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ABSTRACT We aimed to improve the quality of family planning and reproductive health services in a 
family planning centre though implementation of a quality improvement programme. Clients were sur-
veyed to identify quality-related problems. Health care teams then analysed the causes of the problems, 
developed solutions for 3 selected ones and established a quality assurance framework. The selected 
issues were: long waiting time at the centre; insufficient integration of family planning and reproductive 
health services; and lack of a holistic approach. The final phase was aimed at testing and implementing 
corrective measures.

Mise en place d’un programme d’amélioration de la qualité dans un centre de planification 
familiale à Monastir (Tunisie)
RÉSUMÉ Notre objectif était d’améliorer la qualité des services de planification familiale et de 
santé génésique dans un centre de planification familiale grâce à la mise en place d’un programme 
d’amélioration de la qualité. Une enquête a été menée auprès des utilisateurs et utilisatrices afin de 
recenser les problèmes relatifs à la qualité. Les équipes de soins ont ensuite analysé les causes des 
problèmes, élaboré des solutions pour répondre à trois problèmes particuliers et mis en place un cadre 
d’assurance de la qualité. Les problèmes retenus étaient : la longueur du temps d’attente au centre ; le 
regroupement insuffisant des services de planification familiale et de santé génésique ; et l’absence de 
démarche globale. La phase finale visait à tester puis appliquer des mesures correctives.
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Introduction

Promoting family planning and sexual 
health have been a priority in Tunisia for 40 
years. Indeed, a family planning programme 
has been in place since 1966 and has been 
revised to include the broader definition of 
sexual and reproductive health according to 
the United Nations (UN) International Con-
ference on Population and Development in 
Cairo 1994 [1].

To some extent important milestones 
have been achieved and this has been shown 
by the sexual and reproductive health indi-
cators, i.e. prevalence of contraceptive use 
over 65%, synthetic fertility index of 2.00, 
birth rate of 17‰ [2].

Over the next decades, challenges facing 
health care systems and facilities will be re-
lated to health care quality. Thus, improving 
the delivery and the quality of reproductive 
health services is becoming crucial to ad-
dress reproductive health problems and to 
enhance effective use and management of 
such facilities [3].

Client satisfaction, defined as the degree 
of discrepancy between expectations and 
perceived performance [4], represents an 
important indicator of perceived quality of 
services, and obviously would allow more 
efficient use of health care and reproductive 
health facilities [5,6].

Quality improvement refers to the use 
of appropriate methodologies to narrow the 
gap between the current and expected levels 
of quality; it uses quality management tools 
and principles to understand and address 
system deficiencies. 

Quality improvement activities are con-
ducted using variations on a 4-step method: 
identify (determine what to improve), 
analyse (understand the problem), develop 
hypotheses (determine what change(s) 
can improve the problem) and finally test 
and implement, or Plan Do Study and Act 
(PDSA) [7].

Despite the important emphasis on im-
proving the quality of reproductive health 
services, client satisfaction surveys and 
quality improvement programmes are in-
frequent in Tunisia. Our study is a pilot 
quality-operation study [8] which aimed at 
improving the quality of family and repro-
ductive health services in a family planning 
centre. This paper presents the design and 
implementation of the programme.

Methods

We carried out a 4-phase quality operation 
study. The phases were: identifying the 
problems (client satisfaction survey), ana-
lysing the causes of problems and develop-
ing solutions for the selected ones (quality 
methods and tools), establishing a quality 
assurance framework, and testing and im-
plementing corrective measures.

First phase: evaluation of the 
clients’ perceived quality 
The first stage was a client satisfaction sur-
vey which was performed in order to assess 
the current level of care provided by the 
services in relation to the expectations and 
preferences of the clients.

We carried out a descriptive study of 
215 women attending Monastir family plan-
ning centre from March to June 2004 for 
reproductive health services. The women 
were selected by systematic random sam-
pling (every fourth woman attending during 
the study period). The study tool was a 
questionnaire (exit interview) which was 
developed by a multidisciplinary committee 
(2 epidemiologists, 2 family planning centre 
managers, 1 gynaecologist, 1 psychologist 
and 3 general practitioners). It was de-
veloped in Tunisian Arabic dialect and 
oriented towards sexual and reproductive 
health services. Our conceptual framework 
for evaluation of the services was based on 
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the following elements: accessibility and 
availability of the services; availability of 
basic equipment and essential facilities; 
information supplied by the practitioners to 
the clients; choice of contraceptive methods 
available at the centre; perceived technical 
services provided; relationship between 
health care professionals and client; conti-
nuity of services; provision of a holistic ap-
proach (e.g. social, psychological concerns 
addressed); and integration of preventive 
care, e.g. cervical screening, screening and 
early detection of breast cancer and treat-
ment of sexually transmitted infections 
(STIs).

The final version of the questionnaire 
required the response to 31 items related to 
reproductive health client satisfaction using 
an ordinal Likert scale. Some additional 
user information (age, level of education, 
occupation, socioeconomic status, gynae-
cological and obstetric history) were also 
noted. The questionnaire was filled in by 
external interviewers using a structured 
approach. The clients were clearly informed 
about the objectives and the procedure of 
the study. Their participation was voluntary 
and they were free to withdraw without 
any negative consequences, with respect to 
information privacy and confidentiality. If a 
client refused to participate then we invited 
the next client at the exit point. A pre-test 
period was carried out on a sample of 30 
clients to test the feasibility of the study and 
to assess the validity of the questionnaire so 
as to prevent future operational problems. 

Data were coded and entered using 
SPSS, version 11. Data analysis was per-
formed by using descriptive parameters 
[mean, median, standard deviation (SD) 
quartiles, percentages] according to vari-
able categories (quantitative or qualitative) 
and distribution. Priorities were listed using 
relative frequency (%) of gaps perceived 
by the clients in the reproductive health 
services provided.

Second phase: analysing the 
problem causes and developing 
solutions 
To achieve this objective, we organized 3 
seminars aimed at training the local team 
about quality improvement methods and 
tools. Brainstorming is a way for a group 
to generate as many ideas as possible and 
requires participants to be willing to express 
their ideas without evaluating them. This 
was used both for listing the possible causes 
and developing solutions to a specific prob-
lem. Solutions were selected using a simple 
rating scale. Setting the priority of problems 
was done by multivoting and weighted vot-
ing methods.

Third phase: establishing a quality 
assurance framework
Different elements of the quality assurance 
framework were developed by the local 
team, following their training on the quality 
improvement methods and tools.

The survey results were shown and dis-
cussed by the team. Quality-related prob-
lems were then prioritized according to their 
relative frequency of perceived inappropri-
ateness according to the clients’ preferences 
and expectations.

The quality assurance framework starts 
with the quality-related problem to be ad-
dressed by the quality assurance programme, 
e.g. long waiting time at the centre. Then, 
the problem is quantified by reference to 
the client satisfaction survey results (% of 
clients perceiving long waiting time). The 
reasons for considering the problem as a 
priority are explained (frequent health serv-
ice problem, organizational problem, team-
based problem, health behaviour related 
problem, etc.). The framework also includes 
the programme objective, the activities to 
be carried out, the person(s) responsible, the 
indicator(s) to measure the activity and the 
source(s) of verification, and the indicator 
standard (norm) to be achieved.
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Fourth phase: testing and 
implementing corrective measures
With reference to the PDSA cycle, the fol-
lowing steps were carried out:
• Make a plan of action of the test and 

verify that all the persons involved in the 
solution understand the change.

• Document modifications made by the 
intervention or the solution.

• Verify that the intervention was tested 
according to the original plan and com-
pared observed results with desired re-
sults

• Take appropriate action based on the 
results of the study to see whether to 
maintain, develop another solution or 
correct and adapt the proposed solution.

Results

Study sample general 
characteristics
All the 215 randomly selected clients ac-
cepted to voluntarily participate in the study. 
The mean age of the study sample was 32 
(SD 7) years (minimum 20 years, maximum 
48 years). Urban residents of Monastir 
constituted 94% of the study sample and 
45% had completed primary school educa-
tion. The majority of the clients were mar-
ried (91.1%); only 7.5% were single. They 
had a median of 3 children (minimum 0, 
maximum 7, interquartile range 2 children). 
They had a median number of previous 
pregnancies of 4 and a median number of 
previous induced abortions of 1. As regards 
attendance, 45% of the clients attended the 
clinic for unwanted pregnancies, 5% for a 
control visit after an induced abortion, 20% 
for contraception, 17% for prenatal visits, 
8% for information about STI prevention 
and 5% for other preventive issues.

Evaluation of the perceived quality 
of reproductive health and family 
planning services
We used an ordinal Likert scale in the ques-
tionnaire to evaluate the quality of the serv-
ices as perceived by the clients. Table 1 
shows the frequency of the issues that were 
rated as unsatisfactory by the clients.

Team-selected problems for 
improvement
The results were presented to the team and 
after discussion and using a multi-voting 
method, they came up with a list of issues 
to be addressed by the quality assurance 
programme (Table 2).

During the next sessions, the team se-
lected 3 problems that would be addressed 
in a quality assurance framework. Their 
selection was based on the importance of 
the problem, its feasibility, it requiring a 
team-dependent solution and the potential 
for improvement. The 3 problems were: 
the perceived long waiting time, the lack 
of integrated services and lack of a holistic 
approach.

Perceived long waiting time
Through discussion, the team devised a 
fishbone diagram of the possible causes of 
the problem (Figure 1). Afterwards, they 
were invited to develop a specific quality 
assurance framework to address the issue of 
waiting time (Table 3). The objective was to 
reduce the waiting time inside the clinic. A 
set of activities were developed and imple-
mented. They were assessed by noting the 
length of time between registration at the re-
ception desk and seeing the doctor. After 1 
month, the evaluation of this indicator using 
the lot quality assurance sampling (LQAS) 
method on a small sample of records will 
indicate whether the activities implemented 
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Table 1 Proportion of clients unsatisfied by various aspects of family planning and 
reproductive health services

Item %

Received unclear information at the reception desk 95.8

Received no (or incomplete) information about the cervical cancer prevention 91.1

Received no information about the social assistance 88.3

Received no (or incomplete) information about sexually transmitted infections and 
 their prevention 87.4

Doctor did not introduce himself before examination 87.0

Received no (or incomplete) information about the services at the centre 84.2

Health professionals did not attend to clients’ psychological and social concerns 82.7

Received no information about the 2 methods of induced abortion (surgical and 
 medical) 76.6

Received no (or incomplete) information about breast cancer prevention 72.4

Received no information about what to do in case of urgent post-abortion problems 67.0

Doctor was not interested in the patients’ health problems 65.9

Received incomplete information about the side-effects of contraceptive methods 62.4

Received incomplete information about the effectiveness of contraceptive methods 56.4

Experienced long waiting time in the centre 55.8

Received no information about the different contraceptive methods 55.8

Health professional did not discuss with the clients their reasons for the unwanted 
 pregnancy 38.5

Received incomplete information about the chosen contraceptive method 32.5

Received no advice about the decision of abortion 32.0

Unclear road signs to the centre 28.4

Client choice of contraceptive method not offered at the centre 25.8

No apparent access signs for the centre 24.0

Perceived an unwelcoming attitude from the doctor 15.8

Experienced difficulty accessing the centre 14.4

Experienced very long administrative procedures 12.1

Perceived an unwelcoming attitude from health professionals 05.5

Centre lacked organization 04.7

should be maintained, corrected or replaced 
by other solutions (PDSA cycle).

Lack of integrated services
In a similar way, the possible causes for a lack 
of integrated services were listed and pre-
sented in a fishbone diagram (Figure 2). The 

objective was to improve the proportion of 
integrated preventive services. Activities 
were related to providing information, edu-
cation and communication for the clients 
about preventive measures. Health profes-
sionals were invited to note on the medical 
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records the occurrence of cervical screening 
and breast self-examination training (Table 4).

Lack of a holistic approach
Social and psychological concerns are im-
portant issues according to the clients’ pref-
erences and expectations. The summary 
of the possible causes of this shortcoming 
is shown in Figure 3. The objective was 
to improve the awareness of health-care 
professionals about the clients’ social and 
psychological concerns. The quality assur-
ance framework is shown in Table 5.

Discussion

In the first phase, the study showed a list 
of problems related to the clients perceived 
quality of reproductive health and family 
planning services. These concerns were then 
included in a quality improvement interven-
tion. We used quality assurance methods 
and principles to construct a quality as-

Table 2 Issues to be addressed by the quality 
assurance programme as selected by the 
team 

Item

Not informed about the prevention of cervical 
 cancer and sexually transmitted infections

Not informed about social assistance

Not informed about the different services 
 provided in the centre

Psychological problems of the clients not 
 addressed by health care providers

Not informed about the 2 methods of induced 
 abortion (medical and surgical)

Not informed about breast cancer prevention

Lack of information about choice of 
 contraceptive and integration of clients’ 
 preferences

Not informed about what to do and where to go 
 in case of a medical problem after an induced 
 abortion 

Experienced long waiting time at the centre

Unclear signs in the centre

Figure 1 Fishbone diagram of possible root causes of clients’ perceived long waiting time 
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Figure 2 Fishbone diagram of possible root causes of insufficient integration of services

surance framework that was implemented 
in the Family Planning and Reproductive 
Health Centre of Monastir. 

The success of our experience will be 
valuable for the local team. It will constitute 
an important incentive for sustaining the 
quality improvement experience. Similar 
teams in other such centres could be mo-
tivated to start a similar approach. Thus a 
constructive and positive view of the qual-
ity assessment will be shared among these 
facilities.

In the field implementation of the study, 
we noted that in the pre-test phase most 
of the clients interviewed gave biased re-
sponses, i.e. saying that services were very 
good and appropriate. This bias is often 
encountered in this type of survey and was 
corrected by underscoring the importance 
of presenting and explaining the study ob-
jectives to the clients.

Health care quality assessment gener-
ally uses 2 approaches, either from the 
“technocrat” perspective of the health care 
professionals or from the lay perspective of 
the clients [9].

With the first approach, the technocrat 
perspective, the services are classified as 
good when they are in accordance with 
the standards and norms defined by health 
professionals. In the second approach, the 
clients play an important role in defining 
and assessing the quality of care [10–12].

Despite its benefits, measuring client 
satisfaction has been criticized for rep-
resenting both a measure of care and a 
reflection of the respondent. To overcome 
this problem, some organizations prefer 
measuring clients’ perceptions instead. For 
example, the Joint Commission on Ac-
creditation of Healthcare Organizations 
has replaced the term “satisfaction” with 
the term “perception of service” [13]. Then 
the client’s perceived quality is a subjective 
dynamic perception of the extent to which 
expected health care is received [14].

The client satisfaction assessment could 
represent a part of a multidimensional ap-
proach for conducting a quality improve-
ment intervention. This is particularly used 
in the client-oriented provider efficient 
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(COPE) method, which is a process and set 
of tools designed to help health-care staff 
at a service delivery site to continuously 
assess and improve their services [15]. It 
is built on a framework of client rights and 
staff needs. The method encourages staff 
to review the way they perform their daily 
tasks and serves as a catalyst for analysing 
the problems they identify [16].

In our study there was a list of quality-
related problems. They were mainly related 
to the integration of reproductive health 
and family planing services. For example, 
over 90% of the clients reported that they 
were not informed about cervical cancer 
prevention. Clients also did not receive 
clear information about the prevention of 
the STIs (87%) and breast cancer (72%). 
These results are in accordance with those 
published by other authors, reporting that 
in most cases, clients only received services 
for which they presented at the health facil-
ity [17]. These results underscore the need 
for implementing integrated reproductive 
health and family planing services. In prac-
tice this requires changing the attitudes and 

approaches of providers from a paternalistic 
to client-centred one [3,18].

According to our clients’ perceptions, 
there was a need to improve the communi-
cation and interaction between health-care 
professionals and clients. For example, 
doctors frequently do not introduce them-
selves before examination (87%), health 
professionals do not attend to the psycho-
logical and social concerns of the clients 
(83%), doctors are not interested in the 
patients’ health problems (66%). The is-
sue of improving the communication and 
interaction should be considered a priority 
in the quality assurance framework, pro-
moting the implementation of a holistic and 
comprehensive approach.

The results also highlighted the need to 
improve the perceived quality regarding the 
service provision for clients attending the 
clinic for induced abortion. Further actions 
are required to standardize the technical 
process of care to tackle inappropriate vari-
ations [19].

A database was created which included 
some indicators that could be used for future 

Figure 3 Fishbone diagram of possible root causes of lack of a holistic approach
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assessment of service performance. The 
database also helps health professionals to 
file the medical records. The data will also 
be used to monitor and assess the success 
of the different activities of the 3 quality 
frameworks implemented. The local team 
was asked to develop an indicator for each 
activity, its source of control and operational 
standard. The latter was developed accord-
ing to the field features. For the monitoring 
of the quality indicators the LQAS method 
was used. This was developed to meet in-
dustrial quality control needs and has been 
applied to health surveys. Lot sampling is a 
simple and efficient procedure for quality 
assurance and WHO has used this method 
to assess immunization coverage [20].

Finally, to improve the performance and 
quality of reproductive health and family 
planning services, we recommend the fol-
lowing strategies.
• Widen the experiences of quality im-

provement interventions to the other 
family planning and reproductive health 
clinics. The point is to build the capacity 
of healthcare teams to use appropriate 
quality improvement tools and meth-
ods. This requires the creation of a core 
group of quality improvement experts 
whose mission is to help and coach 
teams willing to start quality improve-
ment initiatives.

• Encourage teams and clinics to begin 
quality improvement exercises, with the 
attention being given to create incentive 
measures (certification, accreditation).

• Promote benchmarking, i.e. the use of 
information and the development of in-

dicators that could be used to implement 
a culture of quality and to share experi-
ences among similar health facilities.

• Complete the approach of quality as-
sessment by the evaluation of the per-
formance of healthcare professionals 
and develop and use protocols that are 
evidence-based, for the spectrum of re-
productive and family planning serv-
ices.

• Promote communication and interaction 
between healthcare professionals and 
clients. This point can be done by adopt-
ing a client-centred approach.

• Promote the integration of preventive 
care by targeting interventions accord-
ing to clients’ needs rather than vertical 
programmes.

• Develop and promote future research 
about the economic evaluation of repro-
ductive health interventions, which will 
raise the awareness of health profession-
als about the cost of interventions and 
enhance the efficient use of reproductive 
health services [21].
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