvere born alive?
3- Hor mamy living children do you have and what are their ages?_

CHILDREN
chird 1

child 2
chfld 3
chfld 4
child s
child 6

AGES n
ll
rrl
z
q
o
E(,

d- ^dre 5rou currently pregnant? Yes 

- 
No 

-[If yes, continue until 4.1b; if no, proceedto +.2a1
{-la [f yes, how many months pregrlar-t are you?
{-fb At the time you becarne pregnant, Yes- No-

..- did you want to.become pregnant? Yes_ No_
--. did you prefer to frait until later? Yes_ No_
--- did you not want to become pregnant at a7l? _
Proceed to ------* 5

A$t only if the respondent is not pregnant, otherwise NA.
12a If not pregnant, do you want another child? Yes_ No_
4-Zo lYhen would you like to have the next child?-

5- Wxe 5rou visited by an FP program worker in your home within
Sc last six months? Yes_ No_
If yeq how many times? Reason/s?

6- Iftve you visited ahealtt. facility for any reason within the last
sir months?
If yes, what is this facilityT

f - city health office
2 - barangay health station
3 - government hospital
{ - private clinic
5 - lying-in ciinic
6 - NGO clinic
7 - Others (Specify:

7- Wl any health personnel of the facility talk to you about an FP
method? Yes- No- Who was this?.
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iII. OVERALL PERCEPTIONS OF FP SERVICES

Suppose a friend (if ma1e, use wife or sister) of yours wanted to go to the

loca1 health faciiity for FP services tomorrow andhe/she wanted to hear

your opinion about what he,/she should expect...

A. Howwouldyou describe the physical environment of the clinic tohim/her?

1 . What do you think he,/ she would like about the clinic environment? Wh5r?

2. What do you think helshe would not like? Why?

B. How u,ou1d you describe the health providers working there?

1. What would the provider's behavlor be during the couhseling?

2. Would the provider encourage you to ask questions? Thlk freely?

Yes- No (Please elaborate)

3. Would the provider listen to your concerns/problems regarding FP

counseling? Yes No 

- 
(Please elaborate)

4. Would the provider understand any problems you have regarding FP

counseling? Yes No 

-(Please 
elaborate)

5. Would he,/she do something to help you solve your problem regarding

FP counseling? Yes- No 

-(Please 
elaborate)

6. When would you say that an FP provider is skilled/knowledgeable
in giving FP counseling?
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7. Would the provider be trustworthy? What made you say/think so?

8. What would the provider do during your counseling that you will
Iike? Dislike?Why?

9. Would you frequently ask questions? Why or why not?

10- Would you be given enough time to get all the information you need?

C- Would you recommend that your married relative, or a relative
needing FP services, go to the health facility for FPZ

1. Why or why not?

2. Should your friend go somewhere e1se7 Yes _ No_

3. Where?

.U

n
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4. Why?

rY. EXPECTATIONS (IDEAL) REGARDTNG Fp SERYTCES

Now, we would like you to imagine the ideal facility providing FP
sers'ices-what you thlnk a1i FP facilities should be like.

Rerninder: Please emphasize the word ideal to conttast it with actual
erlrcrience.

A- ur'trat rr'ou1d this facility look like? Describe the physical environment.
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B. What would the FP providers be like?

1. How would they geet/receive you?

(,
L]
U
o
z
LI
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LL

2. How would theybeltave/interact wlth you?

3. Would the providers give correct and/ or complete information on
the FP method you're using?

C. As a client, how should yotbeltave/interact with the service provider?

D. What would make you feel comfortable about asking questions?

E. What would the providers do to make you comfortabie?

F. Does your local (government/nongovernmental) health facility
offering FP differ from this ideal facility? Yes 

- 

No 

-
.l - What are some reasons for these differences?

2. What wouldbe the first thing you would change about your health
facility to make it closer to this ideal? (List changes to be made in
order of priority.)
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V. SOITRiCE OF INFORMIffION

Where did you get your ideas about Fp services and counseling?

THIS IS THE END OF THE INTERVIEW.
THANK YOU VERY MUCH FOR YOUR PARTICIPAIION! n

1l
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So.iol Dn.rnlop.,,..t lQnt.o".L' C.r-,ln"

De La Salle UniversitY
TEft Avenue, Manila

FAMILY PLANNING COUNSELING PROYIDER
IN-DEPTH INTERYIEW GUIDE

SDP Number: Citv: 

- 

District:-
Date of Inrerview:Name of Clinic

Name of Interviewee
Name of Intervlewer:
Signature of Team Leader:

INSTRUCTIONS TO THE INTER\IEWER: The Clinic Head has granted

clearance for the inten'ie$- rhat r-ou rriil conduct. It is important to probe
frequently in conductlng this inten-ierr. The main goal is to get a cTear

understanding of the underll-ing cause s for performance gaps and to come

up with potential strategies for addressing those causes. Some probes are

suggested as a different \ra\- to phrase a questlon to ensure that the

respondent understands the original intent of each question. In addition to

these probes, simplv probing the question "\\4r1r?" or "How?" wi1l help you

get to the tr-ue underiving cause of performance gaps. You should capture

the provider's infonaation in clear, bul1et-point statements. Do not rush;

complete each question bv recording complete answels. This interview is

divided into seven sectrons that represent different factors that affect
providers performance relared to their ability to provlde quality family
pianning (FP) counseling. This ir.tten-ieu'should take no more than one hour

your audience for this tool is are the provider/s at the c1lnic who provide/s

Fp counseling to clienrs; thel- should provide answels to the questions

contained in this inter\.ierr. There may 1ike1y be more than one provider
who provides FP counseling, lnterviewers should collect information from
all providers u'ho giYe FP counseling. Providers at the clinic who onlv
refer clients to another provider should not participate. The providers
who do participate rr-ill also be the providers whom the lntervlewers rgjll
both observe and audiotape during the actual FP counseling session. Starl

the intervier.t, u,ith the following introduction:

"Good motning/afternoon. I am
of the Social Development Research Center of De La Sa11e Universitr . ,

would appreciate it if you could spare me a 1itt1e of your time to t:^ '
about family planning (FP) counseling in the health clinic. \\'e ha-'':

received permission from the clinic supervisor to conduct this inter':=,"-
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'l-our l:oresl or:::ion '.rii1 be important in our assessment of the FP
co':rse-:::: lo::e he:e. Rest assured that your answers will be kept
cor::lit:-::a-. f::a::k -,-o'; tbr your cooperation."

BAC KGROL-ND INFORMATION

::a

\: :: 1-:s. :n the Above Position:
\:" c: Yrs, \\orkin.q in the Present Facility,/Clinic:
:'-she s: Educational Attainment:
Re-:eion

ll
1l
rrl
z-
o
n(,

- anguages Spoken:

D: ',-ou have reservations about giving FP counseling? If yes, why?

IN-DEPTH INTIERVIEW'

Section One: Job Expectations forDelivering Quality FP Counseling

Do you know what is expected ofyou (by your supervisor/client) in
terms of your interaction with clients?

l. Do you know what is expected ofyou (by your supervisor/client) in
terms of the counseling you give to clients?

!:lorr- are these expectations relayed and given to you?

na'"-e )-ou received within the last seven years (or since 1995) training
.::P counseling? !

t=7
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How should you be helped to better understand u,hat is expecre<i o:
you with regard to FP counseling? What people, events, or information
would assist you in learning rnote accutately your role as a provider
of FP counseiing?

Section TWo: Ski11s and Knowledge in FP Counseling

1. What FP training have you received in the last seven years (or since
1995)? [This includes FP clinicaT and counseling training courses.
Write information in the spaces provided in the table be1ow.]

2. Which of the training courses above did you like most? Why? Least?
whv?

TRAINING COURSES

PARTICIPATED IN

YEAR YOU RECEIVED

THE TRAINING (FROM 1995

TO THE CURRENT YEAR)

GROUP THAT

PHOVIDED
THE TRAINING

WHAT YOU LIKED
MOST IN THE

TRAINING COURSE

a.

b.

c

d.

s
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3. Do you feel you have all the knowledge and ski1ls necessary to
effectively counsel clients on FP?

1_

5.

Wba Medge and skills do you need to effectlvely counsel clients
on FP? 

il

Do you feel you
cmai=te rith

have all the skills
clients about FP?

necessary to effectively !
!
rrl
z
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7_

6- Ub.t stills do you need to effectively communicate with clients about
w?

Xthat Lnowledge or skills about FP counseling should be acquired
errl flgvglsped by the other prbr;iders working in this clinic foithem
b counsel clients effectivelv on FP?

lf you could choose a way to increase your knowledge about
counseling and interacting with clients about FP, what would this
be? Describe this way to increase knowledge about FP counseling.
Why do you prefer this way?

9. Are you aware of established standards of quality FP counseling?

lO. Ifyes, wh{t are these standards?

8-
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12. Have you heard of the GAIHER Approach? What do you know of this
approaclt?

13. Do you use the GAIHERApproach when you provide FP counseling?

Did your supervisor sit
What did 7te/she discuss

down with you to dlscuss these sulca::s
with you?

o
Ll
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z
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14. How do you incorporate
FP counseling? At rvhat
GAIHER Approach?

the GAIHER Approach when you provide
point during the counseling do you use the

15. What is FP counseling to you? How should FP counselingbe done?

Section Three: Feedback on FP Counseling

1. How do you know that you are interacting well with clients when you
counsel them on FP? Describe and give indicators (i.e., specific
behaviors that show service providers are interacting well with clients).

Does anyone such as your clinic director, supervisor, clients,
community membets, or peers give feedback on your performance
as a provider of FP counseling? (If yes, list those who provide
feedback.)



3- How do they give you their feedback? (For example, individual meetings,
group meetings, written reports, information solicited from other
providers on your performance, and opinions/perceptions of clients)

4. Do you warlt more feedback from your supervisor about the way
lrou communicate with clients about FP counseling?

5- If yes, rho is this supervisor from whom you would like to receive
ftefrack? why do you wish to receive feedback from this person?

n
n
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6- fShet t-vpes atd/or specific ways of feedback about the way you
Frwid., FP counseling do you find helpful? (For example, feedback
cadr, ygrhal feedback, group talks, individual repofts, collecting input
ft'* dieuts,rpeers)

7- Uhd types and/or specific ways of feedback about the way you
Furil.: FP counseling are not he1pfu17

Scrir k Eayironrnent and Tbols for Quality FP Counseling

I- rfrL'qmfuns to find out: a) whether the following items exist or are
rdnh at the facility; and b) how these items affect the provider's
dility o prowide counseling and to communicate with clients:

a- Elcctricity,4ight source j

h ftpical spa.ce that al1ows for privacy

c- Baic furrishings that allow for client comfort
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COUNSELING MATERIALS
AVAILABLE AT CLINIC TODAY?

(ENC|RCLE YES 0R NO)

DO THESE HATERIALS HELP

YOU PHOVIDE EFFECNYE
FP COUNSELING?

(ENCTRCLE YES 0R N0)

a. Thiaart posters Yes

No

Yes

No

b. Other FP method posters Yes

NO No

c. Flip charts Yes
No

Yes
No

d. Brochures (collect copies, if
possible)

Yes

No No

e. Service delivery guidelines Yes

No
Yep

Nd

f. Sample methods Yes

No
Yes

No

g. Physical models for
demonstration

Yes
No No

h. Cue cards Yes

No

Yes

NO

i. Audiovisual equipment Yes
No

YES

No

(I)
UI
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2. Means of transportation for any communlty education efforts: How
do you go/trayeT to attend community education efforts? Are the
trips convenient for you?

3. Maintenance system: Hora, is the clinic kept clean and ordetly?

4. Resupply system for counseling job aids: What do you do when you
run out of counseling job aids?

5. Resupply system for FP methods: What do you do when you run oui
of supplies for FP methods?
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Recordkeeping svstem: How are records ofclients kept and updated?

\ar-e one or t\r'o environmental factors that can contribute most to
-.':::r ab:iit1' to improve your communication and interaction rt.ith
i? cc.rnseling clients. (For example, strong support from supervisor
:,. r:or-ide FP, effective supervision in providing FP counseling,
aiecuate supply of FP methods, and adequate training on FP counseling)

\ame one or two tools that can contribute most to your abiiity to
improve your communication and interaction with FP counseling
ciients. (For example, flip charts, actual FP methods, videos in waiting
room, posters)

Section Five: Motivation and Incentives for Effective Client-Provider
Communication

1. How do you get recognition for effective interaction with and
counseling of clientsT

Other than salary, wltat are the existing mechanisms to recognize
good staff performance?

Besides bonuses or salary increases, what would motivate you to do
eren better in your interactions with clients?

Se crion Six: Organizational Support for Client-Provider Communication
j

:,-.:.i encounter problems in communicating with clients about

n
n
r]
Z
I
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E
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t help to solve these

What expectations of the clinic do you have that You think would
enable vou to perform effectivei our FP counselin sibilitiesT

(,
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4. What are your expectations of an ideal FP client? How should he'l

she behave during the counseling process? (Should the client ask

questions, be assertive, request method, choose method, and/or lhe
like?)

5. What do you think should FP clients do to make your job as an FP

counseling provider easier?

THIS IS THE END
THANK YOU VERY

OF OUR IN-DEPTH INTERVIEW.
MUCH FOR YOUR COOPERAIION!

164



5".i"1 Dntnlop....,l [Qn.non.[., Cn.l.n
De La Sa11e University
Tbft Avenue, Manila

FAMILY PLANNING COUNSELING SUPERYISOR
INTERYIE\Y GUIDE

SD? N-:::-b::
\---- - ^-- ----:-
-\1---= -- L-----L

\a::-e c : I ---g-,-:6;ree

\a:::e o: iltel-:elrer
Sig::a:u:e of Tear-!-l Leader:

INSTRUCTIONS TO THE INTERYIEWER: Clearance tbr this intervierr
has been granted.

"Good morning/afternoon. I am
of the Social Development Reseaich Center of De La Sa11e Universin'.
I would appreciate it if you could spare me a little of your time to talk
about family planning (FP) counsellng in the health clinic. We have
received permission from the clinic supervisor to conduct this
lntervlew.

"Your honest opinion will be important in our assessment of the FP
counseling done here. Rest assured that your answers will be kept
confidential. Thank you for your cooperation."

BACKGROUND INFORMATION

1. Sex:
2. Mari
3. Age:

ta1 Status:

4. Supervisory Position:'-'"'J '"-^-'

5. No. of Yrs. in the Above Position
6. No. of Yrs. Working in the Present Facility,/C1lnic
7. Highest Educational Attainment:

ll
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B. Tlaining Received from 1995 to Present on the Supen-ision o: FP

Counselors

YEAR TRAINING HECEIVED TRAINING GIVEN BY TRAINING GIVEN AT

9. Religion
10. Languages Spoken:

INTERVIEW PROPER

1. Who are the persons in the clinlc,/health center who directly interact
with the FP counseling clients? What are their position titles, degrees,
tralning, and responsibilities,/tasks relevant to client-provider
communication?

NAME OF

CLINIC STAFI
POSITION

TITLE
DEGREUS

TRAINING
RECEIVED

TASKS/
RESPONSIBILITIES

a

b.

c.

d,

e
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2. Does vour clinic have enough personnel
counseling? Is there currently arly vacancy
provider il l,our clinic?

assigned to give FP
for an FP counseling

Aside from FP services provision, wltat are the other health services
prorided by the clinic,/health center7 '

Yraea is FP counseling given in this cTinic/health cerrter?
thc qrpes oi serrrices that include FP counseling? What is
schadole for FP services (days and hours)?

What are
the clinic

1l
I
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5. Uhm are the geographical areas served by this cTtnic/heaTtlt cerrtefi

i6- ilfum al 6c oserall goals or mission of the clinic, in brieff

Ir FP couaseling included
a&usrcd specificallv in the

in the clinic's goals/mission, or is it
goa1s,/mission of the clinic?

mtG DAYS HOUBS

a

&.

&

C

a_ a,hm,me rhc performance
(a.C eE dcsired number
*grisflerrrcln)?

objectives fof this current year and month
of clients, increased revenues, and client
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g. Is Fp counseling addressed specifically in the performance objecr:.'-es

10. What are the overall site strategies employed to accomplish these

goals and objectives?

11. Is pp counseling addressed speclfically or included in these
strategies?

12. Does the clinic staff have annual, quarterly, or monthly action plans?

13. Is FP counseling addressed specifically or included in these action

Note to the Interviewer: For question #14,please give the dates relative
to the date of this interview.

14. How many FP client visits do you have on record for the year 2007,

the previous month (June 2002), the previous week, and yesterday?

The previous u,eek in question here is from 

- 

Io 

-, 

2002.

15. What are the primary reasons for these FP visits to/inlTte clinic?

2001
PREVIOUS

MONTH

PREVIOUS
WEEK

DAY BEFORE

VISIT

Clinic Name New Cont New Cont New Cont New Cont
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16. Method-specific information:

17. Did you have revenues during the previous month from Fp services
and products? How much was the revenue last month?

I}EPO PILLS IUD NORPLANT CONDOM

LAM/
BREAST-
FEEDING

NATURAL

trmdEr r
imfu prouiH?

CdrtuEin
kne cqilEdty
tece,r,ef,

f clh bstsix
llqilE?

1l
1l
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18. How much is the annual site budget?

PhP/$

19. What is the amount or the percentage of the total site budget dedicated
specifically to FP? In whatbudget item are FP serrrices,/programs included?
What percentage of this budget item is dedicated to FP programs7

2O. General physical description of site:

a. Waiting rooms (i.e., IEC materials available, cleanliness, areas
in which to sit, organization, etc.)

b- Counseling rooms (i.e., rooms other than the waiting room that
are private [auditory and visual privacy],etc.)

c, rr;mining rooms (i.e., their cleanliness, organization, privacy,
erc-)
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21 Processes:

First, ask if there are established processes related to each item belorr-.

Although we are looking for information in general, if a process exists,
ask to see if it relates to provlsion of FP counseling. A1so, ask
respondent to give only a brief description of the process.

a. Staff supervision: Do you give feedback? How do you give it?
What do you expect from your FP counselor/s?

How do you assign specific personnel to be FP counselors?

What kind of training do you look for in an FP counseling?

In managing the health personnel, hor.t'do
performance reviews, motivate/re\\'ard,
them? Please tel1 us about the u'ay t'ou do

you recruit, hire, do
discipline, and fire
these things.

What requirements,'ski11s are needed for a health provider to
become an FP counselor?

Do you have systems of coliecting and using data (e.9., health
needs assessments, client service utllization data) in this clinic/
health center? Please tel1 us about the kinds of data you collect
and whether or not you use them. For what purposes do you use

them?

/

DATA COLLECTED/GATHERED
USED OB NOT IN THE

CLINIC OR CENTER

FOR WHAT SPECIFIC

PURPOSES DO YOU USE

THEM?
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g. Have vou undertaken initiatives to improve the quality of health
sen-ices in the clinic/health center? What are these?

h. \\-trat do sou do to ensure there is delivery of quality service?

i. rnhat do you do to ensure regular availabllity and procurement
of FP supplies and commodities? Please describe the system and
the process of procuring, storing, and controlling the quality
(including consideration regarding expiration dates) of the Fp
supplies.

j. How is FP counseling in the health facility affected by: a) the
availability of FP supplies and commodities; b) the system of
procuring these supplies and commoditles?

k. Do you.trave an ongoing assessment of the quality of services
provided? Please describe how you are dotng this ongoing
assessment.

THIS IS THE END OF THE INTERVIEW.
THANK YOU VERY MUCH FOR YOUR PARTICIPAIION!
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When a family planning client arrives at the health facility, ask hrm
her if he,/she is willing to 1et you observe and tape-record the visit rrith
the provider. it is essential that you gain his,/her informed consent before
beginning the observation and taping, so the following greeting should
be glven. After reading the greeting, sign and date the statement that
indicates whether or not the client agreed to participate.

C"""ti.,g

"He11o. My name is andlarnareseatcl:.er/
interviewer from De La Sa11e University. We are doing a survey to find
out about the services provided at this clinic. The information from the
survey will be used to improve the quality of services in this and other
clinics. The clinic has given us permission to do the survey and we are
asking all family planning (FP) clients who vislt the clinic today to
participate. We would like to ask -vour permission to observe and tape-
record your visit with the clinic staff,

"Your participation is extremell. impoftant, but it is entirely vo1untary.
You do not have to be obsen.ed nor do vou have to answer any questions
if you do not want to. You rr,ill notbe denied any servicesjf you decide
not to participate. If]'ou agree to participate in the survey, you can change
your mind at any time during the visit or the interview. I will not write
down your name and ever\rthing you tel1 me will be kept strictly
confidential. During your visit, I rvil1 be sitting a 1itt1e away from you
and the clinic staff. There are no rlsks or direct benefits to you from
participating in the survev but -vour participation will contribute to
improving services in this and other clinics."

. Do I have
YES

READ AND SIGN

your permission to continue?
NO

THE FOLLOWING:

IF YES, SIGN AND DAIE THE STATEMENT
WITH THE OBSERVAIION.

I certifv that I read the statement above to the
to participate in the stu-ly.

BELOW AND CONTINUE

client and helshe agreed

Signed Date

IF NO, SIGN AND DATE THE STAIEMENT BELOW AND THEN STOP
AND WAIT FOR ANOTHER CLIENT.

I certify that I read the statement above to the client and helshe did
agree to participate in the study.

I

Signed

t 74
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Provider Encouraged Clients lo Ask Questions

Provider Listened to Client's FP Concern

Provider Showed Understanding o, Client's FP Problem

Provider lnitiated Solution to Client's FP Problem

Provider Gave Complete lnlormation to Clients

Clients Asked 0uestions during the Counseling Session

Reasons Clients Ask Questions Coun Session

For additional knowledge on FP methods

Provider encouraoed the client to talk

So client will be encouraged to use FP

{,)
LJ

U
o
z
LI
0_

0_

Table 29

Clients' Responses during the Counseling Session (ln Percent)

ta4



C:ients Responses

Reasons Clients Don l Ask 0uestions during Counseling Session

\0. ol Responses

C ient ivill Recommend the Primary FP Faei

Total

No. of Cases

Situations that Will Make Clients Comfortable in Ouestions

Fr e.rd

Prov der is sensitive to clienl's needs

provider

Good-natured

Presence ol Dilrerences between the ldeal and the Actual FP F

Total

No. ol Cases

Good clinic ventrlation
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Table 30

Nonclients' Responses during the Counseling Session (ln Percent)

0.81

124

Nonclients' Responses

Description of Provider's Behavior during the Actual Counseling

Good at attendinq to client's needs

Didn't explain the method well

Didn't give enough time to client

Provider Listened to Nonclient's FP Concern

Provider Showed Understanding ol Nonclients FP Problem

Provider lnitiated Solution to Nonclients' FP Problem

Characterislics of an ldeal FP Counseling Provider

Helps client solve FP problem

Experienced in using and dispensing FP methods

Knows how to deal with clients

Gives correct information to clients

Clients did not experience any unpleasant side-effects

ta6



Nonclients Besponses

Provider lYas Trustworthy

Total

No. cl Cases

Pril cer Cars Co-p e:e lnformation to Nonclient during Session

3e':r o, c' p../ der Liked Most by Nonclients

\,: :' :.asE-:

\: :,'i.:.i:,:rs.as
irs.*-,:s :' ioe.e.ces between the ldeal and the Actual FP Facil

n
n
n
Z
U
o
n(,

ta7



(n
LII
o
Z
L]
0_

0_

Table 31

Other FP Counseling-related lnlormation

FP Counseling lncluded in Goals/Mission
Facility

Toial
CPH

Public Private High Low

lncluded in clinic goalsimission I 14 I o

Addressed specifically 4 4 I 5

Doesn't know/no idea 2 2
,1

1

No. ol Cases 13 11 24 12 12

FP Counseling Addressed in Performance 0biectives

Yes l1 I 20 9 11

No 'I 2 1 1

No. ol Cases 12 10 22 10 12

FP Counseling Addressed in Site Strategies

Yes 11 I 20 11 I
No 2 2 2

No. of Cases 13 I 22 11 11

Provider Feels He/She Has All the Knowledge

and Skills to Ettectively Counsel Clients

Yes 6 4 10 6 4

No l0 10 20 11 0

No. ol Cases 16 14 30 t7 13

taa



Stocks thet Bun Out n the Last Six Months
Facility

Toial
CPR

Public Private High Low

2 1 3 2

I 6 15 7 8

\c ol C.ases 11 7 18 I I

5 2 7 2 5

6 6 12 7 5

\o 01 Ceses 11 I 19 9 10

1

10 7 17 I 8

llo. o, Cases 10 I 18 9 9

. -:-:c'n
vgs 2 2 4 2 2

\0 I 6 '15 7 8

No. ol Cases 11 I 19 9 10

Ways to Ensure Availability of FP Supplies
Faci lity

Total
Public Private

Etf icient reporting/requisrtion system 11 6 17

Eff icient dist'ib.rtion/delivery system 5 5 l0

Assigning a specific supply officer 'I 3

Keeping extra or buffer stocks 1 5 6

Clrent provides supply lor self 2 2 4

Emeroencv orocuremeni as needed 2 2 4

Proper storage 3 3

Donations/other sources 1

No. ol Resoonses 27 21 48

No. ol Cases t3 t1 24

Table 49

Distribution of FP Method Stocks that Ran 0ut in the Past Six Months
and Ways ol Ensuring Availability of FP Supplies and Commodities,

by Type of Health Facility and CPB Performance
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Table 56

Position and Degree of Staff,
by Type of Health Facility and CPR Performance

Low

12

Degree

r90
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Table 31

Other FP Counseling-related lnformation

Facility
Total

CPR

Public Private High LorY

lncluded in clinic qoalsimission I 5 14 8 6

Addressed specifically 4 4 I 3 5

Doesn't know/no idea 2 2 I 1

No. ol Cases 13 11 24 12 12

FP Counseling Addressed in Performance Obiectives

Yes 11 I 20 o 11

No 1 1 2 1

No. of Cases 12 t0 22 10 l2

FP Counseling Addressed in Site Strategies

Yes 1'1 I 20 1'1 I
No 2 2

No. of Cases 13 9 22 11 It

Provider Feels He/She Has All the Knowledge

and Skills to Eflectively Counsel Clients

Yes 6 4 '10 b 4

No 10 10 20 11 I
No. ol CasEs 16 14 30 17 13
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