Examining Progress and Equity in Information
Received by Women Using a Modern Method in

25 Developing Countries

CONTEXT: The information exchanged during a contraceptive visit is important because providers need to
understand clients’reproductive intentions and clients need to receive adequate information about methods and
possible method-related side effects and problemes. Little is known about how information exchange has changed
over time and how it might vary across countries or subgroups within a country.

METHODS: Demographic and Health Survey data from 25 developing countries were used to calculate the Method
Information Index (Mll), a Family Planning 2020 indicator that reflects some aspects of contraceptive information
exchanged between providers and clients. For each country, the Ml was calculated from each of two surveys about
five years apart to examine change in the indicator over time. In addition, the MIl was examined for all countries

combined and by region.

RESULTS: The average Ml for all 25 countries increased from 34% at the earlier survey time to 39% at the later
survey time; the index values of individual countries ranged from 19% to 64% at survey time 1 and from 13% to
65% at survey time 2. The Ml increased over time in 15 countries and declined in 10.In analyses by contraceptive
method type, the Mll tended to be highest among implant users and lowest among women relying on sterilization.
The index was generally higher among women living in urban areas than among those in rural areas, and tended
to rise with increases in women'’s education and household wealth.

CONCLUSIONS: On the basis of the Mll, developing countries have room to improve information exchange between
providers and clients. Such improvements would require concerted efforts by programs and donors.
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The 2012 London Summit on Family Planning promised
to enable 120 million additional women with unmet need
for modern contraception in the world’s 69 poorest coun-
tries to use a modern method by the year 2020;' women
are considered to have an unmet need for modern con-
traception if they are sexually active and want to space or
limit their childbearing, but are not currently using a mod-
ern contraceptive method. A global partnership—Family
Planning 2020 (FP2020)—was formed to help countries
achieve their national goal and to measure progress toward
achieving the global goal.

Of the 120 million women estimated to have unmet
need in 2012 whom FP2020 aims to help, 75 million
had never used a modern method (never-users) and 45
million had used a modern method but discontinued
use (past users).? The large number of past users reflects
high discontinuation rates among women using revers-
ible methods.>* For example, an estimated 44% of pill
users and 40% of injectable users discontinue use within
12 months.* The achievement of the “120 by 20" goal,
therefore, requires not only helping never-users to initiate
contraceptive use, but also reducing high contraceptive
discontinuation among current users.

One way contraceptive discontinuation can be reduced
is by expanding method choice? This includes adding
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methods not currently available in a country and new
methods that have fewer side effects than existing
methods.? Adding methods can reduce contraceptive dis-
continuation by giving current users more methods to
switch to instead of stopping contraceptive use altogether;
increasing the number of methods available in a country
or a health facility is also likely to attract new users, and
thus to increase contraceptive prevalence.>>”’ Expanding
method choice also includes shifting the method mix
toward long-acting and permanent methods, which have
higher continuation rates.

Contraceptive discontinuation can also be reduced
by improving overall quality of care and information
exchanged between service providers and clients.
Information exchange is one of the six elements of the
quality of care framework in family planning articulated
more than 25 years ago.® Other quality of care elements
such as choice of methods, interpersonal relations,
and follow-up and continuity mechanisms are usually
operationalized at the client level through information
exchange.

A focus on improving quality of care and informa-
tion exchange is important, both because women have
aright to high-quality services and accurate information,
and because high-quality care and information exchange
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contribute to other desirable reproductive health out-
comes. For example, longitudinal studies in diverse
settings have shown that high-quality care and better
information received by contraceptive clients at initial
contact (actual or perceived) are associated positively
with subsequent contraceptive use and negatively with
discontinuation and unwanted childbearing.”'?

Adequate information exchange between service provid-
ers and clients is necessary to help women select a method
appropriate for their reproductive health needs and use it
effectively to meet their reproductive goals. To these ends,
providers need to elicit adequate information from clients
about their reproductive health needs and family circum-
stances. In return, clients need to receive enough informa-
tion about various methods to make an informed choice,
as well as enough information about their selected method
to know how to use it, when to come back for resupply,
what to expect in terms of side effects and how to manage
side effects if they occur. Clients also need to be informed
that they can switch to another appropriate method if
they would like to. The number of topics discussed at the
time women initiate use of a method has been shown to
be associated with better continuity of contraceptive use,
which in turn is likely to reduce unmet need for contracep-
tion and unwanted childbearing.'?

FP2020 has identified 17 core indicators to track prog-
ress made by family planning programs.” Among these is
the Method Information Index (MII), which is calculated
from current contraceptive users’ responses to three ques-
tions on information given them by their provider about
their chosen contraceptive method.” These questions
do not capture all the important aspects of information
exchange mentioned earlier, but they do make it possible
to routinely measure and monitor some important ele-
ments of the information women receive.'*

The data needed to calculate the MII are being col-
lected through annual cross-sectional surveys under
the Performance Monitoring and Accountability 2020
(PMA2020) project. The measurement annex of the 2015
FP2020 report includes MII values based on data for all
women from a PMA2020 survey or Demographic and
Health Survey (DHS) from 24 countries.” In addition,
the annex includes MII values by type of contraceptive
method used. It is too early to assess from these data how
the MII will change over time or how it might vary across
countries and among women with different characteristics
within a country; however, some of these issues can be fur-
ther explored now by using similar DHS data collected for
several years and for multiple countries.

FP2020 is interested in understanding the degree of
inequity in many of its core indicators. Social and eco-
nomic inequities in health and family planning indica-
tors have been well documented. For example, the DHS
country reports for almost all countries show that con-
traceptive prevalence increases with such socioeconomic
characteristics as household wealth, women’s education
and urban residence.'® More recently, Ortayli and Malcher

documented that similar inequities exist in multiple coun-
tries in another indicator—percentage of demand satis-
fied."” These inequities most likely reflect relatively low
contraceptive use due to deficiencies in services available
to the poorest segments of the population. It is important
to understand the level of inequity in the information
women receive once they reach a service facility and seek
to initiate use of a contraceptive method.

The purpose of this study is to address the follow-
ing issues: how the MII varies among countries, how it
changes between two surveys in the same country, how
it varies by type of method and women’s characteristics,
and whether any specific subgroups are responsible for
observed changes in the MII between two surveys in a
country.

DATA AND METHODS

Data were drawn from the 25 countries for which the two
most recent DHS surveys—about five years apart—included
the three questions needed to calculate the MIL: “Were
you informed about other methods?” “Were you informed
about side effects?” and “Were you told what to do if you
experienced side effects?”*"> Fourteen of the countries
had surveys about five years apart, and the other 11 had
surveys 6-8 years apart; 16 countries were located in Sub-
Saharan Africa, and the remaining nine were located in
other regions. The analytic sample was limited to married
women who reported current use of a modern contracep-
tive method (i.e., sterilization, the pill, the IUD, the inject-
able and the implant) and had initiated the method within
the previous five years.

The MII for a method is estimated by the proportion of
current users of that method who responded “yes” to all
three questions, in reference to what they had been told at
the time they began use of their method. The overall MII
for all methods is the average of method-specific values,
weighted by the proportion of users relying on a particular
method. Method-specific and overall MII values can range
from 0 to 100; a lower MII reflects a country’s higher level
of deficiency in regard to adequate information exchange
between providers and clients. The proportion of women
who responded no to all three questions was also calcu-
lated; however, results for this No Information Index are
not presented because of its high correlation with the MII
(r=-.89).

To study the issue of equity in information received, MII
values were compared by women’s characteristics, includ-
ing type of modern method used, source of contraceptive
supply (public or private facility), place of residence (rural
or urban), household wealth (quintiles by DHS asset-
based allocation), education (none, primary, secondary or
higher than secondary) and age (five-year age-groups). In
addition, the time since women started using their current

*Women who were sterilized were also asked whether they had been
told that sterilization is permanent; however, this question was not asked
in all surveys and was not included in the FP2020 definition of the MIl, so
it was not included in this analysis.
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method was estimated by subtracting the month and year
of contraceptive initiation from the month and year of the
interview; the measure was coded 0-1, 1-2, 2-3, 3-4 and
4-5 years.

Descriptive data are presented for two times for each
country: at the first survey (time 1) and the second survey
(time 2). In addition, data are presented for all countries
combined, and separately for Sub-Saharan Africa countries
and those located in other regions. Country-specific MII
values were summarized by estimating the weighted mean
or median (50th percentile) value, and the range by using
the lowest value and the highest value of the MII for three
groups of countries (Sub-Saharan African, other and all).
The statistical significance of each country-specific change
was tested by using a simple t test for the significance of
the difference between two proportions. The statistical
significance of differences between two median values was
not tested; in general, a difference of less than five percent-
age points is unlikely to be significant.

RESULTS

MIl Across Countries and over Time

The weighted average MII for all countries at time 1 was
34%, which indicates that for the earlier survey, only
about one-third of contraceptive users reported receiving
adequate contraceptive information from their provider
(Table 1); the overall MII at time 2 was about five percent-
age points higher (39%). By region, the average MII values
at time 1 and time 2 were 44% and 48%, respectively, for
countries in Sub-Saharan Africa, and 29% and 34% for
countries in other regions.

Individual country MII values at time 1 ranged from
19% in Pakistan to 64% in Tanzania; at time 2, the index
ranged from 13% in Pakistan to 65% in Burkina Faso and
Malawi. Between survey periods, the index increased in
15 countries and declined in 10; however, the change in
14 countries was less than five percentage points. Among
the remaining 11 countries with a significant change in the
MII of at least five points, seven experienced an increase
and four experienced a decrease; the greatest increases
occurred in Cambodia (20 points), Rwanda (16 points),
Benin (14 points) and Egypt (11 points), and the great-
est decreases occurred in Tanzania (12 points), Honduras
(eight points), and Ghana and Pakistan (six points each).*

The correlation coefficient between the MII and the
modern contraceptive prevalence rate (MCPR) was not
statistically significant at either time 1 or time 2, which
suggests that a country’s MII does not depend on the level
of modern contraceptive use. For example, MCPR rose
between the two surveys from 14% to 27% in Ethiopia
and from 27% to 45% in Rwanda (not shown); however,
the MII increased over time only in Rwanda (from 42% to

*Annual changes in the MIl were also calculated for all countries to
remove the effect of different durations between surveys.The basic con-
clusion remained the same: The MII per year changed very little in 14
countries, increased in seven (ranging from 1.4 points in Burkina Faso to
4.0 points in Cambodia) and decreased in four (ranging from 1.0 points
in Pakistan to 2.2 points in Tanzania).
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58%—Table 1). The change in the index in a country also
was not significantly correlated with change in MCPR.

Mil by Method Type and Women's Characteristics

*Method type. Median MII values show that the
contraceptive information received by women varies by
method type (Table 2). In all countries combined, the
highest median MII was for implant users (64%) and
the lowest was for women relying on sterilization (30%);
MII values for women using other methods were 50%
for the IUD, 45% for the injectable and 37% for the pill.
This pattern of MII by method type seen for all countries
combined was generally the same for Sub-Saharan Africa
and for other regions combined; however, in Sub-Saharan
Africa, the median index value for the TUD was similar
to that for the injectable (49% and 48%), and in other
regions, the value for the injectable was similar to that for
the pill (38% and 39%).

Country-level differences in the MII by method type
were also seen (not shown). The index value was highest
for the implant in 14 countries, for the IUD in nine coun-
tries, and for sterilization and the pill in one country each.
In brief, implant or IUD users in 23 out of 25 countries
received the most information about their method as indi-
cated by the MIL
* Household wealth. In general, the median MII increased
with household wealth. Among all countries combined,
the median MII ranged from 37% for the poorest quintile
to 49% for the richest; however, the index value for the
second-richest quintile (40%) was lower than that for
the middle quintile (44%). This pattern was seen in Sub-
Saharan Africa; however, the median MII for other regions
increased consistently with household wealth, from 28%
for the poorest quintile to 49% for the richest.

Patterns in the MII by household wealth differed in indi-

vidual countries (not shown). Wealth differentials were
practically nonexistent in Cambodia, Burkina Faso and
Malawi, where the MII for each country was at least 60%
across wealth quintiles. In Cameroon, Colombia, Egypt,
Niger and Nigeria, however, the gap between women in
the poorest quintile and those in the richest was at least
20 percentage points.
e Women’s education. Overall, the median MII increased
with women’s education, from 38% among women
with no education to 54% among those with more than
a secondary education. This basic pattern was seen for
Sub-Saharan Africa, as well as for other regions combined;
however, in Sub-Saharan Africa, MII values for women with
no education, primary education and secondary education
were similar (42%, 44% and 46%, respectively) and
substantially lower than that for women with more than a
secondary education (58%); whereas in countries in other
regions, the MII increased consistently and substantially,
from 29% among women in the lowest education group to
50% among those in the highest.

Country-level MII differentials by education differed
across countries (not shown). For most countries, the
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difference in MII value between women in the lowest
education group and women in the highest group was
about 20 percentage points. However, the education dif
ferential was more than 37 points in Cameroon, Colombia,
Ethiopia and Tanzania, whereas there was practically no
education differential in Malawi, Mozambique or Rwanda.
* Place of residence. The median MII value for all countries
combined was 41% for women living in rural areas and
44% for those living in urban areas. This pattern was seen
for countries in the Sub-Saharan African region (42%
and 46%, respectively) and for those in other regions
combined (36% and 42%). However, for some individual
countries (Bolivia, Malawi, Mozambique and Namibia),
the MII was higher for rural women than for urban women
(not shown).

* Source of method supply. For all countries combined, the
MII was greater for women who reported public-sector
facilities rather than private-sector facilities as their source
for contraceptives (47% vs. 36%). This pattern held for
the Sub-Saharan African region (52% vs. 34%), but was
reversed for countries in other regions (37% vs. 41%).
When individual countries were examined, MII was
higher among women using private-sector facilities than
among those using public-sector facilities in nine out of
25 countries (not shown); however, some women may
have mistakenly considered social franchises and social
marketing outlets to be public facilities.

TABLE 1. Method Information Index scores and absolute change in countries’index scores among countries with required

Demographic and Health Survey data, by time point

Region/country Time 1 Time 2 Absolute change

Survey year N Index score | Survey year N Index score

All 2001-2008 37,140 339 2006-2013 50,789 394 5.5%
Sub-Saharan Africa 2001-2008 11,783 44.2 2006-2013 20,567 47.7 3.5%
Benin 2001 178 30.7 2006 504 450 14.3*
Burkina Faso 2003 51 55.2 2010 1,617 64.6 9.4*
Cameroon 2004 205 39.7 2011 356 39.8 0.1
Ethiopia 2005 1,155 19.9 2011 1,941 171 -2.8
Ghana 2003 403 47.8 2008 281 419 -59
Malawi 2004 1,710 62.7 2010 4,613 64.6 19
Mali 2006 617 30.7 2012-2013 784 331 24
Mozambique 2003 217 585 2011 479 53.6 -49
Namibia 2006-2007 597 420 2013 498 40.8 -1.2
Niger 2006 476 27.1 2012 941 285 14
Nigeria 2008 1,024 493 2013 1,527 50.2 0.9
Rwanda 2005 317 415 2010-2011 1,929 57.7 16.2*
Senegal 2005 607 395 2011 931 414 19
Tanzania 2004 860 63.6 2009-2010 1,107 515 -12.1*
Uganda 2006 554 44.7 2011 600 439 -0.8
Zimbabwe 2005-2006 2,352 394 2010-2011 2459 359 -3.5%
Other regions 2003-2008 25,357 29.1 2008-2013 30,222 338 4.7*
Bolivia 2003 1,406 525 2008 1,185 514 =11
Cambodia 2005-2006 1,772 440 2010-2011 2938 639 19.9%
Colombia 2005 2,186 314 2009-2010 2,384 396 8.2%
Egypt 2003 3,154 26.8 2008 5,505 38.1 11.3*
Honduras 2005 1473 359 2011 1,609 282 -7.7%
Indonesia 2007 11,590 20.8 2012 12,140 209 0.1
Nepal 2006 1,423 344 2011 1,567 422 7.8%
Pakistan 2006-2007 907 194 2012-2013 1,266 132 -6.2%
Philippines 2008 1,446 50.1 2013 1,628 525 24
*p<.05.

* Women’s age. For the overall sample, the median MII did
not differ substantially by women'’s age; values ranged from
41% to 45% across age-groups. In Sub-Saharan Africa, the
median MII value was 33% for women in the youngest
age-group (15-19) and 42-47% in all other age-groups; for
other regions combined, values ranged from 37% to 43%.
* Time since contraceptive initiation. The median MII for
the total sample and for regions other than Sub-Saharan
Africa did not vary substantially by the amount of time
since women started using their contraceptive method,;
values for each differed by 6-7 percentage points. In the
Sub-Saharan African region, however, the median value
among women who started using their method less
than a year prior to interview was about 12 percentage
points lower than the value among those who had
initiated their method 4-5 years prior (42% vs. 55%).

Changes in the Overall Index over Time

To explore whether country-specific changes in the MII
were associated with changes in method-specific index
values and women’s characteristics, three countries with
the largest change in the index—Cambodia, Rwanda and
Tanzania—were examined. According to DHS data (not
shown), the MCPR increased between time 1 and time 2
by about eight percentage points (from 27% to 35%) in
Cambodia, by 18 points (from 27% to 45%) in Rwanda
and by seven points (from 20% to 27%) in Tanzania.
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TABLE 2. Lowest, median and highest values of Method Information Index at time 2, by women’s characteristics, according
toregion
Characteristic All Sub-Saharan Africa Other

Lowest Median Highest | Lowest Median Highest | Lowest Median Highest
All 13.2 419 64.6 17.1 429 64.6 132 396 639
Current method
Pill 10.0 37.2 68.6 200 359 68.6 10.0 39.0 60.1
IUD 184 49.5 80.5 19.1 494 745 184 553 80.5
Injectable 14.7 44.5 68.8 14.7 48.0 68.8 18.6 384 63.2
Sterilization 77 303 69.2 16.8 31.0 69.2 77 269 68.2
Implant 21.0 64.0 81.6 29.1 629 774 21.0 68.1 81.6
Household wealth
Poorest 7.2 37.0 726 10.2 379 726 7.2 280 66.5
Poorer 129 398 63.2 129 423 63.2 133 322 59.2
Middle 116 435 68.8 11.6 46.0 68.8 126 387 61.0
Richer 15.7 39.8 659 157 389 65.8 171 433 65.9
Richest 15.7 49.0 68.5 249 494 64.2 157 49.0 68.5
Woman'’s education
None 86 384 64.6 108 422 646 86 29.1 60.6
Primary 126 415 65.0 189 436 65.0 126 348 634
Secondary 232 435 67.1 328 456 65.7 232 403 67.1
>secondary 274 54.1 86.8 429 579 86.8 274 50.1 80.8
Place of residence
Rural 126 411 65.1 136 416 65.1 126 356 63.3
Urban 147 436 67.2 252 46.1 65.7 14.7 422 67.2
Source of method supply
Public 144 473 746 165 515 66.9 144 36.5 746
Private 121 364 679 228 343 679 121 40.7 559
Woman'’s age
15-19 31 41.6 100.0 35 326 100.0 31 42.7 60.9
20-24 16.1 42.3 64.9 16.1 428 64.9 18.7 423 629
25-29 17.2 414 68.1 17.2 424 68.1 19.0 40.2 66.3
30-34 10.5 442 68.6 20.2 45.8 68.6 10.5 40.2 64.3
35-39 133 419 61.6 175 426 61.6 133 36.5 61.6
40-45 70 44.1 63.6 213 45.1 60.6 7.0 36.5 63.6
45-49 89 449 813 89 474 813 141 384 65.1
No. of years since contraceptive initiation
0-1 130 427 652 159 04 652 13.0 432 62.7
1-2 114 459 67.7 224 48.1 67.7 14 373 67.1
2-3 154 389 65.6 166 420 656 154 366 586
34 122 444 75.1 124 464 751 122 383 66.6
4-5 124 44.6 69.4 124 54.6 64.3 143 39.2 69.4

The type of method women were using appears to be
associated with changes in the MII (Table 3). In Cambodia,
the index value increased between times for all methods
but the implant; however, the value for implant users
was already quite high at time 1 (69%). The rise in index
value was particularly high among IUD and sterilization
users (39% and 45%, respectively). In Rwanda, the MII
increased for all methods but sterilization; the rise was
highest among IUD and implant users (27% and 49%). In
Tanzania, however, the index value decreased for all meth-
ods but the IUD; the decrease was particularly high among
pill and sterilization users (18% each). These changes
may reflect changes in program emphasis on a particular
method in these countries. Further analysis of method
mix among current users included in this analysis indi-
cated that in Cambodia, pill and injectable use declined
between surveys, but IUD and sterilization use increased
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(not shown). Injectable and implant use increased in
Rwanda, but use of the other three methods declined; the
shift from pill to implant use was quite substantial (about
14 percentage points). In Tanzania, IUD and implant use
increased, but use of the pill and injectable declined.

For almost all subgroups defined by characteristics
other than contraceptive use, the MII increased over time
in Cambodia and Rwanda, but decreased in Tanzania.
The rise in MII value in Cambodia was greater than aver-
age among women in the lowest and highest wealth quin-
tiles, and among those who had a higher than secondary
education, lived in urban areas and received services from
public-sector facilities. In Rwanda, the rise in the index
was higher than average among women in the middle and
second-poorest wealth quintiles and those with no edu-
cation, those who lived in rural areas and who received
services from private-sector facilities. In Tanzania, the MII
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TABLE 3. Absolute change in Method Information Index, by women's characteristics, according to country
Characteristic Cambodia Rwanda Tanzania
2005-2006  2010-2011 Absolute change | 2005 2010-2011 Absolutechange |2004 2009-2010 Absolute change

All 44.0 639 19.9 415 57.7 16.2 636 515 -12.1
Current method

Pill 433 60.1 16.8 46.2 55.7 95 659  48.1 -17.8
IUD 41.1 80.5 394 36.6 63.2 26.6 738 745 0.7
Injectable 47.6 63.2 15.6 426 58.2 156 625 518 -10.7
Sterilization 229 68.2 453 17.8 16.8 -1.0 589 409 -18.0
Implant 68.7 68.1 -0.6 114 60.8 494 653 640 -13
Household wealth

Poorest 376 66.5 289 386 556 17.0 566 459 -10.7
Poorer 45.7 59.2 135 33.1 56.0 229 639 520 -11.9
Middle 48.1 61.0 129 355 614 259 633 494 -139
Richer 46.2 65.9 19.7 44.7 56.0 113 568 490 -7.8
Richest 418 68.5 26.7 46.7 58.7 120 70.1 57.7 -124
Woman'’s education

None 40.6 60.6 20.0 276 533 257 69.1 50.0 -19.1
Primary 44.0 634 194 44.7 58.2 135 622 503 -11.9
Secondary 48.1 67.1 19.0 42.5 60.7 18.2 676 616 -6.0
>secondary 224 80.8 584 587 594 0.7 705 86.8 16.3
Place of residence

Rural 449 633 184 395 575 180 60.1 484 -11.7
Urban 384 67.2 288 473 595 122 69.1 585 -106
Source of method supply

Public 534 74.6 21.2 434 576 14.2 632 500 -13.2
Private 434 523 89 40.0 57.3 173 544 679 135
Woman's age

15-19 485 60.9 124 na 717 na 514 536 22
20-24 456 61.6 16.0 455 515 6.0 606 482 -124
25-29 40.1 66.3 26.2 439 573 134 700 537 -16.3
30-34 46.8 64.3 17.5 383 58.6 203 636 473 -16.3
35-39 45.6 61.6 16.0 469 58.7 11.8 618 526 -9.2
40-45 439 63.6 19.7 440 60.6 16.6 60.0 58.1 -19
45-49 26.1 65.1 39.0 126 55.2 426 582 499 -83
No. of years since contraceptive initiation

0-1 413 62.7 214 415 538 123 620 506 -114
1-2 419 67.1 252 41.2 57.7 16.5 711 49.6 -215
2-3 49.5 58.6 9.1 433 61.2 179 589 487 -10.2
3-4 48.5 66.6 18.1 374 639 265 668 628 -4.0
4-5 513 694 18.1 480 624 144 473 628 155
Note:na=not applicable.
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declined among women in the three lower educational
categories, particularly those with no schooling, and
increased only among women with higher than secondary

values could reflect changes over time in the way fam-
ily planning programs have been organized. The 1994
International Conference on Population and Development

education. (ICPD) marked a paradigm shift from a macro-level demo-
graphic perspective to individual-level improvements
DISCUSSION in reproductive health and quality, and also generated a

The quality of care framework articulated more than 25
years ago has now become a standard part of the vocab-
ulary in the family planning literature; however, little is
known about the progress developing country family
planning programs have made in improving the quality of
services. This study—the first to examine issues of progress
and equity in one indicator of information exchange, the
MIl—found that the value of the index varied considerably
by region, by country and across survey times for individ-
ual countries.

At both time points, MII values for countries in Sub-
Saharan Africa were higher than those for countries in
other regions. Regional and country differences in index

shared commitment to reproductive health and quality of
care. Most programs in Asia and Latin America were cre-
ated prior to the ICPD, at a time when donors and pro-
grams were more focused on decreasing overall fertility
and population growth rates. In contrast, many of the
programs in Sub-Saharan Africa were organized after the
ICPD, when donors and programs may have placed more
emphasis on issues of quality in family planning programs.

In addition, program emphasis may have reflected dif-
ferences in women’s desire to space or limit childbearing.
Compared with programs in other regions, programs in
Sub-Saharan Africa may have focused more on spacing
births than on limiting births, which may have affected
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how services are delivered and the resulting method mix.
Furthermore, the MII reflects the information women
received at the beginning of their last episode of contracep-
tive use. In Sub-Saharan Africa, where contraceptive preva-
lence rates are increasing,'® these episodes may dispropor-
tionately represent first-time users, who may demand and
receive more information than past users returning for
services.

Changes in an individual country’s MII over time reflect
the effect of efforts made by that country’s family planning
program to improve information exchange between pro-
viders and clients. Although MII values in 15 of 25 coun-
tries increased between surveys, many of those countries
experienced an improvement of less than five percentage
points. And in the remaining 10 countries, the MII declined
by as much as 12 points. These results clearly suggest
that although the concept of quality is widely accepted,
many countries have made limited progress in providing
adequate information to women adopting a contraceptive
method. Moreover, the findings show that there is sub-
stantial room for improvement in all developing countries.

MII values showed striking differences by contracep-
tive method. Implant users reported receiving the most
information, followed by users of the IUD and injectable;
women who relied on the pill or sterilization received the
least. In 23 out of 25 countries, the MII was highest for
either implant or IUD users, suggesting that these meth-
ods are being promoted by providers. Moreover, maximum
changes in the MII observed in three countries (Cambodia,
Rwanda and Tanzania) appear to be related to changes in
the method-specific information provided, which may
reflect changes in the emphasis on a particular method in
that country. If so, the introduction of a new method in
a country might also be used to improve the content of
information exchange for all methods; however, whether
itis being done or can be done in practice is not known.

In most countries, the MII increased with education
and household wealth. This finding may reflect better
treatment by health facilities of women with higher social
and economic status. Alternatively, it could suggest that,
compared with other women, those of higher social and
economic status may have greater method knowledge or
that they may have a greater ability to recall the informa-
tion they received.

Women need and deserve accurate and complete infor-
mation about the method they select. It is quite challeng-
ing to determine the minimum level of information that
women need from providers at the time of contraceptive
initiation,; this has to be decided within the country con-
text of a program or particular service.

Determining how to monitor the extent to which
women can recall, in a population-based survey, the infor-
mation that they received from providers is also challeng-
ing. DHS surveys and PMA2020 rapid surveys have made
a good start by including three questions used in calculat-
ing the MII for users of a reversible contraceptive method,
as well as four questions for users of sterilization. In future
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surveys, women using a reversible method could be asked
an additional question about whether they were told about
the possibility of switching. Information about the possi-
bility of switching may facilitate continuity of contracep-
tive use. Moreover, this question is similar to the one about
the permanency of sterilization those relying on steriliza-
tion are asked and would allow for the index to be based
on four questions for all women.

For the MII based on three questions to be used widely,
its validity needs to be established in terms of its relation-
ship with other existing indicators, its value in predict-
ing future contraceptive use and fertility, and the extent
to which it can be used as a proxy for other key elements
of information exchange. Findings from this study show
that the MII and the MCPR are not correlated, which
suggests that the two indicators reflect different aspects
of family planning programs. Whereas the MCPR is the
ratio of users to all married women of reproductive age,
the Ml is based on the information received by users only.
A country focused on increasing its MCPR can do so with
or without providing adequate information to users, as
illustrated by comparing data from Ethiopia and Rwanda.
Both of these Sub-Saharan African countries experienced a
rise in contraceptive prevalence between the two surveys,
but the MII increased over time only in Rwanda. This sug-
gests that the program in Rwanda may have focused on
increasing contraceptive use and providing information to
clients, whereas the program in Ethiopia may have focused
only on the former. The two objectives are complementary,
however, because adequate information exchange may
reduce contraceptive discontinuation, which in turn will
likely increase contraceptive prevalence.

Another way to assess the validity of the MII is to assess
the extent to which it is predictive of continuation rates.
Such an analysis would require a longitudinal study in
which individual contraceptive users are interviewed over
time. This type of validity would require that a subsample
of respondents from the DHS or PMA2020 be interviewed
at a later date. Also, the data from a longitudinal study
could be analyzed to study the effect on subsequent con-
traceptive behavior of clients’ receiving the information
asked about in the three MII questions.

In facility surveys, women have been asked multiple
questions about their interactions with and information
received from service providers; recall bias is not a concern
with these data because respondents are asked the ques-
tions immediately after seeing their provider. For example,
Costello et al.'® collected data on 24 items describing the
service-provision process and created five indicators of
quality: all needs assessed, full method choice provided, full
information received, treated well and connected well to ser-
vices. However, it would be unrealistic to expect that surveys
like the DHS or PMA2020 could include such questions
and collect reliable information retrospectively. Further
analysis of these types of data from facility surveys, such as
the Service Provision Assessment surveys conducted by the
DHS,” could be helpful in deciding the extent to which the
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three or four questions currently included in the DHS and
PMA2020 surveys could act as a proxy for other important
questions about information exchanged between service
providers and clients. Such an analysis would also help in
ascertaining the minimum core questions that can be pre-
tested and then included in DHS or PMA2020 surveys.

Limitations
In this study, the MII was estimated from retrospective
individual-level DHS data. The routine availability of these
data makes it possible to compare index values across
countries and monitor changes over time; however, their
use has some limitations, especially in regard to the accu-
racy and completeness of information exchanged between
providers and clients. While facility surveys have used
multiple questions to assess the content of information
exchange,'® it is unrealistic to expect that population-based
surveys can collect reliable information retrospectively on
multiple aspects of information exchange. The extent to
which the three questions from which the Ml is estimated
might reflect the entire content of information exchange
cannot be assessed from these data and requires further
analysis. In addition, women’s responses to the three
questions may not accurately depict what they were actu-
ally told during their contraceptive visit. Instead, their
responses may reflect what they may remember and what
they may know from other sources. This tendency to recall
and report information may increase with women’s socio-
economic status, which may in part explain the observed
increase in MII with women’s education and household
wealth. However, what information women perceive they
were told or what they may have learned from other
sources may be more important than what they were actu-
ally told in terms of their subsequent contraceptive behav-
ior. Perhaps future fertility surveys can rephrase the three
questions to enquire what women know and from whom
(providers or other sources) they learned about each item
included in the MIL

Courtesy and recall bias are also potential limitations.
Courtesy bias arises when respondents give normative
answers or answers they believe will please the interview-
ers. The values of the MII for most countries and for most
subgroups of women within a country were well below the
maximum possible score of 100, which suggests that these
data did not suffer from substantial courtesy bias. The pos-
sibility of recall bias was examined by studying the rela-
tionship between MII values and the time elapsed since
women started contraceptive use. Women who started use
relatively recently should be able to recall the information
they received better than those who started use some years
ago; this type of relationship would also be expected if the
content of information provided to women improved over
the five years. However, MII values did not vary by time
elapsed since starting contraceptive use, which suggests
that the estimated index values are not affected by recall
bias and do not reflect improvements in the content of
information provided to women.

Another type of selectivity may be at work, however.
Contraceptive users interviewed in a cross-sectional survey
may not represent those who started contraceptive use a
certain number of years ago. Instead, they reflect women
who started contraceptive use that many years ago and
have continued use. Women in the original cohort who
discontinued use are not included in an analysis of con-
traceptive users in a cross-sectional survey because they
would be classified as nonusers. The degree of this selectiv-
ity would increase with time since contraceptive initiation,
because of the increase in the cumulative discontinuation
of a method with time since initiation. This would not be
a problem if both groups—continuers and discontinuers—
received the same information; however, empirical evi-
dence suggests that the level of information received at
contraceptive initiation is positively associated with sub-
sequent continuation of a method.'®*? Thus, those who
receive less information are more likely to discontinue
the method, which leaves behind those who received
more information. Such selectivity would imply that using
population-based survey data would overestimate the MIIL.
We cannot check for this possibility because the DHS did
not ask discontinuers the three questions as well.

This selectivity could affect cross-country comparisons;
the degree of selectivity depends on a country’s method
mix because different methods have different discontinua-
tion rates. Cross-country comparisons may also be affected
by a country’s having different proportions of first-time
users and past users. It is extremely important to docu-
ment through further research the effect of this selectivity
on MII values.

Finally, one indicator does not tell the whole story
about the strengths and weaknesses of a country’s family
planning program. The MII simply indicates one facet of
the program in terms of what may be going on in the area
of information given to current users on a limited number
of items.

CONCLUSIONS

FP2020 has taken an important step in the right direction
by including the MII as a core indicator used to monitor an
important aspect of information exchange. The results of
this analysis show plenty of room to improve the content
of information exchange, which could also result in quick
wins in terms of better reproductive health outcomes
among clients.

Monitoring changes in the MII is important, but it is not
enough. The index is unlikely to rise rapidly in the absence
of special efforts by family planning programs to improve
the quality of care at service facilities, as well as in com-
munities, among depot holders and at pharmacies offer-
ing resupply of methods. Concerted efforts are needed to
improve the content of information exchange and quality of
care. Experimental studies in Pakistan and the Philippines
illustrate how this can be accomplished.'®*° These studies
have demonstrated that it is feasible to develop and imple-
ment interventions to train service providers in interacting
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with their clients to improve quality of care, and that the
nature of client-provider interactions can be improved
through these training interventions. The Balanced
Counseling Strategy has also been used to improve the
content of information exchange between providers and
clients.”

There may be some tension between achieving a numeri-
cal goal—such as reaching a certain number of modern con-
traceptive users—and improving the quality of services.'* A
focus on achieving a numerical goal may adversely affect
the quality of care provided in some countries. One way
to minimize the potential conflict between quantity and
quality is to include activities and budget to improve the
content of information exchange in the country plans
being articulated under the auspices of FP2020. Both the
numerical goal and quality of care can be incorporated by
setting the overall goal as “120 by 20 through quality.”
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RESUMEN

Contexto: La informacion que se intercambia durante una
visita anticonceptiva es importante porque los proveedores de
servicios necesitan comprender las intenciones reproductivas
de los usuarios, quienes a su vez necesitan recibir informacion
adecuada sobre métodos, asi como sobre posibles efectos
secundarios y problemas relacionados con los mismos. Se sabe
poco sobre como ha cambiado el intercambio de informacién a
lo largo del tiempo y la forma en la que este podria variar entre
paises o subgrupos dentro de un pais.

Meétodos: Se utilizaron datos de Encuestas Demogrdficas y
de Salud de 25 paises en desarrollo para calcular el Tndice
de Informacion sobre Meétodos (IIM), un indicador de
Planificacion Familiar 2020 que refleja algunos aspectos de
la informacion sobre anticonceptivos que se intercambia entre
proveedores y usuarios. Para cada pais, el IIM se calculé a
partir de cada una de dos encuestas separadas realizadas con
unos cinco anos de diferencia para examinar el cambio en el
indicador a través del tiempo. Ademds, se examing el IIM para
todos los paises combinados y por region.

Resultados: El [IM promedio para los 25 paises aumento de
34% en el momento de la primera encuesta a 39% en el de la
encuesta posterior; los valores del indice de paises individuales
variaron de 19% a 64% en el momento de la primera encuesta
y de 13% a 65% en el de la segunda. El IIM aumento a lo
largo del tiempo en 15 paises y disminuyo en 10. En el andlisis
por tipo de método anticonceptivo, el IIM tuvo una tendencia
mds alta en usuarias de implante y mds baja en mujeres que
recurrieron a la esterilizacion. En general, el indice fue mds
alto en mujeres que vivian en dreas urbanas que en aquellas
viviendo en dreas rurales, y tuvo una tendencia a incrementar
con aumentos en la educacion de las mujeres y en la riqueza
de la familia.

Conclusiones: Con base en el IIM, los paises en desarrollo
tienen la posibilidad de mejorar el intercambio de infor-
macion entre proveedores de servicios y usuarios. Tales mejoras
requeririan de esfuerzos concertados por parte de programas
y donantes.

RESUME

Contexte: L'information échangée lors d’une consultation rel-
ative a la contraception est importante car les prestataires doi-
vent comprendre les intentions reproductives de leurs clientes,
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qui doivent pour leur part recevoir une information adéquate
sur les méthodes et les effets secondaires et les problemes qui
y sont peut-étre associés. Lévolution de ces échanges dans le
temps et leur variation d’un pays a l'autre ou parmi les sous-
groupes d’un méme pays ne sont guere documentées.
Méthodes: Les données d’Enquéte démographique et de santé
de 25 pays en développement ont servi a calculer Pindex MII,
un indicateur de Family Planning 2020 qui reflete certains
aspects de 'information contraceptive échangée entre les pres-
tataires et leurs clientes. Pour chaque pays, I'index MII a été
calculé a partir de chacune de deux enquétes menées a envi-
ron cing années d’intervalle, afin d’examiner I'évolution de
Pindicateur dans le temps. L'index a en outre été examiné pour
tous les pays dans leur ensemble et par région.

Résultats: L'index MII moyen pour Uensemble des 25 pays
est en hausse, de 34% au moment de la premiere enquéte a
39% au moment de celle ultérieure. Pour les pays individuels,
les valeurs d’index vont de 19% a 64% et de 13% a 65%,
respectivement, au moment des enquétes 1 et 2. Lindex est
en hausse, au fil du temps, dans 15 pays et en baisse dans
10. Dans l’analyse par type de méthode contraceptive, 'index
MII parait le plus élevé parmi les utilisatrices de P'implant

et le plus faible parmi les femmes ayant recours a la stéri-
lisation. Lindex est généralement supérieur parmi les rési-
dentes des milieux urbains plutot que ruraux, et il tend a
monter avec le niveau d’éducation des femmes et la richesse
du ménage.

Conclusions: D’apres I'index MII, I'échange d’information
entre prestataires et clientes laisse encore a désirer dans les
pays en développement. Lamélioration exigerait un effort con-
certé des programmes et des bailleurs de fonds.
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