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Abstract
Background
The main objective of  this study was to describe the quality, in terms of  provision and experience of  care, of  facility-based family 
planning services for adolescents compared to older clients in Malawi.
Methods
Secondary data analysis was performed on data obtained from the Service Provision Assessment survey 2013-14, a census of  all formal 
health facilities in the country. For the present study the inclusion criterion was that the client’s age was recorded in the data set, which 
gave a weighted total of  1388 observations of  consultations, reflecting provision of  care, and client exit interviews, reflecting experience 
of  care.
Results
The youngest clients (age group 13 to 19 years) had twice the odds of  reporting a better experience of  care compared to clients aged 
26 and older (odds ratio [OR] 2.03, 95% confidence interval [CI] 1.15 to 3.54, P = 0.013). The standard of  observed provision was low, 
typically with half  or more of  the mandated elements of  care omitted. Compared with clients aged over 25, provision of  care was slightly 
better for adolescents, with a coefficient of  4.56 on a percentage scale (95% CI 0.90 to 8.23, P = 0.015) and a coefficient of  2.33 for 
those aged 20-25 (95% CI 0.21 to 4.44, P = 0.032). Clients seen in facilities under nongovernmental management had better provision 
of  care compared to government facilities, with a coefficient of  12.35 (95% CI 6.70 to 18.01, P < 0.001); care was worse for clients seen 
in clinics compared to hospitals (coefficient −6.88, 95% CI −11.41 to −2.35, P = 0.003) and also for clients seen by health surveillance 
assistants compared to those seen by a clinician (coefficient −9.41, 95% CI −15.53 to −3.29, P = 0.003).
Conclusions
Quality of  care for adolescents attending facility-based family planning services was slightly better than for older clients, but this is 
overshadowed by the finding of  a low standard of  care overall. Health system strengthening, especially at the clinic level, is a policy and 
programming priority that will contribute to adolescent reproductive health in Malawi.

Introduction
Access to family planning services in Malawi has steadily 
increased, as evidenced by serial population surveys that 
reflect increased use of  modern methods of  contraception 
among women aged 15 to 49 years.1 Modern contraceptive 
use has now reached 58% according to the recently released 
Key Indicators Report of  the 2015-16 Malawi Demographic 
and Health Survey (DHS).2 In a context of  overall high 
fertility, the Malawi MDG Endline Survey carried out in 
2013 and 2014 showed high birth rates among young women 
aged 15 to 19 years. Age-specific fertility was 143 per 1000 
women in this age group, compared to 248 per 1000 women 
aged 20 to 24 years and 218 per 1000 women aged 25 to 
29 years.3 The corresponding new findings from the 2015-
16 report (per 1000 women) are 136 among 15- to 19-year-
olds, 216 among 20- to 24-year-olds, and 193 among 25- to 
29-year-olds,2 suggesting that access to contraception has 
increased across all age groups in recent years. The lower 
age-specific fertility among adolescents is partly explained by 
the larger proportion of  unmarried and sexually abstinent 
individuals in this age group. However, among adolescents 
who are married or in union, the percentage using modern 
contraception is low, at around 39%, compared with 57% of  
20- to 24- year-olds,3 and this age differential is still present 
in the most recently available survey findings.2 The concept 
of  “unmet need” may be difficult to apply meaningfully to 
adolescents, especially those in the younger age groups, but 
recognising that adolescent pregnancy is associated with 
excess obstetric risk,4 a range of  programmatic interventions 

has been brought forward through initiatives of  the Malawi 
government, development partners, and faith-based and 
community organisations, focusing on delaying sexual debut, 
retaining girls in school and extending access to contraception 
through family planning services.
The Malawi government initiated the Youth Friendly Health 
Services (YFHS) programme in 2007 to enhance access to 
sexual and reproductive health (SRH) services and recently 
restated the importance of  such provision: “Ensuring access 
to comprehensive, youth-friendly SRH services will help 
young people delay childbearing until they are ready and avoid 
HIV and other sexually transmitted diseases. This will enable 
them to stay in school and to participate in the productive 
workforce, benefiting them, their families and the nation as 
a whole.5” Notwithstanding these initiatives, young people in 
Malawi, especially girls, still face multiple risks and challenges 
related both to their sexual and reproductive health (for 
example, obstetric risks associated with teenage pregnancy) 
and access to lifetime opportunities (for example, school 
dropout following early sexual debut and childbearing). 
While it may be unrealistic to anticipate that facility-based 
services, such as family planning clinics, could transform 
the social norms and conditions that lead to early sexual 
debut and teenage pregnancy, there is evidence that young 
people do look to health facilities for services: in the 2014 
evaluation of  the Youth Friendly Health Services initiative, 
it was noted that, among young people, public facilities were 
the preferred source for contraception for 55% of  male 
and 72% of  female respondents.6 Thus, in parallel with 
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community mobilisation, educational, and social initiatives, 
it is essential that health facilities are in a position to respond 
to the sexual and reproductive health needs of  young people.
Quality of  health service provision has increasingly been 
recognised as a key determinant of  uptake by clients and 
acceptability in communities. With regard to family planning 
services, six key elements of  quality have formed the basis for 
monitoring and evaluation using facility surveys: choice of  
methods, information given to clients, technical competence, 
interpersonal relations, follow-up and continuity mechanisms, 
and an appropriate constellation of  services.7 To enable 
analyses that explore client and contextual determinants, 
informative summary measures of  quality are needed. A 
useful conceptualisation is to consider variables contributing 
to the objective content of  care (such asavailability of  
equipment, technical competence, and adherence to best 
clinical practice) as components of  “provision of  care”, and 
variables contributing to the client’s actual experience (such 
as interpersonal communication, information provision, and 
privacy and confidentiality) as components of  “experience 
of  care”.8

In this study we examined facility-based family planning 
services in Malawi, aiming to describe the care provided to 
adolescents and to identify potential disparities in service 
provision related to client age. We also aimed to gain insights 
into service quality, taking into account both the provision 
and experience of  care.
Methods
Data 
We used data from the 2013-14 Malawi Service Provision 
Assessment. This was a census of  all formal health facilities 
in the country. These included public facilities, those run by 
private practitioners, faith-based facilities, nongovernmental 
organisation facilities, and those managed by corporate 
entities. Facility types included hospitals, health centres, 
dispensaries, and health posts. The methods and tools used 
in the census are described in detail in the survey report9 
and comprised facility inventories across a range of  clinical 
services and interviews with providers at all 997 facilities. 
Where appropriate, clinics and clients were available during 
survey visits, observations of  outpatient consultations, and 
exit interviews with clients attending for antenatal, family 
planning, and curative child health services. Additionally, 
observations of  delivery and newborn care were undertaken.
Informed consent was sought for observation of  consultations 
and participation in exit interviews. For the present study 
we used anonymised data files made available for research 
purposes by the DHS Program. The Institutional Review 
Board of  ICF International, Inc. reviewed and approved the 
Demographic and Health Surveys Project Phase VII, and the 
2013-14 Malawi Service Provision Assessment is categorised 
under that approval. The Institutional Review Board of  ICF 
International complied with the United States Department 
of  Health and Human Services regulations for the protection 
of  human research subjects.
During the survey, 1464 family planning consultations were 
observed and exit interviews were conducted with the same 
clients at 369 facilities. For the present study the inclusion 
criterion was that the client’s age was recorded in the data 
set, which gave a weighted total of  1388 cases for analysis.
Analysis
We used the statistical package Stata 14 (StataCorp LP, 

College Station, Texas, USA). Data files for facility, provider, 
and client, relating to family planning services and outpatient 
visits, were merged and variables of  interest were tabulated.
Dependent variables 
We constructed two scales for quality of  care based on a 
conceptual framework that considers provision of  care and 
experience of  care.8 From the schedule of  observations 
of  family planning consultations, there were 26 items that 
were not specific to particular family planning methods. 
These items were used to construct the scale for “provision 
of  care”. Items included whether enquiry was made about 
reproductive history, breastfeeding, and fertility intentions; 
whether the blood pressure was measured; whether 
visual aids were used; and how fully documentation was 
completed. These items had “yes/no” response options 
and “yes” responses were summed to generate the score. 
For presentation of  results, this scale was expressed as a 
percentage, with 100% representing an optimal consultation.
For “experience of  care” we selected 15 of  32 items from 
the exit interview questionnaire. Items were selected to 
reflect the client’s experience rather than the details of  the 
particular methods offered. These included explanation 
of  method use, side effects, waiting time, ability to discuss 
problems, explanations received, privacy, cleanliness, and 
how clients reported they were treated. These were recoded 
from the original categorical responses to numeric values. 
Summing of  the item responses resulted in a score out of  
30, with 30/30 representing the best possible experience 
of  care. Based on the observed skewed distribution of  
results, the score was dichotomised, close to the median for 
use in logistic regression models, into categories of  “better 
experience of  care” and “worse experience of  care”.
Independent variables 
For the analysis, where client age was recorded for family 
planning clients, individuals were categorised by age into 
three groups, labelled “adolescent” for those aged under 20 
years of  age,10 “youth” for those aged 20 to 25 years, and 
“adult” for those aged 26 years or older. Exclusion of  male 
respondents was not intended but the survey consultations 
and exit interview data set proved to include only female 
clients. Other independent variables were facility location, 
type, and management authority; provider professional status, 
gender, and recent family planning training experience; and 
client educational status.
Analytical methods
Following initial cross tabulations, bivariate associations 
between the quality scores, age group, and other geographical, 
provider-related, and facility-related explanatory variables 
were examined. We then developed multiple linear regression 
and logistic regression models for associations between age 
groups and other independent variables and the provision 
of  care and experience of  care scores. In all tabulations and 
analyses, weights were applied and analyses took into account 
the complex survey design, with the facility as the primary 
sampling unit. Regression coefficients, odds ratios (ORs), 
associated probabilities, and 95% confidence intervals (CIs) 
were estimated.
Results
Characteristics of  the female study population are shown 
in Table 1. Of  the 1388 respondents for whom age was 
available, 126 (9.1%) were adolescents, 621 (44.7%) were 
youths, and 642 (46.2%) were adults.
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influence the quality of  provision of  care observed. Clients 
seen in facilities managed by nongovernmental organisations 
had somewhat better provision of  care compared to 
government facilities, with a positive coefficient of  12 on the 
percentage scale (95% CI 6.7 to 18.0, P < 0.001).
Experience of  care scores were skewed to higher response 
levels (median 27, interquartile range 24 to 30) and were 
divided into categories of  “better experience” and “worse 
experience” close to the median for analysis. The distribution 
of  scores by age group is illustrated in Figure 2 and multiple 
logistic regression findings are presented in Table 3. Only 
the age of  the client was found to influence the experience 
of  care. Other variables examined were nonsignificant. The 
youngest age group of  clients (13 to 19) had twice the odds 
of  a better experience of  care compared to clients in the 
oldest age group (OR 2.03, 95% CI 1.15 to 3.54, P = 0.013).

Discussion
The study hypothesis, that adolescents are at risk of  poor 
quality of  care relative to other family planning clients, is 
not supported by our analysis. Indeed, adolescents actually 
reported slightly more favourable experiences of  care and 
this was confirmed by observations of  consultations. These 
analytical findings from a national census of  health facilities 
need to be interpreted against an overall picture of  suboptimal 
quality of  service provision: even while being observed by 
survey staff, providers across all sectors still omitted many 
essential components of  an adequate consultation for all 
age groups of  clients. Thus, strategies to improve quality 
of  care in facility-based family planning services need to 
tackle provider behaviour and clinical standards as a priority. 
From the present study, clinical standards emerge as a more 
pressing concern than potential bias against at-risk groups, 

The distribution of  observation scores by age group is 
illustrated in Figure 1, and multiple linear regression results 
for selected explanatory variables relating to facility, provider, 
and client characteristics are shown in Table 2. Overall, the 
standard of  observed care provision was low, typically with 
half  or more of  the elements of  care omitted across all 
sectors of  care and for all types of  client. However, the gaps 
in observed care were evenly distributed across all the age 
groups. Provision of  care was slightly worse for clients aged 
26 years and above compared to adolescents and clients aged 
20 to 25 years. Observed care was also worse for those seen 
in clinics compared to hospitals and for clients seen by health 
surveillance assistants (HSAs) compared to clients seen by 
a clinician. The facility location, provider’s gender, and the 
provider’s history of  family planning-related training did not 

Participants (weighted, total 1388)

Characteristics Adolescent Youth Adult

n % n % n %

Location of facility
Urban 45 8.7 238 46.4 230 44.9

Rural 81 9.3 383 43.8 412 47.0

Facility type
Hospital 51 8.7 277 47.0 261 44.2

Health centre 61 9.3 292 44.4 305 46.3

Dispensary 5 16.1 11 37.4 13 46.5

Clinic 9 7.6 42 36.7 63 55.7
Facility management authority

Government 96 8.7 507 45.7 507 45.7

Christian Health Association of Malawi 19 13.3 67 46.6 57 40.1
Private 5 9.0 23 40.4 29 50.7

Nongovernmental organisation 3 7.1 12 27.7 29 65.2

Company 3 7.4 13 36.0 20 56.6
Service provider profession

Clinician 2 2.6 27 36.0 46 61.4

Nurse 113 9.2 557 45.6 552 45.2

Health surveillance assistant 11 12.4 37 40.6 43 47.0
Service provider gender

Male 40 10.6 163 42.7 178 46.7

Female 86 8.5 458 45.5 463 46.0
Service provider family planning training

Within previous 3 years 87 8.8 448 45.1 459 46.2

More than 3 years prior or never 39 9.8 173 43.9 183 46.4
Client education

No school attendance 8 4.8 50 29.6 111 65.6

Primary 96 10.8 389 43.8 404 45.4

Secondary 22 6.7 180 55.7 122 37.7
Higher education 0 0 2 29.7 5 70.3

Total 129 9.1 602 44.7 666 46.2

Figure 1: Observation score (percent) by age group

Table 1: Participants with age recorded who consented to 
observation of their consultation and an exit interview, by facility, 
provider, and client characteristics

Variable Coefficient P value
95% Confidence Interval

Lower Upper

Client age group (years)

13-19 4.56 0.015 0.90 8.23

20-25 2.33 0.032 0.21 4.44

26+ Reference

Client education

No school attendance Reference
Primary 0.98 0.413 -1.37 3.33

Secondary 2.41 0.139 -0.79 5.61

Higher education 6.11 0.324 -6.06 18.28
Service provider profession

Clinician Reference

Nurse 0.43 0.862 -4.46 5.33

Health surveillance assistant -9.41 0.003 -15.53 -3.29

Service provider gender

Male Reference

Female -0.35 0.815 -3.31 2.60
Service provider family planning training

Within previous 3 years Reference

More than 3 years prior or never -1.98 0.220 -5.15 1.19
Facility location

Urban Reference

Rural -2.44 0.265 -6.75 1.85

Facility type
Hospital Reference

Health centre -3.20 0.121 -7.24 0.84

Dispensary -1.57 0.632 -8.01 4.87
Clinic -6.88 0.003 -11.41 -2.35

Facility management authority

Government Reference
Christian Health Association of Malawi -1.25 0.529 -5.15 2.65

Private -1.43 0.523 -5.81 2.96

Nongovernmental organisation 12.35 < 0.001 6.70 18.01

Company 2.34 0.462 -3.90 8.58

Table 2: “Provision of care” multiple linear regression parameters 
for independent variables representing facility, provider and client 
characteristics



MMJ VOL 28 (2): June 2016http://dx.doi.org/10.4314/mmj.v28i2.4

Malawi Medical Journal 28 (2): June 2016 Family planning services for adolescents   51

such as adolescents, for which we did not find supporting 
evidence. Whether staff  had received recent training or not 
did not influence the findings. While beyond the scope of  
our analysis, it is likely that effective facility management 
with supportive supervision, including regular observation 
of  consultations to assess compliance with clinical standards, 
can build good consulting behavioural habits. Furthermore, 
we were unable to assess service provision for young men, 
owing to their absence from this part of  the survey.
With regard to applicability of  the present work to 
interventions to improve clinical standards, our findings 
are consistent with those of  a study reporting the impact 
of  a quality improvement intervention in district hospitals 
in Malawi.11 In the quality improvement study, to compare 
quality of  family planning provision during 32 consultations 
at “control” and “intervention” hospitals, 120 items 
were rated. “Control” consultations had a mean score of  
70.5/120 (59%) compared to a mean of  89/120 (74%) at 
“intervention” sites, suggesting that observation ratings of  
this type are sensitive to change.
We found that facilities under the managing authority 
of  nongovernmental organisations demonstrated better 
provision of  care than facilities under government authority. 
It is possible that this reflects the fee-for-service model 
of  provision at nongovernmental facilities, but aspects 
of  facility governance, discipline, and accountability may 
also play a part. Factors such as workload and availability 
of  equipment and supplies may also explain some of  the 
observed differences. Further work is needed to explore gains 
in adherence to clinical standards that could be made from 
identifying the key aspects of  the service models that result 
in higher quality provision and experience of  care that can be 
generalised to other sectors. While not part of  our original 
hypothesis, our findings raise questions about the role of  
health surveillance assistants in facility-based provision of  
family planning services. Their participation may have arisen 
as part of  a “task shifting” or “task sharing” approach, 
but it would appear that this may not be a good solution 
if  their presence is associated with reduced standards of  
provision. Further studies are needed to determine whether 
the statistical effect noted in our analysis is genuine.
The experience of  care domain of  quality of  care presented 
challenges in interpretation in this study. Overall, clients 
of  all ages were inclined to give positive responses to most 
questions even when the rating of  the content of  the observed 
consultation was low. Possible explanations are that clients 
have limited knowledge of  what is supposed to happen 

during a clinical encounter, or that norms of  social courtesy 
preclude respondents from sharing negative opinions. In 
particular, the concept of  client satisfaction is problematic 
in this setting: clearly we cannot assume satisfaction on 
the basis of  the absence of  reported problems with a 
consultation. The issue of  low expectations was highlighted 
in a study of  maternity clients in Malawi,12 and this certainly 
colours the interpretation of  reported satisfaction. In other 
similar settings it has been possible to obtain detailed and 
indeed highly critical feedback from clients; for example, the 
work on disrespect and abuse during clinical care using very 
specific questions.13 These reports confirm that approaches 
that include specific questions and allow for probing in more 
depth are the most informative. In planning future large-
scale facility surveys, it might be a better use of  resources to 
reduce the number of  exit interviews but make them more 
in-depth.
The analytical approach taken in the present study was to 
examine differences in provision and experience of  care 
across subgroups. The scores developed, especially those 
used to assess provision of  care, also have the potential 
for use as a means of  benchmarking or accrediting health 
facilities as having attained a certain standard of  clinical 
quality. It is unrealistic to expect 100% compliance with the 
set of  observation standards, but further work could examine 
how application of  a specific threshold, such as 80%, 
might prove appropriate in recognising quality provision. 
Involving communities and users so that they are aware of  
the performance of  their local hospital or clinic, in relation 
to established standards, could be a means of  enhancing 
accountability and constructive demand for improvement in 
service quality. It is possible that such an approach might lead 
initially to an unintended fall in levels of  client satisfaction 

Figure 2: Exit score by age group

Variable Odds ratio P value
95% Confidence interval

Lower Upper

Client age group (years)

13-19 2.03 0.013 1.15 3.54

20-25 1.06 0.702 0.78 1.45
26+ Reference

Client education

No school attendance Reference
Primary 1.06 0.777 0.72 1.57

Secondary 1.17 0.590 0.67 2.05

Higher education 1.05 0.962 0.13 8.23
Service provider profession

Clinician Reference

Nurse 1.18 0.616 0.62 2.25

Health surveillance assistant 1.00 1.000 0.43 2.33
Service provider gender

Male Reference

Female 0.97 0.895 0.65 1.45
Service provider family planning training

Within previous 3 years Reference

More than 3 years prior or never 0.87 0.480 0.59 1.28
Facility location

Urban Reference

Rural 1.15 0.610 0.77 1.96

Facility type
Hospital Reference

Health centre 0.96 0.873 0.58 1.59

Dispensary 1.40 0.480 0.55 3.60
Clinic 1.56 0.311 0.66 3.72

Facility management

Government Reference
Christian Health Association of Malawi 0.66 0.125 0.39 1.12

Private 0.48 0.109 0.20 1.18

Nongovernmental organisation 1.37 0.462 0.59 3.15

Company 1.20 0.730 0.43 3.39

Table 3: “Experience of care” score category (better versus worse 
experience): multiple logistic regression parameters for independent 
variables representing facility, provider, and client characteristics
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as expectations are raised amid greater awareness of  service 
gaps, but ultimately this is worthwhile as part of  the journey 
to client-responsive, high-quality provision of  services.
A recent systematic review highlighted confidentiality as a 
key concern of  adolescents seeking contraceptive services.14 
It is not clear in the current service model what this really 
means in terms of  practical clinic arrangements, and to what 
extent young people can be convinced that confidentiality 
is a reality. For example, steps might need to be taken that 
allow the purpose of  a clinic visit not to be obvious to local 
residents who may be encountered during the visit.
For adolescent sexual and reproductive health, facility-
based provision of  family planning services is only one 
component of  a comprehensive approach to health and 
wellbeing for young people, but these essential community 
and social aspects are beyond the scope of  the present 
study. Integrating school-based educational activities, out-
of-school outreach, community mobilisation, and staff  
training in youth-friendly service provision was shown to 
enhance service uptake in Ghana in a formal comparison, 
with more limited intervention components of  staff  
training or community mobilisation alone.15 The views of  
young people  themselves about what aspects of  service 
provision are the most important and how these are valued 
can be ascertained through formal methods, such as discrete 
choice experiments.16 In Ntcheu District, a discrete choice 
experiment carried out in 2012 suggested that the preferred 
service model was one that assured confidentiality as the first 
priority, also included HIV testing and treatment, and had a 
component of   youth sports.16

Finally, with regard to national monitoring and evaluation 
and comparison with other countries, international standards 
for provision of  health services for adolescents have been 
set out,17 and adolescent services are included in the World 
Health Organization (WHO) Service Availability and 
Readiness Assessment tools.18 Work is needed to integrate 
these standards and tools with current Health Management 
Information Systems (HMIS) for ongoing monitoring 
as well as periodic surveys, such as the Service Provision 
Assessments. 
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