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Preface

The National Family Planning Board (NFPB) was officially enacted by the National Family Planning Act
of 1970 as the principal agency of Government responsible for preparing, carrying out and promoting
family and population programmes in Jamaica. In the overall health system, the NFPB plays a central role
in binding together the various elements of family planning into a comprehensive programme.

The National Family Planning Programme now stands at a crucial point in its 26 year history. Among
the challenges facing it is an incremental phase out of donor financing for most of the contraceptives
distributed in the public sector programme. At the same time, Jamaica’s economic decline has reduced
the Government’s revenue available to expand the programme. Because of this, the NFPB has revised
its programme strategy to:

. reduce the pressure on the public health services budget, by encouraging greater private sector
participation in the family planning programme; and

. shift users from a heavy reliance on supply methods to long-term methods.

Long-term methods are cost effective in two ways. First, as effective methods become a larger share of
the national method mix, fertility targets become easier to achieve and fewer users are needed to achieve
similar reductions in fertility. Secondly, long-term methods are cheaper to provide in terms of couple
years of protection.

Private physicians are providers of health care for a significant proportion of Jamaican women. Although
only 12 percent of these women see a private physician for family planning services, 67 percent of the
women or their families, at some time, see a private physician. Services must, however, be accessible,
both in terms of availability and in terms of ease of access, t0 encourage use among potential
contraceplors.

In this regard, a study funded from the USAID Family Planning Initiatives Project, through a buy-in with
the OPTIONS II project, and with assistance from Family Health International, was conducted to identify
and map family planning service delivery points as well as:

. identify types of family planning services provided at each point, inclusive of counselling and the
times during which the services are provided; and

. determine the attitudes, skills and interest levels regarding long-term methods and provision of
family planning services among private sector providers.

The results of this study will be used to help the NFPB move towards programme sustainability through
expanding the role of the private sector in family planning.

Beryl Chevannes (Mrs.)
Executive Director, NFPB
March, 1994
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Executive Summary

Background

The expansion and sustainability of family planning services is one of the National Family
Planning Board’s highest priorities, in large part through encouraging the participation of the
private sector. The purpose of the study was to collect baseline information on family planning
service delivery islandwide which the NFPB will use to develop a pilot project to expand private
physician’s role in providing family planning services. The specific objectives of this component
of the study were to determine the consistency of care given to family planning clients, and to
determine if private providers are basing service delivery practices on up-to-date scientific
information on contraceptives.

This study was conducted as part of a mapping study of all service delivery points in Jamaica.
This report is a companion to the report on that aspect of the study, titled "Mapping Study and
Private Physicians’ Survey: Opportunities for Expanded Family Planning Services in Jamaica,"
by Bailey et al., 1994.

Methodology

Interviews were conducted with 407 private practitioners who were potentially involved in the
delivery of family planning services (a 97 percent response rate). Field work took place between
July 5 and September 17, 1993. This report is based on the findings from 367 private physicians
who said they offer either family planning services or counselling. Private physicians were asked
about their background, their service delivery practices, and factors that affect their provision of
methods, including preference for and opposition to any methods of family planning. Variations
in the practices of the physicians and Jamaican and international guidelines were highlighted as
part of the study.

Profile of Private Service Providers

Three hundred and sixty-seven private physicians provide family planning services in Jamaica,
mostly through one practice location (76 percent). Most of the private physicians are male
general practitioners, and half have been in practice between six and 15 years. About half of the
doctors say they see between one and ten family planning clients a day.
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Most (88 percent) of the physicians have received family planning training either during or after
medical school. The contraceptive methods provided or prescribed by the private physicians
include the oral contraceptive pill (hereafter referred to as the pill) (97 percent), the condom (68
percent) and the injectable Depo-Provera (66 percent), followed by the IUD (48 percent) and
barrier methods (41 percent). Half of the doctors say they provide natural family planning.
Thirteen percent offer female sterilization. In most cases the physicians provide family planning
services themselves (rather than relying on a nurse or other staff member), and spend, on average,
up to 20 minutes counselling their clients.

Service Delivery Practices

Eligibility criteria. A pattern emerges in the age criteria physicians use for contraceptive
methods. The pill is generally first given to younger clients (beginning with those under 15 years
of age), while Depo-Provera and the IUD are provided to clients aged 16-24, and sterilization is
considered a method for women aged 25-30 or more. Depo-Provera and IUD users are generally
required to have one or two children and users of female and male sterilization to have two or
three children. In screening for medical and social criteria for hormonal methods, physicians are
generally interested in smoking and age, cardiovascular problems, varicose veins, irregular
bleeding and blood pressure. For the IUD, physicians look for PID/STDs, irregular bleeding,
pelvic/cervical cancer, and multiple partners. For female sterilization, physicians generally screen
for marital status and understanding of the irreversibility of the procedure. No other medical or
social criteria was listed by more than 20 percent of the physicians for the provision of
sterilization. '

When asked what percent of clients do not meet all the eligibility criteria for a method,
physicians said that clients seeking male sterilization are least likely to be turned away, while
those screened for the IUD are most likely not to meet all of the eligibility criteria. The average
percentage of clients that do not meet the screening criteria, as estimated by the physicians, is
18 percent for the IUD, 15 percent for Depo-Provera, 12 percent for the pill, 11 percent for
female sterilization, and nine percent for male sterilization.

Parental Consent. Nearly half of the physicians require parental consent for contraceptive use
by teenagers. For teenage clients without parental consent, 24 percent of the physicians said they
would suggest another method, while 19 percent said they would provide the method to the
teenager even without parental consent. Another 16 percent said they would not provide a
method to the teenager, while 13 percent would try to convince the parents to allow their child
to use contraception.

Medical and laboratory tests required. There is a wide range by method in the percent of
providers who require tests prior to contraceptive use. For males seeking sterilization, for
example, 68 percent of the physicians require tests, compared to 98 percent of the physicians who
require tests for clients being screened for IUD use. Over half of the physicians say they take
a clinical history and over 60 percent say they perform a complete physical exam before
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providing any of the contraceptive methods. Other common tests are weight, pelvic exam, pap
smear and blood pressure. Over 20 percent of the physicians require urine analysis before
prescribing a contraceptive method, except for female barrier methods. A smaller percent of the
physicians require laboratory analysis of blood and STDs. Only a small percent of physicians
require pregnancy tests prior to contraceptive use. Forty percent of clients are able to get the tests
on site or within the greater facility.

Follow-up visits. The average number of recommended follow-up visits for pill users is 2.7 in
the first year and 1.4 in the second year, with a range between one and more than five visits.
Similar to the OC, the average number of IUD visits is 2.4 in the first year and 1.4 in the second
year, with a range between one and five visits.

Medical and laboratory tests required. For all methods, fewer physicians require tests during
follow-up visits than before initial use of the method. The percent of physicians requiring no
tests at follow-up ranges from 10 percent for TUD users to 31 percent for users of female barrier
methods. Still, a large percentage of the physicians say they require a physical exam, check a
client’s weight, conduct a pelvic exam and take their blood pressure.

Rest period from contraceptive use. More than one-half of the physicians (53 percent) say they
recommended a rest from the OC, followed by 40 percent of the physicians indicating a rest from
Depo-Provera and 29 percent recommending a rest from the IUD. The reasons listed for the pill
and Depo-Provera are similar; physicians worry about reactivating normal hormone flow and
eliminating chemicals from the body after three years, and about reducing complications and
bleeding. Reasons given to rest from the IUD are if the client has an infection (32 percent) and
as a way to reduce the chances of PID or infection (22 percent).

Reasons to postpone provision. Three-quarters of the physicians say there is no reason to
postpone the provision of male sterilization, followed by 56 percent who can think of no reason
to postpone the provision of female sterilization. IUD users were the most likely clients to face
a wait before the provision of that method; only 10 percent of the physicians say they have no
reason to postpone provision of the TUD.

Nearly half of the physicians consider menstruation a factor in timing of provision of the female
contraceptive methods, including sterilization. Breastfeeding of less than six weeks is a factor
for use of some methods, mentioned by between 22 percent (for the IUD) to 81 percent (for the
pill). For the female methods, waiting for the results of a pregnancy test is a reason to postpone
the provision of the method for between one-quarter and one-third of the physicians. Counselling
is considered important for the timing of female and male sterilization, to ensure that the client
has time to think about the method. The provision of an IUD would be postponed by only 49
percent of the physicians due to the presence of PID/STDs or an infection. For both the TUD and
Depo-Provera, 34 percent of the physicians consider lack of supplies and equipment a reason to
postpone the provision of those methods, compared to between 29 and 30 percent for male and
female sterilization and 11 percent for the OC.
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When physicians postpone the provision of a method, their first choice is to provide another
method (mentioned by 82 percent), followed by telling the client to return later (30 percent), and
referring the client to another provider (14 percent). Thus, it is possible that nearly two in ten
clients may not be getting another contraceptive method to use during the postponement period.

Preferences for methods. Providers show a strong preference for the pill, both for delaying and
spacing childbearing (90 percent for delaying and 75 percent for spacing). An additional 13
percent of the physicians prefer the IUD for spacing. For limiting childbearing, the choice is
female sterilization, mentioned by 80 percent of the physicians. Reasons listed for preferring
certain methods included efficacy, safety, lack of side effects, and acceptability.

Opposition to methods. Nearly half (40 percent) of the providers profess to being opposed to
at least one method. Of those opposed to a method, about one-third of the physicians each cite
opposition to Depo-Provera (31 percent) and natural family planning (33 percent). Although
abortion is not a family planning method, but rather is used to regulate fertility in cases of
unwanted pregnancy, 34 percent of the physicians spontaneously reported opposing abortion. An
additional 12 percent said they are opposed to female barrier methods. Reasons for opposition
to methods included failure rates, side effects, safety, long-term effects on fertility, and morality.

Conclusions and Recommendations

Conclusions

@ Private physicians’ practices are influenced by the socio-cultural and health environment
within which they operate. Private providers, who provide 38 percent of family planning
services in Jamaica (CPS, 1994), sincerely desire to provide high quality care and to
ensure the safe use of contraceptives. The high incidence of hypertension and diabetes
in Jamaica may be factors considered in restricting hormonal methods to some clients,
using guidelines more cautiously than international recommendations. Practices are also
affected by the likelihood that clients have multiple partners. Physicians’ opinions of
contraceptives are probably affected by the social view of menstruation and the value of
fertility.

g There is a need to standardize the consistency of care given to clients. A client seeking
services from different providers may be given a method by one provider and not by
another. While it is clear that each individual client must be screened according to his or
her own circumstances and conditions, more consistency of care may be warranted
islandwide. The method a client uses is likely to be influenced by the provider’s
preferences among the methods. A client using a hormonal method or the IUD is likely
to be encouraged to take a periodic rest from her method. Some clients whose provision
of a method is postponed may be sent away with no other method and told to return to
the service provider later. Men seeking sterilization have fewer requirements than women,
including age, parity, marital status, other screening criteria, exams and laboratory
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analyses. Many private physicians will not provide teenage clients with contraception
without the consent of parents.

- The health risks of clients using various methods of contraception should be carefully
considered against the risk of unplanned pregnancy which may occur when using less
effective methods or no method at all. Estimates of the proportion of clients not meeting
eligibility criteria appear to be high.

= Choice of methods is restricted in some practices. Some reasons for this are:

a. Provider preference. The method a client uses is likely to be influenced by the
provider’s preferences among methods.

b. Procedures are required by providers that are no longer (or are not) necessary for
the correct use of contraception (for example, a number of follow-up visits during
contraceptive use, rest period requirements for some methods, and laboratory tests)

c. Technical competence. Some physicians may not be providing optimum quality
care to clients by failing to screen for important health conditions associated with
various contraceptive methods (e.g. unexplained irregular bleeding, tobacco
smoking and age, cardiovascular problems, PID/STDs).

Recommendations

Through research and experience, knowledge of contraceptive methods continually improves, as
do the design and formulation of contraceptive methods. Reasons for service practices in Jamaica
merit careful examination in light of current worldwide information on contraceptive methods.
Many practices will be justified due to local Jamaican conditions for women and men using
contraception, while others, once carefully evaluated, may be deemed unnecessary for the safe
use of contraception.

Consistency of practice guidelines. Service delivery guidelines can play an important
role in standardizing the care that clients receive from service providers in any country.
In 1991, the Ministry of Health and the National Family Planning Board developed
national service delivery guidelines for family planning in the public sector. One-quarter
of the private physicians know of the service delivery guidelines, a finding consistent with
the fact that the guidelines were targeted to the public sector, but, due to funding
constraints, were not widely disseminated. WHO will be updating medical criteria for
selection of contraceptive methods in 1994, based in part on the work of a working group
to update service delivery practices regarding hormonal methods and the IUD. When
finalized, the recommendations from WHO should be put in the context of local medical
and service delivery conditions in Jamaica.
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Through a participatory process of review by a wide range of service providers and
relevant organizations (such as the NFPB, the MOH, the MAJ and the NAJ) in the
country. Jamaica’s Family Planning Service Delivery Manual could be updated and
disseminated to provide protocols on each contraceptive method. By the admission of the
private providers, there will be great demand for the manual among both private and
public sector physicians who provide family planning in Jamaica.

In addition, training curricula could be reviewed together with the service delivery
guidelines to ensure consistency between the training providers receive and the guidelines
they are given. Regular and refresher training could be conducted for private physicians
to update them on contraceptive technology and the safe provision of family planning
services. Revising the guidelines and providing training will help ensure that the care
given to clients is more consistent across providers. Training in counselling for informed
choice could help alleviate biases in the provision of contraception.

A legal and regulatory analysis is being conducted in 1994, to review laws and
regulations regarding contraceptives and family planning. Issues that have arisen in this
study regarding parental and spousal consent, for example, are being addressed. The
denial of contraceptive services to adolescents must be carefully examined against the
health and socio-demographic implications of adolescent fertility.

Continuing education for providers on contraceptive technology is important for
improving both the ability and the quality of services. Subject areas for seminars must
not only include clinical protocols for contraceptive use, but communication skills,
counselling, and motivational techniques. A substantial proportion of the physicians who
responded positively to the pilot project hope that participation will allow them access to
educational materials and counselling aids for their clients (62 and 54 percent
respectively.) They also are interested in projects that will upgrade their skills in
contraceptive technology, clinical techniques and family planning counselling (59, 50, and
33 percent respectively).
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Chapter 1: Background and Purpose

"I hope that something positive will come from this study and that there will be an
increase in acceptance of family planning in the population.”

Private Physician, Jamaica'

A.  Background

Since the 1970s, the National Family Planning Board and the Ministry of Health have developed
and sustained a successful National Family Planning Programme. Jamaica’s family planning
programme is relatively mature, with a contraceptive prevalence rate (CPR) of 62 percent, yet
76 percent of women in the 1993 Contraceptive Prevalence Survey (CPS) report that their last
birth was either unwanted or mistimed (NFPB, 1993). Fertility remains at three children, on
average, per woman, and the current method mix is strongly balanced in favor of supply methods.
Services are available in both public and private sectors; the public sector predominates. The
public sector is the primary provider of sterilization and injectables, while the private sector is
playing an increasingly important role in the provision of condoms and the pill.

The NFPB has been reliant on donor funding over the years, particularly USAID, UNFPA and
the World Bank. Currently, however, donors are reducing financial, technical and commodity
assistance. USAID, for example, will withdraw all assistance for family planning by 1998. The
projected decrease in donor support will require private sector services to assume greater
prominence and is prompting family planning services and organizations in Jamaica to strive to
improve their managerial and financial capabilities to sustain family planning services in the long
Tun.

Mindful of declining donor support, and in keeping with the Government of Jamaica’s target of
replacement level fertility by the end of the century, the National Family Planning Board (NFPB)
has developed a broad-based five-year strategic plan which articulates the key issues and
interventions to be implemented. The expansion and sustainability of family planning services
is the highest priority, in large part through mobilizing the private sector, including the for-profit
commercial sector, private medical providers and non-profit non-governmental organizations.

To design private sector interventions, the NFPB considered it important to have a clear
understanding of the availability of existing services and the service practices of private
physicians. Such an understanding would enable programme managers to emphasize methods for
which there is poor availability and to target underserved geographic areas. In addition, if private

"This and the following quotes in this report were taken from comments made by the private
physicians at the end of their interviews, when they were asked if they had any additional
comments. The quotes were chosen to highlight the themes of the report.



practitioners’ participation were to be increased it was also considered important to understand
their attitudes and skill level regarding contraceptive methods.

This policy research study entitled "Mapping Study and Private Physicians’ Survey" was
conducted on behalf of and in collaboration with the National Family Planning Board (NFPB),
and in cooperation with the Medical Association of Jamaica. Funding and technical assistance
for the study was provided by USAID through The Futures Group OPTIONS II Project and
Family Health International (FHI). The fieldwork was conducted by the Fertility Management
Unit and the Institute for Social and Economic Research of the University of the West Indies
(UWI). The results of the mapping study component of this research are presented in a separate
report, entitled "Mapping Study and Private Physicians” Survey: Opportunities for Expanded
Family Planning Services in Jamaica," by Bailey et al., 1994.

The NFPB, a statutory board enacted by the National Family Planning Act in 1970, is the
principal agency responsible for preparing, carrying-out, and promoting a nation-wide family
planning programme. The OPTIONS II project is part of the USAID-funded bilateral agreement
(Family Planning Initiatives Project) between the Government of Jamaica and the United States
Agency for International Development, and has been providing broad-based technical assistance
to advance policy development on behalf of the NFPB for two years. Family Health International
is a nonprofit research and technical assistance organization dedicated to contraceptive
development, family planning, reproductive health and stemming the spread of AIDS. FHI works
in Jamaica through the AIDSCAP project and more recently with the NFPB to assist in the
improvement of service practices.

B. Purpose

The overall purpose of the study was to collect baseline information on family planning service
delivery islandwide, which the NFPB will use to develop a pilot project to expand private
physician’s role in providing family planning services.

The specific objectives of this component of the study on service delivery practices were to:

o Assess service delivery practices to determine the consistency of care given to family
planning clients; and

o Determine if private providers are basing service delivery practices on up-to-date scientific
information on contraceptives.

This study was a follow-up to a study conducted among private physicians, conducted by Hope
Enterprises in 1991. That study of 75 private physicians reviewed their experience with family
planning and interest in expanding their provision of contraceptive services.



Chapter 2: Research Methodology

This study comprised two parts: the mapping of all facilities on the island which offered family
planning methods and services and a survey of private physicians providing family planning
services. The research design involved a combination of reviewing records, validation through
telephone inquiries and interviews with key personnel as well as face-to-face field work. The
methodology for the mapping study is reported elsewhere.

A. Fieldwork

Face-to-face interviews with private practitioners formed one phase of the research project. The
UWI team worked collaboratively with the NFPB, OPTIONS II and FHI to develop the
questionnaire (Appendix A), which was to be administered to all private sector general
practitioners and those specialists who were likely to be involved in the delivery of family
planning services. Members of the research team are listed in Appendix B. Four groups of
private physicians were targeted--General Practitioners, Obstetricians and Gynecologists
(OB/GYN), Surgeons and Urologists. To ensure the widest possible participation in the project,
the research team sent letters by post to all medical physicians who met the criteria to inform
them of the purpose of the project and the timing of the field phase, and request their cooperation
with the interviewers (Appendix C). The same information was contained in news releases
appearing in the press. Interviewers personally delivered a second letter written jointly by the
Medical Association of Jamaica, the NFPB, and the UWI research team (Appendix D).

The interviewer training programme in preparation for the field phase was conducted at the UWI
from June 24 to June 26, 1993. Sixteen persons comprising mainly graduate students of the UWI
and nurses were introduced to the objectives of the study and trained in interviewing techniques
by representatives of the UWI, the Futures Group and FHI. The training included live practice
interviews, role playing and pretesting of the physicians’ questionnaire.

Field interviews formally commenced during the week beginning July 5, 1993. The majority of
the interviews were completed by August 13, 1993; however, the exercise was extended to
September 17 to accommodate those physicians who had been on vacation. Periodic checks by
Field Supervisors were conducted to ensure accuracy and consistency in data collection. At the
completion of the validation process, there were an estimated 418 general practitioners and
specialists who were likely to be involved in the delivery of family planning services. The level
of cooperation was such that 407 (97 percent) agreed to be interviewed. While traveling around
the island to conduct the physician interviews, field workers further validated, through spot
checks, listings from other categories of physicians to resolve uncertainties.

Before beginning data entry, five students from the Computing Department of the UWI were
given an overview of contraceptive technology by Dr. O. McDonald, Medical Director of the
NFPB. Under the direction of Michele Villinski of FHI, the UWI trained and supervised the
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students in data entry during the month of August. The software packages used for data entry
and analysis were SPSS DEII and SPSS 6.0 for Windows, provided by FHI. Members of the
UWI research team and representatives from FHI undertook coding and verification of the
questionnaire throughout the months of August and September.

B. Presentation of results

This report is the result of collaboration between the UWI, FHI and The Futures Group,
OPTIONS II Project. FHI took primary responsibility for drafting the report and representatives
from the UWI, NFPB and MAJ added valuable information to set the findings in the Jamaican
context. Representatives from The Futures Group participated in drafting and reviewing the

report.
C.  Scope of the private physicians survey

Private physicians were asked about their background; specifically they were queried about their
specialty, the training they had received in family planning, their years of service, the types of
contraceptive services they offer and which staff members in their practice offer the various
methods of family planning. In addition, they were asked about client load and time spent on
counselling. The physicians were then asked in detail about their service delivery practices, both
for initial and continued provision of contraceptives to clients. Specifically, the physicians were
questioned regarding the screening criteria they use, the testing they require, any consent teenage
clients must have, and rest periods they recommend for contraceptive methods. Finally, the
physicians were asked about factors that affect their provision of methods, including reasons they
might postpone the provision of methods, and their preference for and opposition to any methods
of family planning. Part of the purpose of these questions was to identify "medical barriers", or
practices that might be no longer considered medically necessary or appropriate for the safe
provision of contraception. At the same time, the survey sought to identify practices that were
perhaps not being fully emphasized but that are considered important for contraceptive provision.

The series of questions has been analyzed only for the 367 private physicians who said they
either counsel for or offer family planning. Due to time considerations of the interview, the
questions in this survey focus primarily on the technical and medical provision of care rather than
the inter-personal provision of care. These data represent the views of the physicians on their
own service delivery practices. The findings have not been corroborated with findings from
client surveys (to assess clients’ perceptions of the practices to which they were subjected) or
from clinic observations (to measure how often the physicians use the screening criteria and
perform the medical and laboratory tests they mentioned, for example). Nevertheless, the data
provide an insight into the types and variations in service delivery practices among private
physicians in Jamaica, which can be used to facilitate policy dialogue within the medical
community.



In this report, following the presentation of the service practices of the providers, the practices
are compared, where possible, with the Jamaican Family Planning Service Delivery Manual,
developed by the Ministry of Health and the National Family Planning Board (MOH and NEPB,
1991), and with the Guidelines for Clinical Procedures in Family Planning of the Program for
International Training in Health (INTRAH) and other international service delivery guidelines
such as the International Planned Parenthood Federation’s Medical and Service Delivery
Guidelines (Huezo and Briggs, 1992), the Medical Barriers Working Group's "Guidance for
Updating Selected Practices for Hormonal Methods and TUDS" (1994), Contraceptive Technology
International (Hatcher et al., 1989) and the World Health Organization®, In addition, scientific
evidence is presented to support the suggested international guidelines. INTRAH guidelines are
most extensively used because they are widely considered by international family planning
experts to be the most current and comprehensive service delivery guidelines available.

It is important to remember, however, that the international guidelines are meant only as a guide
on the latest scientific evidence related to contraceptive technology; the guidelines should be
adapted for the unique conditions in each country’s family planning programme. For example,
"Local guidelines should reflect the cultural and practical realities of particular regions and types
of service settings; therefore, INTRAH encourages translation and adaptation of Guidelines
sections that are most appropriate to local settings" (INTRAH, 1993, p. 1). It is also important
to note that private physicians were not an intended audience for the Jamaican guidelines; thus
most were not aware of the guidelines manual. Similarly, the private physicians were not
expected to be aware of the international guidelines. The purpose of this comparison is to
present Jamaican service delivery practices in relationship to current international evidence on
the safe provision and use of contraception.

*WHO will hold a meeting on March 7-10, 1994 to update medical criteria for selected
methods of contraception. The results of the meeting should be available later in 1994,
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Chapter 3: Profile of Service Providers

Three hundred and sixty-seven private physicians provide family planning services in Jamaica,
mostly through one practice location (table 3.1). The majority (76 percent) are male. Half of
the providers have been in practice between 6 and 15 years; the range of service is from one to
over 21 years, with an average duration of service of 16 years. Half of the physicians are
General Practitioners. An additional 18 percent are OB/GYNs, and 14 percent practice family
medicine (figure 3.1).

Most (88 percent) of the physicians have received training in the provision of a variety of family
planning services and techniques either during or after medical school (table 3.2 and figure 3.2).
Fully 88 percent of all doctors had training in the provision of the pill and 83 percent in Depo-
Provera. Methods for which the fewest physicians are trained include male sterilization and, not
surprising in view of the small number who were involved in pre-introductory trials funded by
the Population Council, NORPLANT insertion. Of those trained, 88 percent feel that their
training was sufficient.

The contraceptive methods provided or prescribed by the private physicians include OCs
(hereafter referred to as the pill) (97 percent), the condom (68 percent) and Depo-Provera (66
percent), followed by the IUD (48 percent) and barrier methods (41 percent), as shown in table
3.3 and figure 3.2. Half of the doctors say they provide natural family planning. Thirteen
percent offer female sterilization.

In most cases the physicians provide family planning services themselves (table 3.4). Typically,
nurses assist in the provision of counselling and the injectable and rarely in the delivery of other
family planning services. Physicians spend, on average, up to 20 minutes counselling their
clients (table 3.5).

About half of the doctors say they see between 1 and 10 family planning clients a day, with a
range of 0 to 16 or more clients (table 3.6 and figure 3.3). Some of the doctors (14 percent)
were not able to estimate their client load for family planning services.



Table 3.1
Characteristics of Private Providers of Family Planning

Characteristic Percent

More than 1

v .
Female 23.7
1-5 7.6
6-10 25.6
11-15 22.1
16-20 16.1

28.6

General Practitioner 512
OB/GYN 173
Family Medicine 144
Surgery 6.0
Urology 1.1
Other 9.5
Training
Yes 88.3
No 11.7
Number (367)
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Table 3.2
Training in Contraceptive Counselling and Methods,
By Private Providers

Method l Percent Trained
Counselling T
Any method 88.3
Oral contraceptives 87.5
Depo-Provera 82.6
IUD 80.7
Female sterilization 68.4
Male sterilization 39.0
NORPLANT 12.3
Female barrier methods 73.8
Condoms 21
Natural family planning 76.0
Other 4.9

Number (367)

Table 3.3

Provision and Prescription of Contraceptive
Counselling and Methods, By Private Providers

Method Percent Pro;i_ding
Counselling 97.8
Oral contraceptives 97.0
Depo-Provera 66.5
1UD 47.7
Female sterilization 12.8
Male sterilization 6.0
NORPLANT 1.4
Female barrier methods 41.4
Condom 67.6
Natural family planning 50.5
Other 5.4

Number (367)
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Table 3.4
Provision and Prescription of Methods by Private Provider Staff

(In percent)
Counselling/Method
Staff
member Ma%e
Depo- Female steril-
Counselling Pill Provera IUD sterilization ization
Doctor 99.7 100 889 100 100 100
Nurse 10.6 3.7 20.6 1.0 2.0 0
Other 1.3 0 0 0 0 0
Number (367) (353) (244) (174) (149) (23)
Table 3.5

Time Spent Counselling Family Planning Clients,
By Private Providers in Jamaica

Time spent counselling Percent
(minutes)
0-5 52
6-10 29.2
11-15 28.4
16-20 15.7
21-25 1.1
6-30 12.0
More than 30 3.3
Do not know/other 1.4
Number (366)

11



Table 3.6
Number of Family Planning Clients of Private Providers

Family planning clients per week Percent
0 0.8
1-5 24.8
6-10 21.5
11-15 10.1
16 or more 28.9
do not know/no response 13.9

Number (367)

12
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Chapter 4: Service Delivery Practices

"It would be a good idea to update doctors on new methods as they become available.”

"We need more patient education on the safety of family planning methods, the
advantages and disadvantages."
Private Physicians, Jamaica

This chapter reports on the service delivery practices of the 367 private physicians who offer
family planning counselling or services.

A. Initial provision of services
1. Eligibility criteria for contraceptive use

Private doctors were asked about eligibility criteria for use of the pill, Depo-Provera, IUD, female
and male sterilization. They were asked, "When considering a client for [the method], what are
your eligibility criteria for use?" Doctors were asked about age and parity requirements, and a
number of medical and physical conditions. Some response categories were prompted, although
not immediately after the question was asked, while others were spontaneously mentioned by the
physicians®,

a. Age criteria

The physicians’ responses regarding minimum and maximum age criteria for use of the pill,
Depo-Provera, IUD, and female and male sterilization are shown in table 4.1 and figure 4.1. It
is evident that the physicians have different opinions about the appropriate age range for these
methods, although age patterns do emerge for each method.

The pill is provided as a method for younger women; 69 percent of the physicians said they give
pills to women under age 19. For IUDs, the largest percent of physicians recommend a
minimum age between 16 and 24 (45 percent). Depo-Provera has the widest range of minimum
age to begin using the method; 70 percent of the physicians gave the age groups of 16-19 to 30
or over as the ages when clients can start Depo-Provera. Physicians gave an earlier age for

*The information on eligibility criteria were difficult to collect from physicians, due to the
trade-off in the study between level of detail of the information elicited and length of the
interview. In the pretest, physicians were prompted for all criteria listed in the questionnaire; that
process proved too time consuming. In the survey, therefore, certain key eligibility criteria for
each method were prompted, while others were noted only if mentioned spontaneously by the
physicians.

14



female than male sterilization (an average age of 27 compared to 31). Excluding barrier
methods, on average female clients in Jamaica can begin using the pill at age 16 and can end
their child-bearing years at age 42 with a sterilization. The age range for male sterilization, on
average, is age 31 to age 50.

Nearly 70 percent of the physicians said that they had no maximum age requirements for male
sterilization, compared to eight percent for the pill and 15 percent for Depo-Provera. Nearly 80
percent of the physicians said that a women should stop taking the pill by age 40 or below.
Depo-Provera, also a hormonal method, showed similar results (71 percent). Nearly 40 percent
of the physicians thought that women should stop using the TUD at or below age 40.

Table 4.1
Age Criteria for Use of Selected Contraceptive Methods
(In percent)
Method

Restriction Depo- Female Male

Pill* Provera IUD | sterilization sterilization
None i } ; :
15 or less 23.9 6.9 7.8 1.4 -
16-19 45.5 29.1 25.8 3.7 -
20-24 2.5 24.2 18.8 11.5 55
25-29 0.3 14.1 4.7 21.0 95
30 or more 0.3 22 04 28.8 434
Menarche 1.1 - 0.8 -- NA
Depends 3.1 5.4 4.7 78 8.1
Average minimum 16.2 19.9 18.7 26.9 30.8

35 or less 37.0 11.0 > 14
36-40 41,2 337 26.6 19.0 2.7
41-45 79 9.8 13.3 19.9 4.1 |
46 or more 0.6 1.5 39 34 12.3
Menopause 2.2 0.7 4.7 4.6 NA
Depends 22 2.5 3.1 5.1 11.0
Average maximum 37.2 38.0 40.1 42.1 49.8
age

Number (356) (276) (256) (216) (73)

Note: percentages may not add to 100 due to rounding.
* In this and future tables, results for the pill refer to the combined oral contraceptive.

15
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b. Parity criteria

Parity requirements are shown in table 4.2 for four methods: Depo-Provera, the IUD, and female
and male sterilization. Between nine and 20 percent of the physicians do not require clients to
have any children prior to using these methods. The majority (91 percent) of the physicians
specify that a client must have at least one child before using Depo-Provera, and 80 percent say
that a client must have at least one child before using an IUD.

Physicians are more concerned that women have children before receiving a sterilization (94
percent) than that men have children before having a vasectomy (80 percent). In the case of
sterilization for both men and women, nearly half of the physicians require that the client have
at least two children; an additional 16 percent of physicians require men to have at least three
children. Nearly a quarter (24 percent) of the private physicians require female clients to have
three or more children. Although not specifically asked about parity requirements for the pill,
5.2 percent of the physicians mentioned that parity was one of their eligibility criteria for that
method.

Table 4.2
Parity Requirements for Contraceptive Use, for Selected Methods
(In percent)

Minimum Method
number of Female Male
children Depo- IUD | sterilization | sterilization
Provera
None 9.1 19.5 6.5 20.3
One 47.1 58.6 9.3 8.1
Two 27.7 133 47.7 44.6
Three 9.9 4.7 23.6 16.2
Four 3.3 2.0 6.9 4.1
Five or more 0.7 04 2.3 -
It depends 2.2 1.6 3.7 6.8
Number (274) (256) (216) (74)

Note: percentages may not add to 100 due to rounding.

€ Other medical and social criteria

Private physicians were asked about medical and other conditions they screen for when
prescribing contraceptives. Table 4.3 presents the other conditions mentioned by the physicians.
Again, those few conditions prompted for are noted with an asterisk (*). Generally, the IUD and
male sterilization had the fewest eligibility criteria.
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Table 4.3

Eligibility Criteria For Selected Contraceptive Methods Listed by Private Physicians

(In percent)

Restriction

Tobacco smoker

Tobacco smoker over
certain age

Diabetes

Liver condition

Varicose veins

Breast lump/cancer

Pelvic/cervical cancer

Sickle cell disease

Irregular bleeding

Aneamia

Cardiovascular problems*

Respiratory problems

PID/STDs

Breastfeeding

Weight

Migraine

Fibroids .

Contraindicated for other
method/risk of
pregnancy

Genetic diseases

Spouse’s health

Method

Pill

58.7*

37.1
371
331
3579

154
242
11.0
60.7
115
12.6
13.2
13.5
13.2

Depo-
Provera

50.0*
50.4*

29.0
31.5
313
29.3

127
43.1
11.2
313

94

9.1
10.1

1IUD

Female
sterilization

14.8
10.2
9.7
8.8

12.5
93
8.8

16.2

10.2

10.2

Male
sterilization

8.1
54
2.7
NA
NA
6.8
NA
4.1
1.4
14
6.8
NA
2.7
NA
NA

4.1
4.1
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Method
Restriction Depo- I Female ‘ Male
Provera IUD sterilization
Married 38.9% 392%
Stable relationship -- -- - - 54
Multiple partners -- -- 57.4 -- --
Compliance 4.0 29 - -- -
Counselling on NA NA NA 12.5 21.6
irreversibility
Husband wife agree no NA NA NA 6.5 -
more children
Mental/emotional -- 1.1 - 10.6 5.4
problems/post-partum
depression
Other 35.3 20.5 25.5 199 16.2
Number (356) (276) (256) (215) (74)

Note: Percentages do not add to 100 because multiple responses were possible.

* Indicates that respondents were prompted for this criteria.
** Cardiovascular problems also include hypertension, thrombosis and deep vein thrombosis,
leg pain, clotting disorders, heart disease and rheumatic fever.

Over one-third of the physicians require clients undergoing either female or male sterilization to
be married (39 percent for both methods), while tobacco smoking is a screening criterion for use
of hormonal methods (the pill and Depo-Provera, 62 and 50 percent, respectively). Although
they do not specify the age, over half of the physicians say that age is a factor when determining
eligibility for women who smoke who are being screened for use of hormonal methods.

Diabetes, liver condition, varicose veins, breast lump/cancer and sickle cell disease are common
screening criteria, particularly for the hormonal methods (the pill and Depo-Provera.) Irregular
bleeding is a concern particularly for Depo-Provera and the IUD. All methods are subject to
screening for anaemia, cardiovascular and respiratory problems, and PID and STDs.

For the pill, the criteria mentioned by over 50 percent of the private physicians, are smoking,
varicose veins, and cardiovascular problems. For Depo-Provera, the only screening criterion
listed by over 50 percent is smoking. For the IUD, two factors are listed by more that half of
the physicians: PID/STDs and multiple partners. No criterion is listed by more than half of thc
physicians for either female or male sterilization.
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d. Blood pressure criteria

The private physicians were asked about the blood pressure criteria they use when screening
clients for use of the pill and Depo-Provera. Table 4.4 lists the results. The criteria for use
varies from no set blood pressure criteria, to a range of more than 20 points for both systolic
(130 or lower to 151 or higher) and diastolic (80 or lower to 101 or higher). Most physicians
listed a systolic level between 131 and 150 (57 percent for the pill and 53 percent for Depo-
Provera) and a diastolic between 81 to 90 (62 percent for the pill and 58 percent for Depo-
Provera). The average minimum and maximum blood pressure points noted by the private
physicians is virtually the same for both the pill and Depo-Provera: An average systolic of 138
and diastolic of 9.

Table 4.4
Blood Pressure Criteria for the Pill and Depo-Provera
(In percent)

Blood pressure Method
Piﬁ_| Depo-Provera

130 or lower
131-150 56.7
151 or higher
A

80 or lower 20.1

81-90 61.7 579
91-100 12.3 114
101 or higher 0.9 1.2
Average 88.7 89.3

Number (350) (273)

Note: Percentages may not add to 100 due to rounding.

Those who noted hypertension, without specifying numeric criteria,
are included under "cardiovascular problems” in table 6.5.

e. Summary of eligibility criteria
This review of eligibility criteria suggests that providers use various age criteria for different

contraceptive methods, although a pattern emerges. The pill is generally first given to younger
clients, while Depo-Provera and the IUD are provided to clients aged 16-24, and sterilization is
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considered a method for women aged 25-30 or more. Physicians generally require Depo-Provera
and IUD users to have one or two children and users of female and male sterilization to have two
or three children. In screening for medical and social criteria for hormonal methods, physicians
are generally interested in smoking and age, cardiovascular problems, varicose veins, irregular
bleeding and blood pressure. For the IUD, physicians look for PID/STDs, irregular bleeding,
pelvic/cervical cancer, and multiple partners. For female sterilization, physicians generally screen
for marital status and understanding of the irreversibility of the procedure. No other medical or
social criteria was listed by more than 20 percent of the physicians for the provision of
sterilization.

2. How many clients do not meet the screening criteria for contraceptive use?

In addition to the screening criteria for clients seeking contraception, the private physicians were
asked, "Of the clients you screen for [method], what, in your estimate, is the percent who do not
meet your eligibility criteria?®" The results, presented in table 4.5 and figure 4.2, are clearly
estimates, and, according to anecdotal evidence from interviewers, many of the physicians gave
their answers a lot of thought, indicating that they had not thought before about how many clients
are excluded from using various methods of contraception. The purpose of this question was to
gain a sense from the physicians about the impact of their screening criteria on clients’ access
to contraceptive use.

Table 4.5
Physician’s Estimate of Clients Who Do Not Meet Eligibility Criteria,
for Selected Contraceptive Methods
(In percent)

Estimated percent not meeting
Method eligibility criteria Hmier
Do not
o 1-4 5-9 | 10-19 | 20-29 | 30+ by | Aversge

Pill 2.8 239 239 244 9.3 88 7.0 12.0 (356)
Depo-Provera 3.6 20.7 17.9 20.8 13.1 13.9 10.2 149 (275)
IUD 5.1 18.8 114 20.7 9.8 23.6 10.6 18.2 (256)
Female 15.3 224 19.6 16.7 52 9.1 11.7 11.3 (215)
sterilization

Male 342 28.8 9.6 23 1.4 83 15.1 8.9 (73)
sterilization

Note: Percentages may not add to 100 due (o rounding.
The average figures are based on the each physician’s estimate of the percent of clients
who do not meet the screening criteria for the various methods.

*In retrospect, it might have been more clear to ask the question in the positive rather than
the negative: "Out of every 100 clients you screen for [method], how many, in your estimate,
meet the eligibility criteria you mentioned above."
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Clients seeking male sterilization are least likely to be turned away by physicians (34 percent of
the physicians said that they had not encountered any clients who have not met the screening
criteria), while those screened for the TUD are most likely not to meet all of the eligibility
criteria. The average percent of clients that do not meet the screening criteria, as estimated by
the physicians, is 12 percent for the pill, 15 percent for Depo-Provera, 18 percent for the IUD,
11 percent for female sterilization, and nine percent for male sterilization.

3. Parental consent required for teenagers

Providers were asked if they require parental consent for teenagers under 16 years of age to use
family planning. Nearly half of the physicians indicated that they do require such consent (table
4.6). When asked what methods required consent, the physicians mentioned the pill (93 percent),
Depo-Provera (80 percent), condom (26 percent), female barrier methods (45 percent) and IUD
(84 percent).

Table 4.6
Parental Consent Required for Contraceptive Use,
by Method for Private Physicians

Method Percent Requiring
parental permission

Yes 48.5
No 31.5
Number (356)
Pill 92.9
Depo-Provera 79.8
Condom 25.6
Female barrier 44.7
IUD 83.8

Noie: Perceniages may not add to 100 due fo rounding.

When asked what they do if teenage clients do not have the parental consent to use a particular
method of contraception, 24 percent of the physicians said they would suggest another method,
while nearly one in five (19 percent) said they would provide the method anyway, as shown in
table 4.7. Another 16 percent said they would not provide a method to the teenager, while 13
percent would try to convince the parents to allow their children to use contraception.
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Table 4.7
Physicians Response for Teenage Clients Without
Parental Consent

Response Percent
Suggest another method 23.8
Provide method anyway 18.6
Do not provide any method 15.7
Convince parents to consent 12.8
Counselling/advice 10.5
Refer to another provider 8.1
Seek another person’s consent 29
Counsel to abstain 0.6
Other 7.0

Number (172)

Note: Percentages may not add to 100 due to rounding.

4. Medical and laboratory tests required

In addition to the eligibility criteria, private physicians were asked, "Which exams and laboratory
analyses do you routinely require before providing the following contraceptive methods?” The
purpose of this question was to study the clinic visits, exams and tests that clients undergo before
using a contraceptive method. Table 4.8 lists the medical and laboratory tests required of clients
for six contraceptive methods. The physicians were asked about each contraceptive method, but
any tests they noted were mentioned spontaneously.

There is a wide range by method in the percent of providers who require tests prior to
contraceptive use. For males seeking sterilization, for example, 68 percent of the physicians
require tests, compared to 98 percent of the physicians who require tests for clients being
screened for [UD use. Over half of the physicians say they take a clinical history and over 60
percent say they perform a complete physical exam before providing any of the contraceptive
methods. Other common tests are weight, pelvic exam, pap smear and blood pressure. With the
exception of female barrier methods, over 20 percent of the physicians require urine analysis
before prescribing a contraceptive method. A smaller percent of the physicians require laboratory
analysis of blood and STDs. Only a small percent of physicians require pregnancy tests prior
to contraceptive use.
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Table 4.8

Medical and Laboratory Tests Required Before Initial Use of

Selected Contraceptive Methods.
(In percent)

Method

Exam or test Female
Depo- barrier Female Male
Pill | Provera| IUD | method sterilization | sterilization
None required 4.1 3.3 2.3 20.5 12.8 31.8
Number (355) (245) (173) (151) 47 (22)
Clinical history 63.8 616 574 57.5 61.0 533
Complete physical 84.1 848 793 133 87.8 60.0

exam

Weight 1.5 506  36.1 40.8 46.3 13.3
Blood pressure 78.2 74.7 485 45.0 63.4 40.0
Breast exam 9.1 8.0 4.7 5.8 7.3 NA
Pelvic exam 59.4 63.3 769 72.5 732 NA
Pap Smear 54.4 549  60.9 46.7 36.6 NA
Lab analysis of blood 24.1 232 11.2 6.7 41.5 40.0
| Lab analysis of urine 26.2 245 20.1 17.5 244 20.0
Lab analysis of STDs 7.6 6.8 18.3 &5 2.4 13.3
Pregnancy test 2.9 34 4.1 - 1.5 NA
Other 10.9 9.3 10.1 33 2.4 60.0*
Number (340) (237)  (169) (120) (41) (15)

Note: Percentages do not add to 100 because multiple responses were possible.
*  Of the 15 physicians who require at least one exam before vasectomy, 27 percent require sperm

analysis.

A small percent of the physicians in Jamaica say that they perform laboratory analysis of STDs
before providing various contraceptive methods (ranging from two percent for female sterilization
to 18 percent for the IUD).

The physicians were asked where clients go to get the laboratory tests. As shown in table 4.9,
forty percent of clients are able to get the tests on site or within the greater facility. Of the 54
percent of clients who have to go elsewhere, 45 percent have to travel less than one mile, and
an additional 34 percent go to a facility within one to five miles of the doctor’s office.
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Table 4.9
Location of Laboratory Tests for Clients

Location Percent
None required 6.1
On site/within greater facility 40.0
Elsewhere 53.9
< one mile 44.8
1-5 miles 335
> 5 mile 144
other 7.2
Number (367) (194)

B. Follow-up care

1 Follow-up schedules

Physicians were questioned about follow-up schedules they prescribe during the first and second
years of pill or IUD use. They were asked, "If no problems arise, how many follow-up visits are
regularly scheduled for [method]?"” The purpose of this question was to find out how often
clients are asked to return to the doctor’s office for a follow-up visit. The results of this question

are presented in table 4.10.

Table 4.10
First and Second Year Follow-up Visits for
the Pill and IUD

(In percent)

' Note: Percentages may not add to 100 due to rounding.

Three

Four

Five or more
Varies/other
Average

Number

First Year

Second Year
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Method First Year Second Year
None 4.4 12.6
One 24.2 45.1
Two 29.7 20.7
Three 13.2 3.3
Four 20.3 2.7
Five or more A 0.5
Varies/other 2.7 6.0
Average 24 14

Number (182) (182)

Note: Percentages may not add to 100 due to rounding.

For the pill, nine percent of the physicians do not require a follow-up visit during the first year,
compared to 17 percent in the second year. Because they do not require a visit does not mean
that clients are not encouraged to return to the office if problems arise. Nearly 40 percent of the
physicians require either one or two office visits during the first year, and 26 percent require four
visits. Six percent of the physicians request that clients return for five or more visits during the
first year of pill use. During the second year of use, nearly sixty percent of the physicians ask
pill clients to return for one or two visits. The average number of visits for pill users is 2.7 in
the first year and 1.4 in the second year.

During the first year of IUD use, four percent of the physicians require no follow-up visits.
Nearly one-quarter (24 percent) of the physicians require only one follow-up visit, while 26
percent require four or more visits. As clients go into their second year of IUD use, the percent
of physicians requiring no follow-up visit rises to 13 percent, and 45 percent of the physicians
ask clients to return once during the year. An additional 30 percent of the physicians want their
clients to return for two visits in the second year. Similar to the pill, the average number of TUD
visits is 2.4 in the first year and 1.4 in the second year.

2. Medical and laboratory tests required

The physicians were asked what medical and laboratory tests they routinely conducted during
follow-up visits for four contraceptive methods: pill, Depo-Provera, IUD and female barrier
methods. For all methods, fewer physicians require tests during follow-up visits than before
initial use of the method. As shown in table 4.11, the percent of physicians requiring no tests
at follow-up ranges from 10 percent for IUD users to 31 percent for users of female barrier
methods. Still, a large percentage of the physicians say they require a physical exam, check a
client’s weight, conduct a pelvic exam and take their blood pressure. On the whole, clients using
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hormonal methods seem to be required to undergo more tests, but clients using the [UD are much
more likely to be required to have a pelvic exam and a pap smear, followed by women using
female barrier methods.

Table 4.11
Medical and Laboratory Tests Required During Follow-Up Visits
for Use of Selected Contraceptive Methods.
(In percent)

Method
Exam or test Female
Depo- barrier
Pill | Provera IUD methods
None required 13.8 11.4 104 311
Number (355) (245) (173) (151)
Physical exam 55.2 53.0 48.4 51.0
Weight 52.3 49.3 32.9 35.6
Pelvic exam 41.5 45.6 71.0 60.6
Blood pressure 75.8 75.1 41.9 44,2
Pap Smear 59.5 60.4 71.0 63.5
Urine 8.2 7.8 1.9 4.8
Breast exam 11.1 9.7 4.5 6.7
Hemoglobin/blood 7.8 8.8 3.2 1.0
Other 12.7 10.1 7 i 3.8
Number (306) @1 (155) (104)
"~ Note: Percents do not add to 100 because multiple reSponses were
possible.
3. Rest period from contraceptive use

The physicians were asked, “Are their any methods that you recommend clienis to rest, or take
a break from using?" This question was followed by, "Which methods do you recommend a rest
from, and why?™ Two-thirds (67 percent) of physicians indicated that they recommend a rest
for at least one method. The three methods listed by the largest percentage of the physicians are

This question might have better been asked, "For clients who are experiencing no medical
problem or side effects while using [method] do you routinely recommend that the client take
a break or have a rest from using [the method]?" This re-wording of the question would separate
the immediate medical reasons for recommending a break (e.g. client has an infection or
prolonged heavy bleeding) for the more routine reasons (e.g. to get hormones out of the system,
to ensure fertility).
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Figure 4.4: Preferred Methods for Delaying,
Spacing and Limiting Births

Female Ster
80%

Other
12%

Injectables

Source: Survey of FP Practices of Private 9%

Physicians in Jamaica, 1993
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two hormonal methods, the pill and Depo-Provera, and the IUD. As shown in table 4.12 and
figure 4.3, more than one-half of all the physicians (53 percent) say they recommended a rest
from the pill, followed by 40 percent of the physicians indicating a rest from Depo-Provera and
29 percent recommending a rest from the IUD. The reasons listed for the pill and Depo-Provera
are similar; physicians worry about reactivating normal hormone flow and getting chemicals out
of the system after three years, and about reducing complications and bleeding. Nearly one in
10 physicians who recommend a rest period from Depo-Provera do so to ensure a client’s
fertility. Reasons given to rest from the IUD are if the client has an infection (32 percent) and
as a way to reduce the chances of PID or infection (22 percent).

Table 4.12
Rest Period Recommended and Reasons for Recommendation
for Selected Contraceptive Methods
(In percent)

Method
Rest recommended/
reason Depo-
Pill Provera IUD
Yes 52.5 39.7 29.3
No 47.5 60.3 70.77
N (355) (355)

Reactivate normal hormone flow 39.2 28.9 NA
Get chemicals out of body after 3 years 11.8 9.9 NA
Reduce complications/bleeding 21.0 31.0 9.8
Cardiovascular problems/hypertension/ 6.5 - --
thrombosis
Ensure fertility -- 8.5 o
Allow uterus to return to normal -- -- 8.8
Reduce PID/infection -- -- 21.5
If infection occurs -- -- 324
Other 214 21.8 216
Number (186) (142) (102)

Note: Percentages may not add to 100 due to rounding.
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C. Factors influencing method provision
‘A Reasons 1o postpone provision

Physicians were asked, "Are there any methods that you postpone the initial provision of for the
Jollowing reasons?” The reasons were not prompted so those listed in table 4.13 were
spontaneously mentioned by the physicians. Three-quarters of the physicians say there is no
reason to postpone the provision of male sterilization, followed by 56 percent who can think of
no reason to postpone the provision of female sterilization. IUD users were the most likely
clients to face a wait before the provision of that method; only 10 percent of the physicians say
they have no reason to postpone provision of the TUD.

Nearly half of the physicians consider menstruation a factor in timing of provision of the female
contraceptive methods, including sterilization. Breastfeeding of less than six weeks is a factor
for use of some methods, mentioned by between 22 percent (for the IUD) to 81 percent (for the
pill). For the female methods, waiting for the results of a pregnancy test is a reason to postpone
the provision of the method for between one-quarter and one-third of the physicians.

Counselling is considered important for the timing of female and male sterilization, to ensure that
the client has time to think about the method. The provision of an TUD would be postponed by
only 49 percent of the physicians due to the presence of PID/STDs or an infection.

Lack of equipment or supplies is also considered a constraint by physicians in their provision of
the contraceptive methods. For both the TUD and Depo-Provera, 34 percent of the physicians
consider lack of supplies and equipment a reason to postpone the provision of those methods,
compared to between 29 and 30 percent for male and female sterilization and 11 percent for the
pill. This indicates that private physicians encounter shortages of equipment and supplies in their
provision of methods.
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Reasons to Postpone Provision of Selected Contraceptive Methods

Table 4.13

(In percent)

Method

Reason Depo- Female Male
Pill Provera IUD | sterilization | sterilization

No reason 17.1 20.1 10.2 56.0 75.0
Number (356) (249)  (176) (50) (24)
Menstruation 46.6 48.0 65.6 54.5 NA
Breastfeeding < 6 weeks 80.9 68.2 22.3 NA NA
Breastfeeding >= 6 weeks 27.2 19.9 3.2 NA NA
Lack of supplies/equipment 10.7 33.8 34.4 30.0 28.6
Parental consent 35.6 27.9 28.0 23.8 NA
Number (298) (201) (157) (20) @)

Pregnancy test
PID/STD/infection
Pap Smear
Dysfunctional bleeding
Migraine
Fibroids
Time to think about method
Counselling
Other

Number

25.0
18.2
6.8
4.5
6.8
6.8
2.3
29.6
(44)

333
6.7
6.7

10.0

6.7
3.3
33.2
(30)

22.9
48.6

29
2.9
14.3
(35)

12.5

5.0
12.5
25.0

®)

40.0
20.0
40.0

&)

Note: Percentages do not equal 100 because multiple responses were possible.
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The physicians were then asked, “"What do you do if you postpone the provision of a method?"
Up to two responses from the physicians are shown in table 4.14. The overwhelming first choice
of the physicians is to provide another method (mentioned by 82 percent), followed by telling
the client to return later (30 percent), and referring the client to another provider (14 percent).
Thus, it is possible that nearly two in ten clients may not be getting another contraceptive method
to use during the postponement period.

Table 4.14
Response by Private Physicians if Postpone Provision of Method

Response Percent
Provide another method 81.5
Tell client to return later 30.1
Refer to another provider 13.8
Counsel to use another method 6.0
Advise abstinence 3.4
Treat condition that exists 0.9
Other 0.3

Number (319)

~Note: Percentages do not equal 100 because mulliple responses
were possible.

2 Preference for and opposition to methods

In order to understand the preferences private physicians have for particular contraceptive
methods, they were asked which methods they tended to prefer for clients wishing to delay, space
or limit childbearing. The results are shown in table 4.15 and figure 4.4. Providers show a
strong preference for the pill, both for delaying and spacing childbearing (90 percent for delaying
and 75 percent for spacing). An additional 13 percent of the physicians prefer the IUD for
spacing. For limiting childbearing, the choice is female sterilization, mentioned by 80 percent
of the physicians. The physicians’ responses for IUDs are surprising given the anecdotal
assumption in Jamaica that the IUD is unpopular among providers and clients alike.
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Table 4.15
Preferences by Private Physicians For Methods
For Clients Wanting to Delay, Space and Limit Childbearing
(In percent)

Method Delay Space Limit
Pill 90.1 74.7 3.0
1IUD 2.5 12.9 5.8
Depo-Provera - 4.7 85
Condom 4.1 2.5 --
Female -- -- 79.7
sterilization
Other 34 5.2 31
Number (364) (364) (364)

Note: Percentages may not add to 100 due to rounding.

The physicians were then asked why they preferred the method(s) they mentioned. Tables 4.16
to 4.18 show the results for delaying, spacing and limiting childbearing, respectively.

a. Delay

Physicians prefer the pill for delaying childbearing because it is most effective (36 percent), safe
(35 percent), and has the least side effects (29 percent). An additional 17 percent say it is easy
to use, while 16 percent say it is the most acceptable method. The condom was mentioned by
nine physicians because it has the least side effects (67 percent), and it is safe (33 percent).
Providers who prefer the IUD do so because they say it has the least side effects (50 percent),
it is the most effective (38 percent), and it is safe (25 percent).
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Table 4.16
Reasons for Preference for Methods to Delay
Childbearing by Private Physicians
(In percent)

Method
Reasn Pill | Condom IUD
Least side effects 28.8 66.7 50.0
Safe 35.1 233 25.0
Most effective 35.8 -- 375
Not too expensive 3.0 11.1 --
Most acceptable 159 11.1 --
Most professional experience with 4.6 - --
method
Easy to use 16.9 -- --
Little discontinuation 4.0 - 12.5
Best method 0.3 - --
Client with STDs - 11.1 -~
Compliance 0.7 -- --
Doesn’t qualify for another method 0.3 = -
Easily reversible 10.3 -- -
Non-hormonal -- - 12.5
Preference 0.3 -- -~
Woman has control 0.3 -- --
Other 2.0 - 12.5
Number (302) 9 (8)
— Noite: Percentages do not equal 100 because mulfiple responses were possible.
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b. Space

For clients seeking to space childbirth, providers who prefer the pill or IUD do so for the same
reasons mentioned above, namely efficacy, safety, least side effects, ease of use, and acceptability
to clients, as shown in table 4.17. A few providers prefer Depo-Provera, because it is most
effective, easy to use, and is safe. Those physicians who prefer the condom do so because they
say the condom has the least side effects, is the safest method, is most effective, not too
expensive and is most acceptable.

Reasons for Preference for Method;r :loblsep:':j Childbearing by Private Physicians
- (In ﬁrcem)
Bl - Method
Reason
Depo-

Pill IUD Provera Condom
Most effective 394 38.2 429 14.3
Safe 35.0 14.7 21.4 42.9
Least side effects 28.1 17.6 - 71.4
Easy to use 17.2 20.6 28.6 --
Most acceptable 14.3 11.8 7.1 14.3
Easily reversible 6.9 8.8 -- --
Most professional 6.4 2.9 7.1 --

experience with method
Little discontinuation 3.0 14.7 7.1 --
Not too expensive 2.0 59 -- 14.3
Compliance 15 2.9 7.1 --
Chance to change mind 0.5 - -- --
Practical - 5.9 -- --
Other 5.4 11.7 - 7.1
Number (203) 34) (14) (N

Note: Percentages do not equal 100 because multiple responses were possible.
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C. Limit

For clients who want to limit childbearing, the largest percent of physicians who choose female
sterilization do so because they consider the method the most effective, as do 75 percent of the
14 physicians who choose Depo-Provera, and 50 percent of the eight who choose the IUD (see
table 4.18). Over half (57 percent) of the seven physicians who choose the pill do so because
they perceive the pill as easy to use.

Table 4.18
Reasons for Preference for Methods to Limit Childbearing by Private Physicians
(In percent)
Method
Reason
Female Depo-

sterilization Provera IUD Pill
Least side effects 7.3 12:5 -- --
Safe 174 -- 12.5 33.3
Most effective 60.0 75.0 50.0 14.3
Most acceptable 5.8 12.5 -- 28.6
Most professional 1.5 12,5 12.5 -

experience with method
Easy to use 1.5 -- -- 571
Little discontinuation 9.3 -- 12.5 -
Easily reversible NA -- -- 14.3
Non-hormonal 1.2 - 12.5 -
Permanent 14.3 -- -- --
Other 2.3 5.9 12.5 14.3
Number (259) (8) (8) (7

Note: Percentages do not equal 100 because multiple responses were possible.

Finally, the providers were asked if there were any contraceptive methods that they were opposed
to and, if so, for what reasons. The results are presented in table 4.19 and figure 4.5. Nearly
half (40 percent) of the providers profess to being opposed to at least one method. More than
1 in 10 of all physicians cite each cite opposition to Depo-Provera (12 percent) and natural
family planning (13 percent). Although abortion is not a family planning method, but rather is
used to regulate fertility in cases of unwanted pregnancy, 14 percent of the physicians
spontaneously reported opposing abortion. An additional 5 percent said they are opposed to
female barrier methods.
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Table 4.19
Opposition to Selected Contraceptive Methods* by Private Physicians
(In percent)

Method ’ Percent

Opposed to at least one method 40.2

Number (366)

Natural family planning 13.1
Depo-Provera 123
Female barrier methods 4.9
IUD 3.8
NORPLANT® 1.6
Male sterilization 1.6
Pill 14
Female sterilization 1.1
Condom 0.8
Abortion* 13.9
Moming after pill* 7.9

Number (366)

Note: Percentages do not equal 100 because multiple
responses were possible.

*  Abortion and the morning after pill are not considered
methods of family planning, but are noted here because
they were mentioned by the providers.

Providers mentioned a variety of medical and social reasons for opposing various methods of
contraception, as shown in table 4.20. The largest numbers of private physicians noted their
opposition to abortion; of these 50 opposing physicians, 70 percent cited moral reasons and the
fact that abortion is illegal. Forty-eight physicians are opposed to natural family planning; 90
percent cited the high failure rate. Forty-five physicians disapprove of Depo-Provera; they are
equally divided between thinking that Depo-Provera has too many side effects and is unsafe (24
percent) and believing that the method causes bleeding (22 percent.) Fewer (16 percent) worry
about fertility problems after using Depo-Provera or long-term damage from the method.
Twenty-nine physicians say they are opposed to the morning after pill, because of side effects
(14 percent), because women abuse the method (14 percent) or because they perceive the
morning after pill as morally wrong and illegal (11 percent.)
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Chapter 5: The Social and Health Context of Reproduction,
and Quality of Care

"Family planning is necessary. Doctors need to gain more knowledge so it can be
imparted to their clients.”
Private physician, Jamaica

Recent years have witnessed increasing concern for quality of care in family planning because
most researchers and service providers have begun to realize that when contraceptive methods
are delivered without maintaining high quality levels, continuation rates are usually low and the
image of the methods and services in impaired.

There is not widely accepted definition of quality of services in family planning because quality
includes subjective components and changes over time, and is greatly influenced by the social
and cultural environment.

In order to understand some of the practices of private physicians in Jamaica, it is important to
examine the social context in which reproduction occurs in Jamaica, as well as the underlying
health situation in the country, particularly as it relates to reproduction.

A. Social and health context of reproduction
1 The social context

The social context of reproduction in Jamaica can be characterized as one in which, particularly
among the poor, sexual intercourse begins at an early age, with a series of "visiting"
relationships. These usually give way to common law unions and, perhaps ultimately, to legal
marriages. None of these unions ensure fidelity on the part of males. Parenting with multiple
partners is common. Sixty-three percent of women aged 15-19 reported sexual experience in the
CPS; by age 20-24, fully 93 percent of women had sexual experience (NFPB, 1993). Of those
women aged 15 to 45 in union, 19 percent were married, 35 percent were in a common law
union and 46 percent had a visiting partner.

Many women are employed in marginal occupations--domestic service, informal trading, field
labourers--and receive little more than subsistence wages. Many see their material welfare,
therefore, as dependent on access to men’s wages and childbearing as essential to continued
support.
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a. Relationship patterns

Relationships between men and women in Jamaica are generally regarded as tenuous. According
to Chambers and Branche, who conducted a series of focus group discussions in 1993, men
conceive of their lives independently from their partner, even from women they might be
involved with at the time. Men perceive a lifetime of potency with an unending ability to start
new relationships. Yet, they desire control, including control over family planning methods that
their partners use; they do not think highly of vasectomy for themselves. In-depth analyses of
reproductive patterns in Jamaica confirm that these patterns of unions and relationships between
men and women have been extant in the country for many years (Blake, 1961; Stycos, 1968;
Roberts and Sinclair, 1978; Bailey et al., 1988.).

The old patterns may be beginning to shift, at least in urban areas of Jamaica (Chambers and
Branche, 1994). Some urban women want to establish their independence from men, as they
have come to realize that men are not generally reliable in a relationship. Roberts and Sinclair
(1978, pp. 248-249), however, reported that women may not feel that visiting unions are
detrimental to their security. They found that a woman only entered into marriage "when she
is firmly convinced that such a course of action will prove of positive benefit to her and to her
children."”

b. The value of fertility

Children are believed to help cement relationships, and thus fertility is highly valued. Childless
women must face the stigma in Jamaica of being considered "mules" (the sterile cross between
a horse and donkey). In an analysis of voluntary and involuntary childlessness conducted with
World Fertility Survey data, Poston et al., (1983) found that, as in other countries, 96 percent of
the permanently childless women in Jamaica were not childless by choice. Respondents in a
study by Roberts and Sinclair (1978), who were asked about childlessness, expressed compassion
towards women who could not have children and noted how hard it would be to be childless.

This societal emphasis on fertility, combined with the accepted patterns of relationships, results
in actual family size exceeding desired family size for some women. Indeed the 1993 CPS noted
that 76 percent of births were either unwanted or mistimed (NFPB, 1993). In a study of
sterilization in Jamaica, Bailey et al. (1988, p. 622) note that "women may not want additional
children but they want the stability which, they believe, a child may bring." The 1993 CPS
found that desired family size for women was 2.8 children, while the average number of children
ever born to women was 1.8 (NFPB, 1993). However, the mean number of children reported by
women aged 35-39 was 3.3 children and the women in the 40-44 age group had an average of
4.1 children.

It is not clear whether the pattern of unions in Jamaica serves, in the long run, to increase or

decrease fertility. On the one hand, use of family planning is high and exposure to intercourse
is reduced due to the time spent in transition between various unions. On the other hand, men
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and women feel the desire to produce children in each union, thus increasing fertility beyond a
woman’s desired family size, depending on the number of relationships she is involved in over
time.

c. Knowledge of the reproductive cycle

Knowledge of the reproductive cycle, menstruation and the role of intercourse in procreation is
limited in Jamaica. A study conducted by Roberts and Sinclair (1978) found that 82 percent of
the women had no knowledge of the menstrual cycle; only 5 percent of the women had a
satisfactory understanding of the menstrual cycle. One-third of the women were not aware of
the relationship between intercourse and reproduction, and an additional third of the sample were
aware but did not understand the mechanics of the relationship. In another study, Jamaican
women were asked to draw the female reproductive system. There was a common notion among
the women that the reproductive system was a single tube, open at both ends (MacCormack,
1985). The 1993 CPS found that only 30 percent of women and 13 percent of men knew when
during the menstrual cycle a women is most likely to get pregnant (NFPB, 1994),

While knowledge of the reproductive cycle is limited, women perceive menstruation as a
cleansing process and as an indicator of health. According to MacCormack (1985, p. 285))
"Jamaican women are interested in their reproductive health, and monitor the state of their health
by noting the time, quantity and quality of menstrual bleeding." This view of menstruation may
have significant implications for the acceptability of contraceptive methods that tend to alter
menstrual flow, such as injectables and NORPLANT®.

2 The health context
Jamaican physicians provide contraceptives within a health environment different than in many

other places. The leading causes of hospitalization for women in the country include the
following:

o Complications of pregnancy

. Cardiovascular diseases

. Diseases of the genito-urinary system

o Breast and cervical cancer

o Diabetes mellitus

. Perinatal conditions (McCaw-Binns, 1993).

Jamaica and the Caribbean are known as areas with high rates of hypertension, diabetes mellitus
and cervical cancer, (table 5.1), all conditions of concern when providing contraceptive care.
With rates double those in the United States, hypertension is of particular concern to health care
providers in the country. It has been speculated that the high incidence of these conditions in
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Jamaica and the rest of the Caribbean is due to a combination of genetic and environmental
factors; treatment for hypertension in black patients differs from that in white patients (Nicholson,
1985).

Table 5.1 Death Rates for Hypertension, Diabetes Mellitus
and Cervical Cancer,
for Women in Jamaica and Selected Countries
(per 100,000 women)

Country Hyper- Diabetes Cervical

Year tension mellitus cancer

Jamaica 1984 38.0 37.2 12.8

Trinidad and Tobago 1986 18.8 71.7 9.3

Barbados 1988 34.0 85.8 19.2

North America 1987 14.0 17.9 3.5
Source: PAHO, 1990. Health Conditions in the Americas, —

Washington, DC: PAHO/WHO.

Hypertension is treated as a disease in the Caribbean rather than as a risk factor for other
diseases. According to a 1987 report, "it must be recognized at the outset that unlike the
situation in Europe and North America ’Heart Disease’ in adults in the Caribbean is
predominantly the end result of undiagnosed, uncontrolled, or inadequately treated hypertension."
The major problems associated with hypertension among the black population in the West Indies
include renal impairment, cardiac failure and stroke. However, in general no underlying
preventable cause is found in most hypertensive patients. One contributing factor to the high
mortality associated with hypertensive disease is that the disease in most patients remains either
untreated or inadequately treated until complications occur (Grell, 1987).

Diabetes mellitus, exacerbated by protein energy malnutrition, is also prevalent in Jamaica
(Morrison, 1983). In a study of Jamaican patients with diabetes, knowledge of the disease and
its treatment was low (57 percent of the patients had poor knowledge ratings). Most patients did
not consider their diabetes serious until they experienced severe complications, therefore their
cues for action were inadequate (Alleyne, et al., 1991.)

While not as high as in Barbados, the death rate for cervical cancer is three times higher in
Jamaica than in the United States. In a 1974 pilot study screening for cervical cancer, "the
prevalence of preclinical carcinoma was 3-6 times that observed in such schemes carried out in
North America and Europe, but was essentially similar to those of other Commonwealth
Caribbean territories” (Persaud, 1974).

Sickle cell disease is also of concern in Jamaica, as in other black populations. One study found
that women with sickle cell disease, rather than being sub-fertile as previously thought, generally
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start childbearing a couple of years later, on average, than do other women in Jamaica (Alleyne,
et al,, 1981). This and a later study (Poddar et al., 1986) found higher rates of fetal wastage
among women with sickle cell disease than among other women.

3. Consumers’ views of contraceptives

Two studies provide a picture of consumers’ views of contraceptives and their effect on the body,
giving insight into the practices of service providers in giving contraceptive methods to women.
The findings show that women have many misconceptions about contraceptive methods.
According to MacCormack (1985, p. 281), "Worries about altered menstruation, irreversible
sterility and other consequences of contraception contributed to underutilization of services."
According to Chambers and Branche (1994, p. 7), "Family planning decisions are complicated
by the nature of relationships. Multiple partners, casual encounters, and uncertain futures stalk
almost every relationship. Men talk about them, and women use the information for their
planning--always remembering who will carry the burden of childbearing and rearing.”

The Pill. Some women in MacCormack’s study (1985) believed that pills work mechanically to
block sperm through a build-up of the pills in the tubes. The women believed that a periodic rest
from the pill was necessary to reduce the build-up of the pills. The pill was also perceived by
some women to cause clots (that affect the menstrual period). According to Chambers and
Branche (1993), the pill is considered the "best of the worst" option for contraception. The pill
is seen as the method to start one’s contraceptive career, and as the method most widely
suggested by doctors. Women worried about the side effects associated with the "drug" in the
pill, both for their general health and future child-bearing ability. In 1993, 23.7 percent of
women aged 15-45 who are in a union use the pill (NFPB, 1993).

Depo-Provera. Women worry about the lack of bleeding associated with long-term use of Depo-
Provera. With amenorrhea, women do not get the benefit of a "good wash-out" associated with
menstruation. They think that an accumulation of blood can cause high blood pressure (a worry
in a country where hypertension is pervasive), or that it blocks up the tubes and causes infertility
(MacCormack, 1985). Focus group discussions in 1993 also found that some women worried
about the strength of the injection. A three month injection of contraception was considered too
strong a dose to have in the body (Chambers and Branche, 1994). Women in the focus group
discussions indicated that their attitudes were heavily influenced by nurses at the health centers.
In 1993, 6.4 percent of women aged 15-45 who are in a union use Depo-Provera (NFPB, 1993).

IUD. Women in Jamaica know about IUDs, but consider them "unidentified foreign objects,”
that suffer from a poor reputation. According to Chambers and Branche (1994, p. 29), "Doctors
are also implicated. They rarcly recommend usage." MacCormack (1985) found that women
who considered the reproductive system a tube worried that the IUD would drift up the tube and
get lost in the body. Additionally, women worried that the IUD causes pain and pelvic infection
which might lead to blocked tubes and infertility. The IUD was considered to cause pain for the
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user and her partner and be unreliable due to spontaneous expulsion. In 1993, 1.1 percent of
women aged 15-45 who are in a union use the TUD (NFPB, 1993).

Tubal ligation. Women in MacCormack’s (1985) study talked a lot about their tubes and the
need to keep them open. With the view that the reproductive system is one long tube, the tube
was sometimes considered the same as the vagina, so "having one’s tubes tied” was interpreted
as having the vagina tied, and subsequently no more sex. In the 1993 focus group discussions,
women considered the idea of permanent contraception daunting; such actions run counter to the
nature of relationships in the Jamaican environment (also see Bailey et al., 1988). Tubal ligation
is well known and highly regarded, however its use is highly correlated with age and stability
of relationship. In 1993, 13.4 percent of women aged 15-45 who are in a union had a
sterilization (NFPB, 1993).

Condoms. As knowledge of AIDS/STDs becomes more prevalent in Jamaica, use of condoms
is increasing, however, consumers still do not like the method. Condoms are perceived to protect
against disease and are convenient and necessary for most short term and "outside" relationships.
According to Chambers and Branche (1994, p. 16), "although men recognized a need for the
condom in this era of AIDS, there was no guarantee that they would be used." In 1993, 17.9
percent of women aged 15-45 who are in a union used condoms (NFPB, 1993).

It is within this social and health context that private providers in Jamaica offer family planning
methods to users. The findings in chapter 4 indicate that the practices of the physicians are
influenced by the health conditions of users, particularly the high incidence of hypertension in
the population, and the incidence of diabetes mellitus, and cervical cancer. Service practices are
also likely affected by the social context of reproduction, including the likelihood that clients
have multiple partners. Opinions of the physicians on contraceptive methods are likely affected
by the social view of menstruation and the value of fertility.

B. Quality of care and service delivery practices

In recent years, family planning programme managers and researchers have used several
conceptual frameworks to examine and assess family planning services. For example, Judith
Bruce proposed a quality of care model that evaluates family planning services from the clients’
perspective. Her framework distinguishes six elements of quality: choice of methods for clients,
information clients receive, provider-client interaction, technical competence of providers,
continuity of care received by clients, and appropriateness and acceptability of services for clients
(Bruce, 1990). In 1992, Shelton et. al. suggested a different approach for assessing family
planning services: "medical barriers" to contraceptive access.

Shelton et. al., (1992), medical physicians with years of experience in family planning worldwide,

defined medical barriers as "dysfunctional practices derived at least partially from a medical
rationale which result in a scientifically unjustifiable impediment to, or denial of, contraception."
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They identified six types of medical barriers as: regulatory obstacles, types of providers who can
provide methods, process and scheduling hurdles, inappropriate contraindications, eligibility
criteria, and provider bias. Shelton later identified inappropriate management of side effects as
an additional medical barrier (Shelton et. al., 1992; Shelton, 1993). According to Shelton et al.,
(1993, p. 1335), "some individuals might argue that what we call medical obstacles are examples
of good quality care...we agree that many clinical practices both help to make the best
contraceptive choice and provide secondary health benefits such as screening for [sexually
transmitted diseases] STDs. The challenge is to separate the wheat from the chaff."

This study of private physicians in Jamaica steps beyond a narrow definition of medical barriers
to examine service delivery practices. Family planning service delivery practices of providers
are based on five factors:

1. Training received (both basic and refresher),

2. Service delivery guidelines and protocols guiding work,

- Practical experience gained over years of work,
= Personal preferences and biases (often influenced by socio-cultural factors); and
5. Resources (e.g. equipment, supplies, and contraceptive commodities) available for

the provision of care.

These five factors combine to influence the quality of care that clients receive. Providers will
be affected differently by the five factors (Hardee, et al., 1994).

Because contraceptive methods have been made safer over the past 30 years, an important step
in improving quality of care is to examine service policies and provider practices to ensure that
they are based on current scientific information. Many prescribing practices for contraceptives
are based on outdated information, or were devised for contraceptives that have since been
reformulated (King et. al., 1993).

The design of service guidelines is "the step that converts all the accumulated research,
development, and experience into practical recommendations that largely determine what happens
to patients” (Eddy, 1990; Calla, 1992). According to Cohen et al. (1982, p. 1044), "Much of
current medical practice is based upon precedent alone...consequently we frequently observe high
utilization of interventions of questionable efficacy, while those of demonstrated value may be
underutilized.” At issue, however, is the lack of consistency, even among international eXperts
and organizations, on service delivery guidelines (WHO, 1992; Adrian et al., 1992; Angle et al.,
1993). While there is wide agreement on most practices, the need for some practices continues
to be debated (Guidelines Working Group, 1994).
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A research focus on service practices will help to distinguish between service guidelines and
practices that are medically necessary and those that may not be necessary, and will also
highlight practices that are perhaps being neglected, but that are essential to the safe provision
of contraception (Hardee et al., 1994). The Jamaican family planning programme should choose
the guidelines it will follow, basing the decision on current service practices, available resources,
perceived trade-offs, and the goals and objectives of the programme.
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Chapter 6: Scientific Evidence and Service Guidelines

"Doctors need consistent information on new advances in contraception.”

"Whatever programme is designed, we need to weigh the positive aspects. Pregnancy can
kill; I have never seen any family planning method that causes any serious harm. We
need to address the misconception that family planning will kill them."

Private Physicians, Jamaica

In this chapter, the practices of private providers are compared, where possible, with the Jamaican
Family Planning Service Delivery Manual (MOH and NFPB, 1991), and with international
guidelines. The Guidelines for Clinical Procedures in Family Planning of the Program for
International Training in Health were most extensively used in this review® (INTRAH, 1993),
Again, it is important to note that private providers were not an intended audience for the
Jamaican guidelines and were not expected to be aware of the INTRAH guidelines. The purpose
of this comparison is to present Jamaican service delivery practices in relationship to current
international evidence on the safe provision and use of contraception.’

A. Service delivery guidelines

Service delivery guidelines can play an important role in standardizing the care that clients
receive from service providers in a country. By outlining recommended practices for the
provision of contraceptive methods, the guidelines can help doctors provide consistent care to
clients. By reviewing and revising the guidelines periodically based on new scientific
information, and by providing refresher training to providers, family planning programs can help
assure that clients are provided high quality contraceptive care.

SINTRAH guidelines were extensively reviewed by experts in 13 countries in North America,
Europe, Africa, and Asia. The guidelines are accompanied by extensive citations to support the
various recommended service practices. The INTRAH guidelines were chosen for comparative
purposes because they are widely considered the most current and comprehensive service delivery
guidelines available.

"Another group, the Guidelines Working Group of the U.S. Agency for International
Development, is in the process of developing "Consensus Guidance for Updating Practices:
Hormonal Methods and IUDs" (1994). When finalized later in 1994, the guidelines, currently
in draft, will also be available as a resource for Jamaican service providers.
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The Ministry of Health and the National Family Planning Board developed national service
delivery guidelines for family planning in 1991 (MOH and NFPB, 1992). The guidelines, titled
The Family Planning Service Delivery Manual, represent a revision of the family planning
component of the Maternal and Child Health Norms, a Ministry of Health publication. These
guidelines, developed primarily for use in the public sector, include chapters on counselling,
physical assessment, breast examination and pap smear. The contraceptive methods covered
include oral contraceptives, injectables, NORPLANT®, IUD, barrier methods and natural family
planning. In addition, there are chapters on contraception for adolescents and breastfeeding and
contraception. The manual also includes a list of equipment needed in a family planning clinic,
ideas for monthly reporting, and management of supplies. Separate guidelines are available for
the provision of male and female sterilization.

The physicians were asked if they are aware of any national guidelines for the delivery of family
planning. Due to funding constraints, the guidelines were not widely disseminated to public
sector providers, nor were they targeted to the private sector. It is not surprising, then, that only
25 percent of the physicians know of the service delivery guidelines (table 6.1). Some of the
physicians mentioned that they would like to know more about the guidelines. When asked if
they use the manual, 27 percent of those who knew about it said they use the manual. When
asked why they do not use it, 62 percent replied that they do not have a copy, while an additional
28 percent said they already know the information.

Table 6.1
Private Physicians’ Knowledge and Use of
Public Sector Service Delivery Guidelines

[ Item Percent ||

Yes 235
No 40.5
Do not know 34.0

Number (365)

Number (92)
Do not have a copy 61.5
Already know the 277
information
Other 10.8

Number (65)

Note: percentages may not add to 100 due to

rounding.
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B. Initial provision of services
L Eligibility criteria for contraceptive use
a. Age criteria

Jamaica’s service delivery guidelines do not specify age requirements for contraceptive use.
However, age is implied: "A general rule for hormonal contraceptive use in adolescence is that
they should not be used if menarche is less than two (2) years" (MOH and NFPB, 1991: 37).
In addition, if a woman is "over 40 and has any risk factors for cardiovascular disease," she
should not use OCs. International evidence does not indicate age requirements for contraceptive
use (except for women over 35 with other contraindications (Guillebaud, 1992; Hatcher et al.,
1989; INTRAH, 1993). Most physicians in Jamaica apply a minimum age of 16 for the pill and
a maximum age of 35 years. International guidelines acknowledge, however, that for voluntary
surgical contraception (VSC), "local guidelines may specify a minimum age...for men or women
to qualify for VSC" (INTRAH, 1993:208).

b. Parity criteria

Jamaican service delivery guidelines state that Depo-Provera is a method for "women [and
adolescents] who have at least one child," and that "fertility must be proven so that delay in
return to fertility can be established” (MOH and NFPB, 1991: 38,54). INTRAH, Contraceptive
Technology International (CTI), and IPPF guidelines do not specify a parity requirement for
Depo-Provera, although it is important for young and nulliparous women to understand the
increased delay in return to fertility, which is seven months, on average (MBGWG, 1994; Mishell
et al., 1991).

For use of the IUD, the Jamaican guidelines are not specific as to a parity requirement. The
guidelines state that clients should be screened for "parity, pregnancy outcomes and desire for
more children" (p. 75). According to CTI, IPPF, and INTRAH guidelines, the IUD is best used
by women who have had at least one child. The guidelines also link parity with the risk for
STDs. Jamaican physicians are using this screening criterion; 58 percent of those interviewed
in this study indicated that a client should have at least one child to be eligible for the method.
The Jamaican guidelines do not recommend IUD use for women at risk of STDs. Farley et al.,
1992, and WHO, 1984 state that these women can be offered the IUD, if they already have the
children they want.

International guidelines do not specify a parity requirement for sterilization.
c Other medical and social criteria
Counselling. Jamaican service delivery guidelines, like all other guidelines, stress the need for

thorough counselling for clients regarding family planning in general and the contraceptive
method chosen in particular. IPPF stresses the rights of the client to quality contraceptive care,
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and the need for complete counselling on methods. The INTRAH guidelines make the following
statement for all contraceptive methods: "Under most circumstances, a woman’s risk of dying
from pregnancy is many times greater than her risk of dying from using [method]. In fact, the
higher a country’s maternal mortality rate, the more important it is to offer a woman the safety
of contraception” (p. 47). According to Matadial et al., 1985, writing in the West Indian Medical
Journal, "In general, women with severe hypertension should be advised not to become pregnant,
particularly if there was a previous history of superimposed pre-eclampsia." International
guidelines note that clients should be screened for risk of PID/STDs and should be counselled
accordingly about proper protection through contraception.

Contraindications for contraceptive use. The Jamaican guidelines list a number of the screening
criteria mentioned by the private physicians, including for the pill: tobacco smoking (particularly
over age 40), diabetes, liver condition, thromboembolic disorder, breast lump/cancer, irregular
bleeding, cardiovascular problems (if over age 40), and breastfeeding. Screening criteria not
listed in the guidelines for pill use include sickle cell disease, anaemia, respiratory problems,
PID/STDs, weight, and migraine.

For use of the pill, IPPF and INTRAH stress the need to weigh the risks of childbearing against
the risks of contraceptive use. For use of the pill, for example, INTRAH notes that if a woman
is unwilling to use non-hormonal methods, she should be counseled on "the pill regardless of any
of the following precautions (except pregnancy). Of course, any health problems should receive
appropriate attention” (p. 47). INTRAH lists tobacco smoking, particularly for women over 40,
as a contraindication. For diabetes, the guidelines note, "estrogens and progestins may slightly
decrease glucose tolerance, but this is unlikely to happen with low dose COCs. Also, women
with uncontrolled diabetes are at high risk for poor pregnancy outcome and need a very reliable
method of contraception” (p. 50). INTRAH guidelines note that women with any two of the
following conditions should be counselled to use a method other than the pill: over age 33,
smoking, diabetes, and high blood pressure. For COCs, IPPF lists cerebrovascular or coronary
artery disease and moderate to severe hypertension as contraindications to use, in addition to
smoking over age 35, malignancy of the breast or genital tract and thromboembolic disorders.

For Depo-Provera, fewer conditions are mentioned in the Jamaican guidelines than for the pill.
These conditions include breast lump/cancer, sickle cell disease, irregular bleeding, cardiovascular
problems, and migraine. The guidelines list diabetes as a problem requiring medical assessment.

For Depo-Provera, diabetes is listed as another consideration in international guidelines; the
guidelines, however, are equivocal about the use of Depo-Provera by women with diabetes.
Suspicious breast lumps and pelvic/cervical cancer should also be assessed before providing
Depo-Provera. Weight should be noted to establish a baseline in case the client gains weight
with Depo-Provera use.

Screening criteria listed for the IUD include pelvic/cervical cancer, irregular bleeding,

cardiovascular problems, PID/STDs, and multiple partners. For the IUD, international guidelines
list pelvic/cervical cancer, irregular bleeding, aneamia, cardiovascular problems, PID/STDs, and
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multiple partners as screening criteria (Hatcher et al., 1989, Huezo and Briggs, 1992, INTRAH,
1993). In addition, INTRAH lists uncontrolled diabetes as a screening criteria.

The Jamaican guidelines do not cover female and male sterilization, however a separate manual,
which is currently being updated with assistance from the Access to Voluntary and Safe
Contraception, International (AVSC), is available.

AVSC lists the following screening criteria for female sterilization: pelvic infection, heart
disease, obesity, systemic or localized infection, pelvic or abdominal adhesions, respiratory
problems, hypertension, diabetes, bleeding disorders, severe aneamia, and severe nutritional
deficiencies. For female sterilization, INTRAH guidelines indicate that local VSC centers may
screen for diabetes, anaemia, cardiovascular problems, and PID/STDs. Neither the Jamaican nor
the international guidelines lists marriage as a prerequisite for sterilization or any other method.

d. Blood pressure criteria

Blood pressure levels listed as high in the Jamaican guidelines are systolic over 140-160 or
diastolic over 90 on three or more readings. According to the INTRAH guidelines, high blood
pressure is a systolic of 190 or above and a diastolic of 110 or above, or if the reading is over
160/90 on three occasions. IPPF simply lists hypertension as a contraindication to COCs, without
defining blood pressure ranges. According to INTRAH, if a woman is under 35 and has never
been told she had high blood pressure, "explain that a blood pressure check is desirable but not
required before beginning hormonal contraceptives" (p. 50). Among the private physicians, the
vast majority take blood pressure into consideration when screening for contraceptive use.
Hypertension has been noted as a problem facing Caribbean populations, including Jamaica. The
average blood pressure level listed by the physicians is slightly lower than that prescribed in the
Jamaican and INTRAH guidelines.

e. Summary of eligibility criteria

It is interesting to note that not all of the private physicians screen for conditions deemed
important by the Jamaican and international guidelines for pill use, including tobacco smoking
over a certain age, liver condition, breast lump/cancer, irregular bleeding and cardiovascular
problems. The same is noted for screening for other contraceptive methods. For example,
irregular bleeding, aneamia, and PID/STDs are important for IUD use but were not mentioned
by all Jamaican doctors in the survey. In addition, some private physicians screen for conditions
inappropriate for the method. Depo-Provera for example is a method indicated for women with
sickle cell disease, while 13 percent of the private physicians said they screened out women with
sickle cell discase from using the injectable. According to Ceulaer et al. (1982), in a study
conducted in Jamaica,

Regardless of the mechanisms involved, the haematological changes on depo-

provera treatment were in the direction that would be expected to be beneficial in
patients with SS [sickle cell] disease. Experience in Jamaica over 18 years has
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indicated depo-provera to be an effective contraceptive agent; the possibility that
depo-provera may therefore be the contraceptive method of choice in patients with
SS disease must be seriously entertained.

Although pregnancy is a contraindication for use of most methods of family planning (with the
exception of condoms and spermicide, which also provide protection against STD/HIV
transmission), none of the doctors mentioned it when listing screening criteria (although a few
mentioned pregnancy test as a reason to postpone provision of a particular method.) It is likely
that pregnancy is considered such a fundamental contraindication for use, that the doctors did not
think it necessary to mention it.

o How many clients do not meet the screening criteria for contraceptive use?

Although the information on clients not meeting eligibility criteria are estimates, they appear to
be high. While the rates of such conditions as hypertension, diabetes and cervical cancer are
higher in Jamaica than in many other countries, the risks to the health of clients using various
methods of contraception should be carefully considered against the risk of unplanned pregnancy
which may occur when using other less effective methods, or no method at all. According to
INTRAH, "The major risk of giving hormonal contraceptives to a woman with unexplained
bleeding is the risk of masking the signs of endometrial, ovarian or cervical cancer. However,
90 percent of endometrial cancers occur after the age of 50, and both endometrial and ovarian
cancers are much less common in the developing world than in industrial countries. Therefore
the chances of hormonal use masking endometrial or ovarian cancer are extremely small"
(INTRAH, 1993).

3. Parental consent required for teenagers

According to the Jamaican guidelines, "the sexually active adolescent has a right to contraceptive
services" (p. 35). No mention is made of parental consent for contraceptive use in either the
Jamaican or the international guidelines.

4. Medical and laboratory tests required

Jamaican guidelines provide a chapter on physical assessment (including pelvic exam), pap smear
and breast exam. With the exception of IUD use, the guidelines do not specify which of these
exams should be conducted for the various contraceptive methods. For the IUD, a clinical
history and pelvic exam are required. INTRAH guidelines refer providers to the physical, pelvic,
breast and abdominal exams "if physical exams are performed at your service site” (p. 46). In
addition to those exams, (which also include weight and blood pressure), no other exams or
laboratory tests are listed as a prerequisite for any contraceptive method. IPPF lists history,
physical exam and certain laboratory tests, but stresses that, for example, "COCs should not be
withheld due to an absence of part or all of the physical or laboratory examinations if no
contraindications are found to exist in the medical history" (Huezo and Briggs, 1992, p. 6). The
Medical Barriers Guidelines Working Group stresses the need to ensure that clients not be sent
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away without a contraceptive method; preferably the method they want. According to Grimes
(1993), writing in the Lancet, certain screening services (e.g. serum cholesterol levels, blood
pressure, breast and pelvic examinations) may be essential elements of preventive medicine in
some settings, but they are not prerequisites for the safe use of hormonal methods.

While neither the Jamaican nor INTRAH guidelines mention the need for laboratory analysis of
blood or urine, between seven and 41 percent of doctors require laboratory analysis of blood
before provision of the various methods. Between 18 and 26 percent require laboratory analysis
of urine before use of the various methods. The INTRAH guidelines note the importance of
screening for PID and STDs (both through the history and visually).

C. Follow-up care
L Follow-up schedules

According to the Jamaican guidelines, providers are to provide one cycle of pills during the first
visit, three cycles during the second visit and to give six to 12 cycles thereafter. IPPF guidelines
recommend clients be seen about three months after starting the pill and at least once a year
thereafter. After the first (three month) visit, 10 or more cycles of pills can be given to the
client. The INTRAH guidelines suggest giving two to three cycles during the first visit and at
least three cycles thereafter. The Medical Barriers Guidelines Working Group stresses the need
for a continuous supply of pills for clients. While clients should be encouraged to come back
anytime for counselling, reassurance, or problems, there is no compelling medical reason for a
routine follow-up visit before one year.

The Jamaican guidelines do not specify a return schedule for the IUD; according to the Medical
Barriers Guidelines Working Group, clients should return one month after insertion. Thereafter,
follow-up visits need not be fixed, however, clients should be encouraged to return if they have
any of the following (or other questions or problems): late period, prolonged or excessive
abnormal spotting or bleeding, abdominal pain, pain with intercourse, infection exposure,
abdominal vaginal discharge or pelvic pain especially with fever, strings missing, or string seems
shorter or longer. Visits are encouraged for other preventive reproductive health care.

2, Medical and laboratory tests required
The pelvic and pap smear exam and test conducted by the physicians is likely a reflection on the
high incidence of infections and cervical cancer among Jamaican women. Neither the Jamaican

nor international guidelines lists any exams or laboratory tests as required during follow-up visits,
although various tests are recommended for the management of specific side effects.

3. Rest period from contraceptive use

59



The Jamaican guidelines do not suggest a rest period for any contraceptive method. To the
contrary, the guidelines specifically address confusion about the pill, stating "there is not a
justification for periodic withdrawal from the pill" (p. 45). The international guidelines do not
state the need to take a rest period from any contraceptive method.

D. Factors influencing method provision

F Reasons to postpone provision

According to the INTRAH guidelines, the pill can be initiated during the first seven days of
menses or when the provider is sure that the client is not pregnant. The INTRAH guidelines also
suggest that PID/STDs and dysfunctional bleeding be investigated and treated before certain
methods, such as the IUD, are provided. In addition, combined oral contraceptives are not a
good choice of method for breastfeeding women. The Jamaican guidelines do not address the
issue of postponing the provision of methods.

2. Preference for and opposition to methods

Some of the reasons given by the private physicians for opposing various contraceptive methods
are not based on current scientific and medical evidence. For example, the [UD is not an
abortifacient (Croxatto, 1992), nor does NORPLANT® have a high failure rate (INTRAH, 1993).
Depo-Provera does not cause infertility (Liskin, 1987), nor is it unsafe.
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Chapter 7: Conclusions and Recommendations

"We need more refresher courses for General Practitioners."”
"Training in family planning counselling needs to be emphasized.”

"We are now conquering the old wives’ tales concerning family planning and that is a
great achievement.”

Private Physicians, Jamaica

Conclusions

a Private physicians’ practices are influenced by the socio-cultural and health environment
within which they operate. Private providers, who supply 38 percent of family planning
services in Jamaica (CPS, 1994), sincerely desire to provide high quality care and to
ensure the safe use of contraceptives. The high incidence of hypertension and diabetes
in Jamaica may be factors considered in restricting hormonal methods to some clients,
using guidelines more cautiously than international recommendations. Physician practices
are also affected by the likelihood that clients have multiple partners. Physicians’
opinions of contraceptives are probably affected by the social view of menstruation and
the value of fertility.

= There is a need to standardize the consistency of care given to clients. A client seeking
services from different providers may be given a method by one provider and not by
another. While it is clear that each individual client must be screened according to his
or her own circumstances and conditions, more consistency of care may be warranted
islandwide. The method a client uses is likely to be influenced by the provider’s
preferences among the methods. A client using a hormonal method or the IUD is likely
to be encouraged to take a periodic rest from her method. Some clients whose provision
of a method is postponed may be sent away with no other method and told to return to
the service provider later. Men secking sterilization have fewer requirements than
women, including age, parity, marital status, other screening criteria, exams and laboratory
analyses. Many private physicians will not provide teenage clients with contraception
without the consent of parents.

o The health risks of clients using various methods of contraception should be carefully
considered against the risk of unplanned pregnancy which may occur when using less
effective methods or no method at all. Estimates of the percentage of clients not meeting
eligibility criteria appear to be high.
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Choice of methods is restricted in some practices, due to:

- Provider preference. The method a client uses is likely to be influenced by the
provider’s preferences among methods.

- Procedures required by providers that are not necessary for the correct use of
contraception (for example, frequent follow-up visits during contraceptive use, rest
period requirements for some methods, and laboratory tests)

- Technical competence. Some physicians may not be providing optimum quality
care to clients by not screening for important health conditions associated with
various contraceptive methods (e.g. unexplained irregular bleeding, tobacco
smoking and age, cardiovascular problems, PID/STDs).

Recommendations

Through research and experience, knowledge of contraceptive methods continually improves, as
do the design and formulation of contraceptive methods. Reasons for service practices in Jamaica
merit careful examination in light of current worldwide information on contraceptive methods.
Many practices will be justified due to local Jamaican conditions for women and men using
contraception, while others, once carefully evaluated, may be deemed unnecessary for the safe
use of contraception.

Consistency of practice guidelines. Service delivery guidelines can play an important
role in standardizing the care that clients receive from service providers in any country.
In 1991, the Ministry of Health and the National Family Planning Board developed
national service delivery guidelines for family planning in the public sector. One-quarter
of the private physicians know of the service delivery guidelines, a finding consistent with
the fact that the guidelines were targeted to the public sector, but, due to funding
constraints, were not widely disseminated. WHO will be updating medical criteria for
selection of contraceptive methods in 1994, based in part on the work of a working group
to update service delivery practices regarding hormonal methods and the ITUD. When
finalized, the recommendations from WHO should be put in the context of local medical
and service delivery conditions in Jamaica.

Through a participatory process of review by a wide range of service providers and
relevant organizations (such as the NFPB, the MOH, the MAJ and the NAJ) in the
country, Jamaica’s Family Planning Service Delivery Manual could be updated to provide
protocols on each contraceptive method, and then disseminated. By the admission of the
private providers, there will be great demand for the manual among both private and
public sector physicians who provide family planning in Jamaica.
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In addition, training curricula could be reviewed together with the service delivery
guidelines to ensure consistency between the training providers receive and the guidelines
they are given. Regular and refresher training could be conducted for private physicians
to update them on contraceptive technology and the safe provision of family planning
services. Revising the guidelines and providing training will help ensure that the care
given to clients is more consistent across providers. Training in counselling for informed
choice could help alleviate biases in the provision of contraception.

A legal and regulatory analysis is being conducted in 1994, to review laws and
regulations regarding contraceptives and family planning. Issues that have arisen in this
study regarding parental and spousal consent, for example, are being addressed. The
denial of contraceptive services to adolescents must be carefully examined against the
health and socio-demographic implications of adolescent fertility.

Continuing education for providers on contraceptive technology is important for
improving both the ability and the quality of services. Subject areas for seminars must
not only include clinical protocols for contraceptive use, but communication skills,
counselling, and motivational techniques. A substantial proportion of the physicians who
responded positively to the pilot project hope that participation will allow them access to
educational materials and counselling aids for their clients (62 and 54 percent
respectively.) They also are interested in projects that will upgrade their skills in
contraceptive technology, clinical techniques and family planning counselling (59, 50, and
33 percent respectively).
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Jamalca
Physiclan's Survey

Introduction

Good afternoon/evening. 1am [full pame]. I'm an interviewer from the University
of the West Indies. As you are aware, we are conducting a study on behalf of UWI, MAJ, and the
National Family Planning Board of private-practice physicians’ involvement in family planning. We will
speak with all private-practice physicians in Jamaica and would appreciate bearing your ideas. The
results of this interview will be used to plan a pilot project with private physicians, including a map of
all family planning service delivery locations islandwide.

The interview will take approximately 30 minutes. As a token of appreciation for your time we will
provide you a copy of Contraceptive Techpology at the completion of the interview. At the completion
of the study we will send you a summary of the research results.
L. Individual’s Background

1. Gender of physician (Do not ask. Interviewer record.)

Male 1

Female 2
2. How long have you been practicing medicine?

years

3a. Do you have any areas of specialty?

Yes 1
No 2 (skiptogq.4d

3b.  What are your areas of specialty? (Circle all that apply)

a. Family medicine
b. Internal medicine
¢. OB/GYN

d. Surgery

e. Urology

f. Public Health

g. Other (specify)

W s W -

o




4. During or after medical school, did you receive family planning training?

Yes 1
No 2 (if oo, skiptogq.?)

5. Did this training include any of the following? (Read list. Circle all that apply)

Method

=
2
&

a. Family Planning Counseling

b. Condom Provision

¢. Oral Contraceptives

d. TUD Insertion

e. Female Sterilization

f. Male Sterilization

g. Female Barrier Methods provision
| b. Depo-Proven Injection
I i. Norplant Insertion
| j. Natural Family Planaing

| k. Other (specify)

6. In your opinion, was this training adequate for you to provide these methods?

vt |t Joms | pms [0t Joma [ ouo | gt foes [ pmn | pma
B IR IR (e (o 02 [0 [0 o [0 [0

Yes 1
No 2
Don't know 98



0. Characteristics of Practice

Interviewer read: Now I would like to ask you some questions about your private practice.

L 8

10.

*11.

12.

Does your private practice offer family planning methods?

Yes 1(skiptoq.9)
No 2

What are your reasons for not providing family planning methods?

Does your private practice offer family planning counseling?

Yes 1 (skip to q. 11)
No 2

Why do you not provide family planning information?

Does your private practice refer clients for family planning services to another provider?
Yes 1 (Check gs. 7and 9. If answers to both were no, skip to q. 59).

No 2 (Checkgs. 7,9 and 11. If answers to all three were no,
skip to q.59).

In your private practice, at how many different locations do you provide family planning
methods and/or counseling?

locations



Now I would like to ask you a few questions about your private practice. Your addresses are
needed for mapping purposes only and will not appear in the final study report.

Practice 1
13.  What is the address and phone number of your first private practice? (Record below)

Address:

Parish

Phone:

14.  What days of the week and times of the day do you provide service in this private practice?

(Record in chart below.)
Services offered Hours (Specify a.m. and p.m.)
Day of the
week Yes No
a. Monday 1
b. Tuesday 1
¢. Wednesday 1
d. Thursday 1
e. Friday 1
f. Saturday |
g. Sunday 1

Interviewer comments:




Practice 2
15.  What is the address and phone number of your second private practice? (Record below.)
Address:

Parish:

Phone:

16. What days of the week and times of the day do yoy provide service in this private practice?

(Record in chart below.)
Services offered Hours (Specify a.m. and p.m.)
Day of the
week Yes No
a. Monday 1 2
b. Tuesday 1 2 |
¢. Wednesday 1 2
d. Thursday 1 2
e. Friday 1 2
1 2
1 2




Practice 3

17.  What is the address and phone number of your third private practice? (Record below).

Address:

Parish:

Phone:

18. What days of the week and times of the day do you provide service in this private practice?
(Record in chart below.)

Services offered
Yes No

Hours (Specify a.m. and p.m.)




Y,

*19 & 20.  What types of family planning services are offered at each of your private practices?
Which methods do you refer for? (Prompt for practices listed in questions 13, 15 and
17. Show categories and circle all that apply. Record methods referred for in Q. 20.)

mm— e

19¢ 20 21
Practice 3 Refer for Resson
1 i
2 2

21.  What is the primary reason you don’t offer ? (Prompt for each method pot
offered in gny private practice. See reason code list below but do not prompt for reasons.
Record first reason mentioned in Q21 in chart above.)

Resson codes

Counseling takes 100 long

Too time consuming/cannct make adequate compensation
Not trained/qualified in required procedures

Do not have required equipment

Do not have pecessary supplics

Limited demand

Have concerns about safety of metbod

Prohibited by law

Other (specify)

O 80 ~) OB e




22.

23.

26.

In your private practice [with the most family planning clients], which of these staff provide
family planning counseling? (Read categories, record in chart below.)

Designation

a. Doctors

b. Nurse

¢. Receptionist

d. Other (Specify)

Which staff in your private practice administer the following methods? (Read methods provided
by physician, from q. 19. For each method circle all providers that apply)

Method/Provider | Doctor
a. Pill
b. Depo-Proven

ot | P | md | b | b | b

Onawnge,howmmyclknudoymmawuk(wmm.notonlyhmﬂyphmi.ng)?

8. clients
b. Don't know o8
On average, bow many of these clicnts are family planning clients?

a. clients
b. Don't know o8

Approximately bow much time do you spend counseling each pew family planning acceptor?

minutes



M. Service Delivery Practices
Now I would like to ask you some questions about your provision of family planning methods.

Interviewer: check q. 19. Does physician provide, prescribe or refer for pilis?
If no, skip to q. 29.)

27. Whenwnsidcﬁn;aclieuforlhcpiﬂwhatmywelip'bﬂhycrheﬁlforux(l‘romptoulyfw

starred (°) items.)
Restrictions Nature of cBghity crileris
8g Minimum age
%. Mazimum age
%c. Blood pressure (stale maximum acceplable) | Systolie: Diastolie:
o4, Tobecco smoker 1Yes 2 No
*¢. Tobacco smoker over & cerain age 1 Yes 2 No

{. Diabetes (of client or is famBy) | Y 2 Ne
g- Liver condition (aundiced eyes) ! Ya 2 No
b Varicose veims 1Yes 2 No
1 Yes
j. lrregular bleeding 1 Yes 2 No
1Yes
1 Yes

@ Respiratory problems | Yes 2 Ne
2 Sickls cell discase 1 Yes 2No
1Ye

1Ya

28.  Of the clients you screen for pill use what, in your estimate, is the percent who do not meet your
eligibility criteria above.




Interviewer: check q. 19. Does physician provide or refer for Depo-Provera?
If no, skip to q. 31.)

29. When considering a client for Depo-Provera what are your eligibility criteria for use (Prompt
only for starred (®) items.)

Restrictions

°3. Minimum age

*b. Maximum age 1
I'e.mm_ ___chidrea

ed. Blood pressure (sate mazimam sccepuble) | Systoles Dlastolic: |

%¢. Tobecco smoker 1Yes 2 No

of, Tobacco smoker over 8 ceraim age 1 Yes 2 No

g. Diabetes (of client or in family) 1 Yes 2 Ne

b. Liver eondition (aundiced eyes) ' 1 Yes 2 No
{ L Varicose veirs 1Yes 2 No
Ij. Breast lurnp/cancer 1Yes 2 No
It.lrnnh.rbimdiq 1Yes 2 No

1. Ancoia 1Yes 2 No
| &. carsiovascutar probiens 1 Yes 2 No

a. Respiratory problems 1Yes 2 No 1’

©. Sickle cell discase 1 Yes 2 No

p. PID/STD 1Yes 2 No

q. Breastfeeding 1Yes 2 No

r. Other '

30. Of the clients your screen for Depo-Provera use, what, in your estimate, is the percent who do
pot meet your eligibility criteria above?

%

10



Interviewer: check q. 19. Does physician provide or refer for the TUD? If no, skip to q. 33.)

31.  When considering a client for the TUD what are your eligibility criteria for use (Prompt only for
starred (°) items.)

32.  Of the clients you screen for TUD use what, in your estimate, is the percent who do not mest your
eligibility criteria above.

%

11



Interviewer: check q. 19. Does physician provide or refer for female sterilization? If no, skip to
q. 35.)

33. When considering a client for female sterilization what are your eligibility criteria for use
(Prompt only for starred (°) items.)

l 8. Minioum age
ET—
®c. At least childrea
d. Weight
¢. Blood pressure (staie mazimum acceptable) Systolic: Diastolic:
of. Marital statug 1 Yes 2 No
I;.Dhbm(ofcl‘ﬂorhﬁnﬂy) 1Yes 2 No
b. Liver condition (aundiced eyes) 1Yes 2No
IL?lrbuuveil 1 Yes No
I . Breast umpicancer 1Ye 2N
[ & trregutar bleeting 1 Yes 2 No
ILA.nﬂnil 1 Yes 2No
I-.Cudiwmhrproblem 1 Ya 2 No
Il.mmprobh- 1 Ya 2MNo
o. Sickle cell disease 1Yes 2 No
|p.rmrs'rn 1Yes 2 No
q. Breastieeding 1Yes 2 No
¢, Other

34. Of the clients you screen for female sterilization what, in your estimate, is the percent who do
not meet your eligibility criteria above?

%

12



Interviewer: check q. 19. Does physician provide or refer for male sterilization? If no, skip to
q. 37.)

35. When considering a client for male sterilization what are your eligibility criteria for use (Prompt
only for starred (®) items.)

childrea

d. Weight

¢. Blood pressure (s maximum acceptable) | Systolies Disstolie:
of. Marital stams 1Yes 2 No
g. Disbetes (of client or in family) 1 Yes 2 Ne
b. Liver condition (jaundiced eyes) 1 Yes 2 No
L Varicose veins 1 Yes 2 No
}. Aocmin 1Yes 1Ne
k. Cardiovascular problems | Yes 2 No
I. Respiratory prodlems | Yes 2 No
m. Sickle cell disease 1 Yes 2 No
8. STD 1 Yes 1 No
0. Other

36.  Of the clients you screen for male sterilization, what in your estimate, is the percent who do not
meet your eligibility criteria above?

13



37.  Are there any methods that you recommend clients to rest, or take a break from using?

Yes 1
No 2 (skip to q. 40)

38 & 39. Which methods do you recommend a rest from, and why?

38.
Recommend
Method a rest
Yes No

39, .
Reason

—

40.  Are you aware of a Jamaican manual which contains guidelines for family planning service

delivery?
Yes, one exists 1
No, one does not exists 2 (skip to q. 43)
Don't know 98 (skip to q. 43)

41.  Does this private practice use the manual?

Yes 1 (skip to q. 43)
No 2

42. If o, why pot (circle all that apply)

a. Don't have a copy

b. Outdated information :
¢. Already know the information
d. Other (specify)

14
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43.

45.

Do you requu'e the consent of parents so that sexually active teenagers under 16 can receive a
contraceptive method?

Yes 1

No

2 (If no, skip to q.46)

o~
L

For the methods that you provide, for which do you require parental consent? (Unprompted.)

Consent I

e Yes No I
a. Pill 1 2
b. Depo-Provera 1 2
¢. Condom 1 2
| d. Female barrier methods | 1 2
e. IUD 1 2

What do you do if the teenager under 16 does not have parental consent? (Unprompted.
Clrcle all that apply.)

roap o

Do not provide any method

Refer to another family planning provider
Suggest another method

Convince the parents to give permission
Provide the method anyway

Other (specify)

15

W B WD =



IV. Medical/Lab Exams

Check question 19 for methods provided.

46. Which exams and laboratory amalyses do you routinely require before providing the following
contraceptive methods? (Read methods provided, from q. 19. Circle all tests/exams that
apply. Do pot prompt for tests.)

47.

P e ili—]

If 0o problems arise, bow many follow-ups visits are regularly scheduled for:

Oral Contraceptives: a. First year
b. Subscquent years

IUD:s: ¢. First year
d. Subsequent years

(@) ®) @ ®
S ra | Barer wp Suerlzss
2. Nooe required 1 | 1 |
b. Clinical history 2 2 2 2
¢. Complete physical exam 3 3 3 3
d. Weight 4 4 I ‘
e. Pelvic exam 3 s s L]
{. Blood pressure @ é 6 ¢
g. Laboratory analysis of blood 7 7 7 7
b. Laborstory analysis of urine a 8 8 [
L. Laboratory analysis of STDs 9 [ ) )
J. Pap Smear 10 10 10 10
k. Other il 1 1} 1 il 1l
(specify)




48.  Which exams and laboratory analyses are routinely required for follow-up visits for the following
methods? (Read methods provided, from q. 19. Circle all tests/exams that apply. Do pot

prompt for tests.)

a b € d I
Exar/Analysis Female Depo-
Pill | Barrier Provea | IUD
a. Nooe required 1 1 1 1
b. Physical exam 2 2 2 2
[ e weight 3 3 3 3
d. Pelvic exam 4 4 4 4
e. Blood pressure 5 s s S
f. Pap Smear 6 6 6 é
g. Other 7 7 7 7
(spexify)

49. Where does the client go for blood and other laboratory analyses?

a. Done on location 1
b. Within greater facility 2
¢. Elsewhere 3
d. Estimated distance from your private practice (in miles)
e. None required 5

17
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V. Factors Affecting Method Provision

Are there any methods that you postpone the jnitial provision of for the following reasons? (Read
reasons below and circle all that apply for each method mentioned.)

What do you do if you postpone the provision of a method? (Circle all that apply.)

4. Provide another method

b. Refer to another provider
¢. Tell client to return later
d. Other (specify)

o W D =
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$2. Do you tend to prefer any method in particular for the following types of clients? Why do you
prefer that method? (For (c) see responses below and list all that apply.)

a. Type of client b. Preference of method €. Reason (see below) I

8. For women who want 10 delay their
first birth (delay)

b. For womena who want o spece their
pext birth (space)

¢. For women who want 10 siop baving
children (limit)

Least side effects

Safe

Most effective

Not too expeasive for users

Most acceptable

Most professional experience with method
Easy to use

Little discontinuation of method

Other (specify )

LU-NC - WP N
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$3.  Are there any contraceptive methods that you are opposed to?

Yes 1|
No 2 (skip to q. 56)

54 & SS. If yes, what methods and why? (Unprompted.)

"

[ ]

[

wNfled [0 |60 J0d [od [0 00 [0 [ |00
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56.

37.

What fee do you charge for a family planning office visit for a pew acceptor? (Read

categories.)

a. Less than J$200 1

b. J$200-300 2

c. J$301-400 3

d. More than J$400 4

e. No response 99 (Skip to q. 58)

What fees do you charge for the initial provision of the following methods (Ask only for

/

J

methods provided by the physician, from q. 19.)

Contraceptive Method

Fee (J$)

No

&

a. Pill (prescription or provision)

b. Depo-Provera (injection)

¢. IUD (insertion)

d. Female sterilization

¢. Male sterilization

f. Condom (provision)

e e e e e |

g. Female Barrier Methods (provision)

:33:83833,5h

lll.Othm'
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Which factors do you feel hinder your ability to expand provision of family planning? (Show
response card. Circle all that apply.)

a. No consistent guidelines 1
b. No training in providing/prescribing contraceptives 2
¢. No information on new advances in contraception 3
d. Cost of contraceptives to provider 4
e. No money to be made in family planning S
f. Unwillingness of clients to pay a reasonable price 6
for family planning services 7
g. Cost of equipment 8
h. Poor contraceptive supply 9
i. Lack of time 10
i. Attitudes of medical personnel 11
j- Beliefs and traditions of the population 12
k. Other 13
1. Don't know 98

In your opinion, what could be done to motivate private-practice physicians to become more
involved in family planning? (Unprompted. Circle all that apply.)

a. Greater financial compensation

b. Financial incentives

c. Free start-up samples

d. Training in family planning counseling

¢. Training in family planning methods

f. Educational materials for clicnts

g. Educational materials for providers

b. Rescnsitizing to family planning concerns
i. Other (specify)
J. Don't know

30“-!@“&““-—-



61.

V1. Pilot Project

In a few months, the National Family Planning Board will design a pilot project to involve more
private physicians in family planning. Please tell me whether you would be interested in
participating in or receiving any of the following: (Show responses, Circle all that apply.)

a. Refresher course in contraceptive technology
b. Training in family planning counseling
¢. Clinical training (specify method )

1

2

3 skip to q. 62
d. Bducational materials for clicats ;

6

7

e. Counseling aids
f. Other (specify)
g. Not interested in any

Why aren’t you interested in any of these activities (Clrcle all that apply.)

a. Can't make money in family planning

b. Not interested in fp/specializes in another area
¢. Too busy to expand practice

d. Too many follow-up problems arise with fp
e. Other (specify)

skip to q. 63

U & W N b=

If you became involved in expanded family planning service delivery, what would your needs be?
(Unprompted. Circle all that apply.)

a. Additional administrative staff

b. Additional counseling staff

¢. More space

d. Supplies (specify )
e. Equipment (specify )
f. Mini-surgery facilities

{. Training for staff
d. Educational materials for clicnts

e. Other (specify)

Ve -1WLEWLWN—




63. Do you have anything that you would like to add to what we have discussed?

Thank you for taking the time to answer these questions. Your responses will be very belpful for the
National Family Planning Board to increase access 10 family planning services in Jamaica. Please accept
this copy of Contraceptive Technology as thanks for participating in this survey.

Interviewer's comments:
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Appendix C

ADVANCED TRAINING & RESEARCH IN FERTILITY MANAGEMENT
Depariment of Obstetrics and Gynaecology

The University of the Wesl indies
P.0. Box 48, Mona

e, Kingston 7, Jamaica
T . §2-71620-9 Ext. 2304-5
Fax: 82-77382

Dear Dr.

The National Family Planning Board is considering opportunitics to expand the
delivery of family planning services and to inefease the participation of the private sector in
service delivery. This requires an understanding of the availability of existing services both in
the private and public sectors. The Fertility Management Unit and the Institute of Social and
Economic Research of the UW1 have been contracted to identify and map all family planning
service delivery points (SDPs), the types of services offered including counselling and their
hours of operation. In addition, the Board needs information on privaie practitioners' interest
and skill in the provision of long term and permanent contraceptive methods.

Doctors would have to be approachéd directly to obtain the necessary information.
You should, by this time, have received a letter from The National Family Planning Board
asking for your co-operation in the ficld exercise. We hope to complete it within the space of
five weeks and can only do so with that co-operation. Our field officers will be getting in
touch with you to make arrangements for an interview at your earliest convenience. We look
forward to your assistance in this important enterprise.

Sizrdy, _
Hugh Wynter
Director, FMU
~
P
Elsie LeFranc
Director, ISER




Appendix D NATIONAL FAMILY PLANNING BOARD

THE JUNE RATTRAY BUILDING

§ SYLVAN AVENUE,
P.O. BOX 287,
KINGSTON §, JAMAICA, W.L
O ————— 21st June, 1993
ml-l L[] "
Dear Doctor:

The National Family Planning Board, in collaboration with the Medical Association of Jamaica,
UWI, Advanced Training and Research in Fertility Management/Institute for Social and
Economic Research, and the US Agency for International Development, is conducting a study
to assess the current availability of family planning services island wide. The results of the
study will be used by its sponsors to develop a pilot project with interested private physicians
to provide new or expanded family planning services. This is in support of the national
population policy goal to increase contraceptive prevalence from the current estimated 55% of
women of reproductive age to approximately 63% by the year 2000 and to strive for family
planning programme sustainability in view of imminent dwindling of Government of Jamaica and
foreign donor funding.

The University of the West Indies, Advanced Training and Research/Institute for Social and
Economic Research (UWUFMU/ISER) has been contracted to conduct the study, which will take
place from pow until September 1993. An interviewer from UWUFMU/ISER will be contacting
you soon to schedule an appointment during the month of July 1993 to conduct a face-to-face
interview, which will last approximately 30 minutes. In appreciation for your valuable time
given in the completion of the questionnaire and your participation in the survey we will be
providing you with a copy of the international edition of the book Contraceptive Technology.
Also, when the study is completed, the National Family Planning Board will mail you a report
on the research results,

Your participation is crucial to ensure the development of a private physicians’ pilot project that
is effective, cost-efficient, and acceptable to the medical community in Jamaica. We look
forward to your cooperation and our working together on this joint venture. If you have any
questions or suggestions, please contact Dr. Wilma Bailey, Principal Investigator for
UWL/FMU/ISER at 927-1020........

Sincerel

Ly aue— @%M.’."‘.mﬁ..t .....
Executive Director, Director, Advanced Training &
Natignal Family Planning Board Research in Fertility Management

Pregident,

Medical Association of Jamaica



