
UCLA
UCLA Previously Published Works

Title
Contraceptive Care Visit Objectives and Outcomes: Evidence From 
Burkina Faso, Pakistan, and Tanzania.

Permalink
https://escholarship.org/uc/item/9c0298cp

Journal
Studies in Family Planning, 55(4)

Authors
Moucheraud, Corrina
Wollum, Alexandra
Brooks, Mohamad
et al.

Publication Date
2024-12-01

DOI
10.1111/sifp.12279
 
Peer reviewed

eScholarship.org Powered by the California Digital Library
University of California

https://escholarship.org/uc/item/9c0298cp
https://escholarship.org/uc/item/9c0298cp#author
https://escholarship.org
http://www.cdlib.org/


Contraceptive Care Visit Objectives
and Outcomes: Evidence From Burkina
Faso, Pakistan, and Tanzania

Corrina Moucheraud, Alexandra Wollum, Mohamad Brooks,
Manisha Shah, Jessica Gipson, and Zachary Wagner

Globally, care experiences of the growing population of contraceptive users
are not well-understood. We leverage a large client dataset (n = ,) from
three countries (Burkina Faso, Pakistan, and Tanzania) to characterize contra-
ceptive services sought (visit objective and method preference), assess whether
these visit objectives were met and for whom, and explore if visit objective ful-
fillment was associated with care quality. Most people in all three countries
said they were seeking to continue their current method or adopt a method for
the first time. Clients seeking to change their method were least likely to have
their objective met: . percent of clients in Burkina Faso, . percent in Pak-
istan, and . percent in Tanzania who wanted to switch actually achieved
this during the visit. In Burkina Faso, people with lower socioeconomic stand-
ing, lower educational attainment, and lower parity less commonly had their
switching objective, fulfilled. Method preference fulfillment was generally high,
although approximately  percent of Tanzanian clients were given implants
despite wanting another method. Among those seeking to adopt or restart a
method in Pakistan and Tanzania, having this visit objective fulfilled, was cor-
related with better perceived treatment and higher person-centeredness of care.

BACKGROUND

Nearly a billion women worldwide use modern methods of contraception, an increase of 42
percent since 1990 (United Nations Department of Economic and Social Affairs 2020). As

Corrina Moucheraud, New York University School of Global Public Health, New York, NY 10003, USA.
E-mail: c.moucheraud@nyu.edu. Alexandra Wollum, Jessica Gipson, University of California Los Angeles
Fielding School of Public Health, Los Angeles, CA 90095, USA. Mohamad Brooks, Pathfinder International,
Watertown, MA 02472, USA. Manisha Shah, University of California Berkeley Goldman School of Public
Policy, Berkeley, CA 94720, USA. Zachary Wagner, Center for Economic and Social Research, University
of Southern California, Los Angeles, CA 90089, USA.

© 2024 The Author(s). Studies in Family Planning published byWiley Periodicals LLC on behalf of Popula-
tion Council.
This is an open access article under the terms of the Creative Commons Attribution License, which permits
use, distribution and reproduction in any medium, provided the original work is properly cited.



https://orcid.org/0000-0001-7862-7928
https://orcid.org/0000-0001-8719-2081
mailto:c.moucheraud@nyu.edu
http://creativecommons.org/licenses/by/4.0/


 Contraceptive Care Visit Objectives and Outcomes

the use of modern methods increases, so too will the number, who want to switch or dis-
continue methods (Howett et al. 2019; Bertrand et al. 2020; Sergison et al. 2017). People who
are using contraception for birth spacing will want to discontinue when they wish to resume
childbearing. Additionally, those who experience side effects, or whose preferences change
as their fertility intentions evolve over the life course (Trinitapoli and Yeatman 2018; Sennott
and Yeatman 2012; Yeatman, Sennott, and Culpepper 2013), may want to change methods to
better meet their needs.

For many people, this decision will require interaction with the health system: someone
using a long-acting reversible contraceptive (LARC), like an implant or an intrauterine de-
vice (IUD), often needs assistance from a healthcare worker when they want to switch their
method or discontinue use, as do people seeking to switch to or betweenmodernmethods in-
cluding LARCs, oral contraceptive pills, and injectable contraceptives (Bertrand et al. 2020).

However, the global health community is ill-prepared for this increased demand for
switching and discontinuation services (Christofield and Lacoste 2016; Ali, Folz, and Farron
2019; Bryson, Koyama, and Hassan 2021; Wollum, Moucheraud, Sabasaba, et al. 2024). Many
initiatives—and corresponding donor funds and monitoring targets—focus on increasing
the uptake of family planning, but few attend to the unique needs of those who want to
switch or discontinue their method. The limited available evidence points to challenges in
ensuring high-quality care for people seeking switching or discontinuation (Callahan et al.
2020; Britton et al. 2021; Senderowicz et al. 2022). This is a major gap in our understanding
of how to deliver person-centered, effective, equitable family planning services (Jacinto et al.
2022; Starrs et al. 2018).

In this paper, we leverage a unique dataset of exit surveys conductedwith family planning
clients in Burkina Faso, Pakistan, and Tanzania (Pathfinder International 2019) (n = 71,602)
to characterize the visit objectives of family planning clients, to estimate what share of clients
have their visit objectives met, and to assess whether quality of care differs by whether objec-
tives are met or not. This concept of “visit objective fulfillment”—that is, whether a client’s
stated desired objective for a family planning service visit matches the outcome of that visit—
emphasizes a client’s preferences when considering contraceptive service provision. We see
this concept as related to other measures of contraceptive preference and autonomy in that
it takes a cross-sectional, person-centered approach to measure whether someone’s contra-
ceptive preferences are met (Holt et al. 2023; Senderowicz 2020; Sokol et al. 2024; Burke
and Potter 2023); the analysis presented here focuses on the contraceptive service point at
a health facility, so is somewhat more narrowly focused on the care encounter and its role
in the translation of preferences to use or nonuse. This measure adds to the growing body
of literature that aims to ask people about their family planning preferences instead of as-
suming this preference based on fertility intentions (e.g., as is assumed in measures of unmet
need) (Speizer, Bremner, and Farid 2022; Fabic 2022; Bhan and Raj 2021; Burke and Potter
2023). We also explore visit objective fulfillment by the contraceptive method used by the
client, and the contraceptive method preferred by the client—and these allow a more nu-
anced exploration of groups seeking to switch or discontinue contraceptive methods, and of
potential method biases. Of note, the concept of “visit objective fulfillment” is value-neutral,
that is, it is agnostic to whether visit objective fulfillment is a positive outcome; there are
myriad reasons why a client’s visit objective may be unmet, including that their preferences
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for any method, or a specific method, may update during the visit as they receive additional
information.

METHODS

Parent Study

The Beyond Bias project was a cluster-randomized controlled trial to address sources of
family planning provider bias, implemented by Pathfinder International in Burkina Faso,
Pakistan, and Tanzania. Data from the Beyond Bias project to date have primarily been used
to evaluate the intervention (Wagner et al. 2023a); there are also published reports about
the design of the intervention (Murithi et al. 2021; Camber Collective. 2022; Murithi, Gibbs,
and Hope 2022). These data provide a unique opportunity to explore additional research
questions about contraceptive service provision, such as this one.

This analysis uses data collected during the Beyond Bias project between September 2020
and August 2021, through exit surveys with family planning clients at 227 health facilities
across three countries (Wagner et al. 2023a): 73 public health facilities in Tanzania (in its
largest city, Dar es Salaam), 76 private health facilities in Pakistan (in its largest city, Karachi),
and 78 public health facilities in Burkina Faso (in urban and peri-urban areas around Oua-
gadougou, Banfora, and Bobo). These facilities were selected because they had an existing re-
lationship with Pathfinder International, the implementing organization of the Beyond Bias
intervention, and as such should not be treated as a representative sample of facilities in the
respective geographies.

The exit surveys were conducted with female family planning clients, both new and
existing users; youth enumerators aimed to approach all clients after they had completed
their visit with a provider to participate in the survey. Enumerators read survey questions
aloud and input responses on a tablet. Surveys lasted between 10–15 minutes. All countries
implemented the same survey instrument (with some small adjustments for language and
cultural considerations). The sample for this analysis included all exit surveys with people
who said they had visited the facility for family planning services (excluding those who
received family planning services but had not visited the facility for that purpose), and for
whomwe could define a visit objective or visit outcome. For clients who were using amethod
at the time of their visit, we limit our analysis to those who came to the facility that day using,
or left the facility using, an implant, an IUD, an oral contraceptive pill, or a contraceptive
injection; 95 percent of our sample met this requirement.

Study Setting

The study countries are described in Table 1. They range in population size, from approxi-
mately 5 million people of reproductive age in Burkina Faso to over 57 million in Pakistan.
On average, a woman in Pakistan bears 3.47 children, which is lower than the total fertility
rate in Burkina Faso and Tanzania (4.77 and 4.73, respectively); women in Pakistan have a
later sexual debut (age 20.7 on median) than in Burkina Faso (age 17.7) or Tanzania (17.2). In
Pakistan, 28.1 percent of women aged 15–49 report using a modernmethod of contraception,
as do 30.4 percent in Burkina Faso and 38.5 percent in Tanzania.
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 Contraceptive Care Visit Objectives and Outcomes

TABLE  Characteristics of included countries
Burkina Faso Pakistan Tanzania

Global region and income
group (World Bank 2020)

Africa; Low-income
economy

South Asia; Lower-middle
income economy

Africa; Lower-middle
income economy

Female population aged 15–49
years, 2021 (United Nations
2022)

5.20 million 57.25 million 15.31 million

GDP per capita (PPP, constant
2017 I$), 2021 (World Bank
2017)

$2,180 $5,232 $2,582

Total fertility rate, 2021 (United
Nations 2022)

4.77 births per woman 3.47 births per woman 4.73 births per woman

Adolescent fertility rate, 2021
(United Nations 2022)

110.5 births per 1000
women ages 15–19

42.3 births per 1000
women ages 15–19

123.7 births per 1000
women ages 15–19

Contraceptive prevalence
among women aged 15–49,
any modern method, 2021
(United Nations 2022)

30.4% 28.1% 38.5%

Current use of pilla (Institut
National de la Statistique et
de la Démographie -
INSD/Burkina Faso and ICF
International 2012; National
Institute of Population
Studies - NIPS/Pakistan and
ICF 2019; Ministry of Health
et al. 2016)

2.5% 1.7% 2.1%

Current use of IUDa 1.5% 2.1% 0.6%
Current use of injectionsa 6.5% 2.5% 7.0%
Current use of implantsa 12.9% 0.4% 11.1%
Current use of male condoma 3.6% 9.2% 1.9%
Current use of female

sterilizationa
0.1% 8.8% 2.2%

Median age at first sexual
intercourse (women aged
25–49), data year as noted

17.7 (2010) (Institut
National de la

Statistique et de la
Démographie -

INSD/Burkina Faso and
ICF International 2012)

20.7 (2017–2018) (National
Institute of Population
Studies - NIPS/Pakistan

and ICF 2019)

17.2 (2015–2016) (Ministry
of Health et al. 2016)

aMeasured among all women in Burkina Faso and Tanzania, and among married women in Pakistan.

Typology of Family Planning Visits

We assessed the visit objective using the responses to questions that asked clients if they
were using a contraceptive method prior to coming to the clinic, which contraceptive
method they were using, whether they were visiting the clinic to continue/restart the same
method (only current or previous [i.e., during their lifetime but not at the time of this
visit/survey] users), whether they were seeking to get their method removed (IUD/implant
users only), and whether they had a method in mind prior to their visit (for nonusers
and clients who did not want to continue/restart using the same method they already
used). Visit outcomes were measured using a question that asked clients whether and
what type of method they received during their visit and whether their IUD/implant
was removed during the visit (among those who said they were visiting the facility for a
removal).

We define all family planning visitors based on the objective of their visit and the outcome
of their visit (Table 2). We categorized clients into five different visit objective types: adopt,
restart, continue, switch, or discontinue. For each visit objective type, we identified whether
the objective was fulfilled based on the criteria in Table 2.
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TABLE  Typology of family planning visit objectives (left) and visit outcomes (right)
Visit objective Visit outcomes

Objective type Objective met Objective not met

Intend to adopt: never used an
eligible contraceptive method

Adoption: left visit with an eligible
method

Nonadoption: did not leave visit
with an eligible method

Intend to restart: not using an eligible
contraceptive method currently
but have used one previously

Restart: left visit with an eligible
method

Nonrestart: left visit without an
eligible method

Intend to continue using an eligible
contraceptive method and want to
continue the same method

Continuation: left visit with the same
method

Switching: left visit with a
different eligible method

Discontinuation: left visit without
a method

Intend to switch using an eligible
contraceptive method did not want
to continue the same, and wanted a
different method

Switching: left visit with a different
eligible method

Discontinuation: left visit without
a method

Continuation: left visit with the
same method

Intend to discontinue using an
implant or IUD, wanted it
removed, and did not want
another method

Discontinuation: reported their
method was removed and left visit
without a method

Switching: left with a different
eligible method

Continuation: left with the same
method

Outcome Variables

First, we explored visit objective fulfillment: Did the visit outcome match the client’s stated
visit objective?We looked at this by type of visit objective. We also investigated method pref-
erence fulfillment—i.e., did clients get the method they said they wanted at the start of the
visit—within each objective type? We assessed method preference fulfillment using ques-
tions in the client exit survey that asked clients whether and which methods they had in
mind before coming to the clinic and talking to a provider. For clients who wanted to con-
tinue using the same method, we assumed they preferred using their current method. We
included clients who reported more than one preferred method in an “Other/multiple” cate-
gory. This approach to assessing visit objective fulfillment and method preference fulfillment
builds on previous work, such as Bullington et al.’s measure of nonpreferred contraceptive
method use that compares a person’smethod use to their original preference (Bullington et al.
2023).

Second, we evaluated care quality by visit objective fulfillment. Care quality is a multidi-
mensional concept (National Academies of Sciences and Medicine 2018; Larson et al. 2019;
Moucheraud et al. 2022), so we look at quality of care in different ways.

• Perceived treatment index, which captures domains of nonjudgmental, respectful care:
average value across 29 items (see Online Appendix Box 1) that can range from 1 to
4. Items were drawn from validated scales measuring quality in family planning care
(Sudhinaraset et al. 2018; Jain et al. 2019; Holt et al. 2019; Dehlendorf et al. 2018).

• Perceived person-centeredness of family planning provider interaction (includes ver-
bal communication, nonverbal communication, and perceived disrespect and abuse
(PDA)): average value across 11 items (see Online Appendix Box 2) that can range from
1 to 4.

• Whether the client would recommend the facility to a friend who needed contraceptive
services: dichotomous (completely, vs. mostly/somewhat/not at all).
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 Contraceptive Care Visit Objectives and Outcomes

We include quality as an outcome predicted by visit fulfillment, but we acknowledge that
this relationship could be bidirectional.We are not trying to draw any causal conclusions from
this analysis, and these analyses are purely correlational: we are asking the question “did care
received by those whose visit objectives were fulfilled differ from those whose visit objectives
were not fulfilled?” Thus, we would draw the same conclusions about the relationship be-
tween care quality and fulfillment regardless of which variable is used as the dependent (or
independent) variable in our regressions. We chose to use quality measures as the outcome
variable because it is more intuitive and interpretable to present the difference in quality be-
tween two groups (objective fulfilled vs. objective not fulfilled) than to present the probability
of fulfillment across the entire range of continuous quality measures.

Covariates

We included client’s age, marital status, parity, highest educational attainment, and perceived
socioeconomic status. We measured perceived socioeconomic status using the following
question: “Imagine six steps, where on the bottom, the first step, stand the poorest people,
and on the highest step, the sixth, stand the rich. On which step are you today?” (Howe et al.
2011).We grouped clients into three categories: lowest perceived socioeconomic status (steps 1
and 2), middle socioeconomic status (steps 3 and 4), and highest socioeconomic status (steps
5 and 6).

Analyses

All analyses were conducted using Stata v15. We use generalized bivariable logistic models
to assess whether client characteristics hypothesized to be associated with care quality (age,
marital status, parity, socioeconomic status, and educational attainment)were associatedwith
visit objective fulfillment (Solo and Festin 2019; Afulani et al. 2021; Dieci et al. 2021; Wollum,
Moucheraud, Gipson, et al. 2024); and generalized multivariable linear models to assess the
relationship between visit objective fulfillment and care quality with these client character-
istics all included as covariates. All models used facility-level fixed effects to control for dif-
ferences between facilities. All analyses were conducted separately by country. We controlled
for intervention treatment status in all adjusted models.

Ethical Review

The Beyond Bias study was reviewed and approved by RAND’s Human Subjects Protection
Committee and ethics review committees in all three countries. This analysis of deidentified
secondary data was reviewed by the UCLA IRB, and determined to not be human subjects
research.

RESULTS

Characteristics of the sample are shown in Table 3. Most clients in each country were aged
25 or older, married, did not finish secondary schooling, and in Burkina Faso and Tanzania
perceived themselves to be a middle socioeconomic class. Most clients had at least one child
(many had three or more, especially in Burkina Faso and Pakistan); and in Burkina Faso and
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TABLE  Characteristics of the Sample (total n =,), n (%)
Burkina Faso (n = ,) Pakistan (n = ) Tanzania (n = ,)

Age
≤ 19 years 4171 (10.5%) 677 (8.8%) 1604 (6.6%)

20-24 years 11,468 (28.8%) 3110 (40.6%) 8576 (35.5%)
≥ 25 years 24,166 (60.7%) 3874 (50.6%) 13,956 (57.8%)
Marital status
Single 3743 (9.4%) 19 (0.2%) 693 (2.9%)

In a relationship, not living together 2359 (5.9%) 2 (0%) 3337 (13.8%)
In a relationship, living together 2764 (6.9%) 0 (0%) 3967 (16.4%)
Married 30,933 (77.7%) 7637 (99.7%) 16,120 (66.8%)
Educational attainment
No education 17,652 (44.3%) 2223 (29.0%) 760 (3.1%)
Primary 9723 (24.4%) 2195 (28.7%) 12,686 (52.6%)

Secondary or more 12,430 (31.2%) 3243 (42.3%) 10,690 (44.3%)
Number of children
None 3410 (8.6%) 143 (1.9%) 1068 (4.4%)

1 child 10,066 (25.3%) 1633 (21.3%) 8731 (36.2%)
2 children 9213 (23.1%) 2376 (31.0%) 7360 (30.5%)
3 or more children 17116 (43.0%) 3509 (45.8%) 6977 (28.9%)
Perceived socioeconomic stepa
Lower (steps 1 and 2) 10777 (27.1%) 4105 (53.6%) 7763 (32.2%)

Middle (steps 3 and 4) 26982 (67.8%) 3467 (45.3%) 15455 (64.0%)
Upper (steps 5 and 6) 2046 (5.1%) 89 (1.2%) 918 (3.8%)
How much time until would like to get pregnant
Do not want another child 4472 (11.7%) 2991 (39.9%) 3237 (14.0%)

Less than 6 months from now 1464 (3.8%) 354 (4.7%) 974 (4.2%)
Between 6 months and a year from now 1607 (4.2%) 480 (6.4%) 1055 (4.6%)
Over a year and less than 5 years from now 16987 (44.3%) 2606 (34.8%) 11064 (47.9%)
Between 5 and 10 years from now 7973 (20.8%) 1048 (14.0%) 5471 (23.7%)
When I get married or after I finish school 5852 (15.3%) 12 (0.2%) 1296 (5.6%)
a Perceived socioeconomic step is from a question asking respondents to choose that step that best represents their relative socioeconomic status
within their country.

Tanzania, most clients were seeking birth spacing, while in Pakistan 40 percent of clients did
not want anymore children (this was reported by<15 percent of respondents in Burkina Faso
and Tanzania).

Visit Objective

The distribution of visit objectives (and visit outcomes) in each country is shown in Figure 1;
the distribution of contraceptive method use (among those already using) by visit objective
is shown in Online Appendix Table 1, and the desired method among new users (those
intending adoption and restart) is shown in Online Appendix Table 2. In all three countries,
method continuation (i.e., wanting to keep the same eligible contraceptive method) and
adoption (i.e., wanting to start using an eligible contraceptive method) were the most com-
mon visit objectives. In Tanzania, continuation was dominant, reported by 64.1 percent of
respondents, and 16.1 percent sought adoption. In Pakistan, approximately equal shares of re-
spondents sought adoption and continuation (44.8 percent and 43.8 percent of respondents,
respectively). In Tanzania, 36.2 percent of respondents sought continuation and 29.1 percent
sought adoption. In Burkina Faso and Pakistan, approximately 10 percent of respondents
intended to restart a method (i.e., had used an eligible contraceptive method in the past
and wanted to begin using it again), and in Tanzania, 21.0 percent of respondents sought
to restart the method used. Switching from one eligible contraceptive method to another
was reported by 5.8 percent of respondents in Burkina Faso, 2.1 percent of respondents in
Pakistan, and 10.9 percent of respondents in Tanzania. Seeking discontinuation of an IUD
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FIGURE  Visit objectives and outcomes

(a)

(b)
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FIGURE  Continued

(c)

or implant was reported by only 3.6 percent of respondents in Burkina Faso, 0.3 percent of
respondents in Pakistan, and 2.8 percent of respondents in Tanzania.

Visit Objective Fulfillment

Clients seeking a change of method were the group least likely to have their objective met
in all three countries: 63.7 percent of clients in Burkina Faso, 73.3 percent in Pakistan, and
61.1 percent in Tanzania who wanted to switch actually achieved this during the visit (Figure
1 and Online Appendix Table 3). In Burkina Faso and Tanzania, between 20 percent and 30
percent of these clients discontinued use (i.e., left the facility without any method), and in
all three countries, approximately 10 percent of clients seeking a switch ultimately left the
facility with the samemethod intact or received the samemethod again (Figure 1 and Online
Appendix Table 3).

In all three countries, clients who were not using a method of family planning mostly
had their visit objective met: over 85 percent of clients seeking to adopt a method, had their
objective fulfilled, as did clients seeking to restart a method (Figure 1 and Online Appendix
Table 3).

Over 90 percent of clients seeking continuation in Burkina Faso and Pakistan also
achieved their desired outcome (Figure 1 and Online Appendix Table 3). Somewhat fewer
(82 percent) clients in Tanzania who wanted to continue their method actually did so, while
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 Contraceptive Care Visit Objectives and Outcomes

18 percent of these Tanzanian clients seeking continuation ultimately switched methods
(Figure 1 and Online Appendix Table 3).

In Burkina Faso, 89.3 percent of clients seeking discontinuation had their visit objective
met (9.7 percent continued), as did 96.9 percent of clients in Tanzania (Figure 1 and Online
Appendix Table 3). In Pakistan, it was a smaller group of clients who sought discontinuation
(n= 23) and approximately one-fifth ultimately continued theirmethod (Figure 1 andOnline
Appendix Table 3).

In Burkina Faso, clients who perceived themselves to be in a lower socioeconomic group
were less likely to fulfill their visit objective of switching a method compared to those in
higher socioeconomic groups (unadjusted odds ratios displayed in Online Appendix Table
4). In Tanzania those aged 25 and over were less likely than younger clients to receive their
desired switch (Online Appendix Table 4). Clients, who had a secondary education and be-
yond in Burkina Faso, were more likely than clients with no formal education to have their
visit objective to switch fulfilled (Online Appendix Table 4). In Burkina Faso and Tanzania,
there was a strong parity gradient for achieving a desired switch and a desired restart, with
nulliparous clients least likely to have these visit objectives met and those with ≥3 children
most likely (Online Appendix Table 4).

Method Preference Fulfillment

In Tanzania, visit objective fulfillment was lower among clients who did not have a clear
method preference than among those with a preferred method (Online Appendix Table 5).
There were no clear patterns of difference in counselingmethods by visit objective fulfillment
(Online Appendix Table 6). In all three countries, a larger percentage of clients who had their
visit objective met said that the provider had asked about their method preference compared
to clients whose visit objective was not met and this difference was largest in Tanzania (On-
line Appendix Table 7): 89.2 percent versus 83.0 percent in Burkina Faso, 80.9 percent versus
79.3 percent in Pakistan, and 94.9 percent versus 82.8 percent in Tanzania.

In Burkina Faso, approximately 90 percent of clients seeking to adopt a method received
their preferred method (Online Appendix Figure 1). In Pakistan, although the sample size
was small, method preference fulfillment among clients seeking to adopt a method was
similarly high for all methods except implants: only half of those seeking to adopt an implant
received one (Online Appendix Figure 1). In Tanzania, nearly all clients (97.2 percent)
who wanted to adopt an implant did so and 89.7 percent of those wanting an IUD inserted
received one—but lower percentage of clients seeking injections and pills received these (79.3
percent and 83.8 percent, respectively) (Online Appendix Figure 1). Most of these Tanzanian
clients with an unfulfilled desire to adopt an injection or pill were actually given an implant
(Online Appendix Figure 1).

A very similar pattern was seen for those seeking to restart a method: in Burkina Faso,
most were able to restart their method of choice, as were most in Pakistan except those who
wanted to restart implants (many of these clients received an injection instead) (Online Ap-
pendix Figure 1). In Tanzania, approximately 20–25 percent of clients who wanted to restart
an injection or the pill were instead given an implant (Online Appendix Figure 1).
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In Burkina Faso and Tanzania, those who were using injections and pills were most likely
to be switched to implants (approximately 38–48 percent in Burkina Faso, and 74–80 percent
in Tanzania); although some clients in both countries seeking to switch from injections went
to pills (21 percent in Burkina Faso and 13 percent in Tanzania), and some seeking to switch
from pills went to injections (42 percent in Burkina Faso and 17 percent in Tanzania) (data
not shown). In Burkina Faso, these patterns of switching were largely aligned with client
method preferences, with the exception of those who did not receive a method (9–10 percent
of those who had a preference to switch to an implant, injection, IUD, or pill continued their
method; Online Appendix Figure 1). In Tanzania, nearly all clients seeking to switch to an
implant received one (96 percent) while among those who wanted to switch to an injection,
77 percent received an injection and 5 percent received an implant, 5 percent received pills,
and 13 percent continued use of the same method.

Clients seeking to receive another implant (continue) were largely able to do so, but ap-
proximately 20–30 percent of these clients in each country either received nomethod or kept
the same implant; similarly, half of those seeking to continue their IUD in Burkina Faso were
discontinued, as were 28 percent of those in Pakistan and 34 percent of those in Tanzania
(Online Appendix Figure 1). Clients who wanted to continue injections and pills were largely
able to do so, although, in Tanzania, approximately 12 percent in each of these groups were
switched to implants (Online Appendix Figure 1).

Quality and Visit Objective Fulfillment

Clients in all three countries whose objective to adopt or restart was met reported signif-
icantly better perceived treatment than those whose objective to adopt or restart was not
met (Figure 2). Perceived person-centeredness of family planning provider interaction was
also higher among clients with a fulfilled objective to adopt or restart in all three countries.
Clients were significantly more likely to say they would recommend the facility to a friend
when their visit objective to adopt, restart, continue, or switch was fulfilled as in Burkina
Faso; in Pakistan, when their objective to switch was fulfilled; and in Tanzania when their
objective to adopt or restart was fulfilled. (Clients in Tanzania who had their visit objective to
continue fulfilled were paradoxically less likely to say they would recommend the facility to a
friend.)

DISCUSSION

In this large, three-country analysis, we document the visit objectives of women seeking con-
traceptive care and the extent to which these objectives were fulfilled. We find that between
one-fifth and one-third of clients in Burkina Faso and Tanzania who wanted to switch meth-
ods (usually from an implant or an IUD) actually left without a method or left with their
same method intact. A recent study in Burkina Faso and Kenya likewise found that approx-
imately 15 percent of women using implants did not succeed in obtaining the desired re-
moval (Tumlinson et al. 2023; Wollum, Moucheraud, Sabasaba, et al. 2024). More research is
needed to understand why this is occurring. One reasonmay be stockouts of family planning
commodities, which could leave clinicians incapable of meeting clients’ needs; however, this
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should have affected method take-up across all visit objective types, which was not the case.
Additionally, during the period of this study, family planning commodity stockouts were re-
portedly rare: in a survey of family planning clinicians at these same facilities around the
same time, 97 percent of those in Tanzania said there were no recent stockouts of implants
and 99 percent said there were no recent stockouts of IUDs, and in Burkina Faso, 75 percent
reported no recent stockouts of implants and 87 percent reported no recent stockouts of IUDs
(Wagner et al. 2023b). Althoughmore providers in Pakistan reported recent implant and IUD
stockouts [48 percent and 41 percent, respectively] (Wagner et al. 2023b), more implant and
IUD users seeking to switch methods had their preference fulfilled in our client data from
Pakistan. Understanding provider-level factors associated with a lack of method switching is
an important area for future research. Removal of these methods requires trained and skilled
providers as well as resources like ultrasound, which may be limited in some contexts (Prine
and Shah 2018; Christofield and Lacoste 2016; Senderowicz et al. 2022). Additionally, how
these challenges manifest at the provider and client levels—for example, counseling clients to
weather side effects, deterring clients from removal due to associated costs, or lack of confi-
dence in removal techniques—is not well-understood (Yirgu et al. 2020; Callahan et al. 2020;
Senderowicz and Kolenda 2022; Sokol et al. 2024).

Many people in each country were visiting a health facility in order to continue their
method of family planning: 64 percent of clients in Burkina Faso, 43 percent in Pakistan, and
36 percent in Tanzania reported this as the reason for their visit. There is a need to better
understand the care needs of those seeking method continuation and to develop quality
indicators for this group (Wollum et al. 2023; Senderowicz et al. 2023). The conceptualization
of quality for clients seeking to continue their method is challenging; if a client says they want
to keep their same method, would simply fulfilling their request constitute high-quality care,
or should some counseling occur and if so, how much and what should it include? Similarly,
if someone wants to discontinue a method, how much counseling should be provided?
Extensive clinician questioning and counseling might suggest that the client’s preference is
less important than the clinician’s “expert opinion,” which can detract from their autonomy
and decision-making power.

It is noteworthy that almost 20 percent of clients in Tanzania who wanted to continue
their method ultimately switched methods, mostly by moving from injections and pills to
implants. It is important to better understand why clients are being shifted to the use of im-
plants, andwhether structural factors like global partner and donor enthusiasm for (and close
monitoring of) LARC use, LARC-focused programming, or provider preferences, underlie
this tendency, as has been shown in other studies (Senderowicz 2019; Senderowicz et al. 2021).
There are qualitative findings that indicate enthusiasm for implants among family planning
providers in Tanzania, due to what they perceive as disadvantages of injections and pills; in
particular, they believe that women have a quicker return to fertility after discontinuing im-
plants than other hormonalmethods (Wagner et al. 2023a).Many clients in all three countries
sought a method switch during their visit, and many did not have this objective met. Better
understanding of the desires and needs of people seeking a switch, and how family planning
services can best serve these people, is essential.

We examined visit objective fulfillment as a possible driver of the family planning care
experience. This is a unique contribution to the literature, as very few previous studies have
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explicitly measured what clients were seeking in their family planning visit although there is
some evidence that fulfillment of contraceptive preference may be associated with better out-
comes for women—namely, increasedmethod continuation andmore consistentmethod use
(Burke and Potter 2023; Cardona, Bishai, and Anglewicz 2024). We find that women who did
not have their objectives met reported less positive experiences at the clinic and less person-
centered care. We do, however, acknowledge that visit objective fulfillment is an imperfect
outcome, and in some circumstances, not having an objective met could be a good thing.
There is extensive guidance on method counseling precisely because people may not have
adequate information for well-formed preferences. However, we find heterogeneity in objec-
tive fulfillment. If some clients are “better” at having their preferences met—or if providers
are more likely to fulfill certain types of people’s preferences—than others, this may represent
a disparity in care quality. These results suggest that clients of lower socioeconomic standing
in Burkina Faso, younger age in Burkina Faso, less educational attainment in Burkina Faso
and Pakistan, and nulliparous women in Burkina Faso and Tanzania (and parous women in
Pakistan) may face particular challenges in achieving desired visit outcomes. A recent mul-
ticountry study found that women with greater educational attainment and those seeking
methods for limiting births (rather than spacing) were most likely to switch (rather than
stop) method use (Sarnak et al. 2023) (although a recent study in Burkina Faso found no
such woman-level differences in achieving a desired implant or IUD removal (Sokol et al.
2024), which suggests support for our finding that there may be important differences in visit
objective fulfillment across groups.

This analysis has some limitations that should be noted. First, clientswere surveyed cross-
sectionally but contraceptive decisions and actions may be longitudinal—for example, an
IUD user might have the method removed during one visit and replaced at a subsequent
visit, or might receive information and guidance at one visit and do the replacement at a later
visit.Wewere unable to trackwomen over time, and it is possible that somewomen ultimately
fulfilled their initial visit objective beyond the single data point in this analysis. Second, all
data may be subject to reporting or recall bias; in particular, women were approached at the
conclusion of their visit and asked to recall what their preference had been before receiv-
ing any counseling or care, and this might not be well-remembered or -reported. Related,
because quality of care and visit objective (and visit objective fulfillment) were measured si-
multaneously, we are unable to test the directionality of this relationship—that is, did having
one’s visit objective met cause one to perceive better quality of care, or did receiving high-
quality care influence one to report that their visit objective was met? There also may have
been social desirability bias, as these surveys were conducted at health facilities and people
may have been inclined to respond in a way they felt would be more acceptable in this set-
ting (e.g., overstating the quality of care they received to be polite). Third, some people who
said they did not receive any service that day were not asked all questions about their visit
objective so were excluded from this analysis, and it is possible that this introduced some
bias (particularly if women had multiple visits which included information-only encoun-
ters). Fourth, this sample was selected only among people visiting the health facility; those
who do not seek services are not included andmay have different preferences, visit objectives,
and behaviors which are not captured here. Lastly, as noted above, visit objective fulfillment
likely includes both clients whose knowledge or preferences changed during the visit as a
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result of high-quality care and clients who received low-quality care. We cannot disentangle
these two groups, and, therefore, the measure likely includes both desirable and undesirable
unfulfillment.

CONCLUSIONS

This analysis leverages a unique, large, multicountry dataset to examine people’s visit ob-
jectives for their family planning care encounter, and whether those objectives were ful-
filled. We find that people seeking a change in method were particularly unlikely to achieve
this. We also found that visit objective fulfillment was associated with lower perceived
quality of care among those seeking to adopt or restart a method in Pakistan and Tanza-
nia. As more people adopt modern contraceptive methods, they will be faced with more
frequent and more nuanced decisions about method use. Health systems and healthcare
workers must adapt their service provision to accommodate this widening range of client
needs. What does high-quality counseling look like for experienced users? How can ser-
vices best meet the needs of those who want to switch long-acting methods, or discon-
tinue use altogether? The global family planning community has long focused on new users,
but these results underscore the need for further research, policy, and practice in order to
more effectively meet the needs of an increasingly diverse community of contraceptive users
globally.

DATA AVAILABILITY STATEMENT

The data that support the findings of this study are available from the corresponding author
upon reasonable request.
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