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Abstract 

Introduction This study examines experiences with a family planning segmentation counseling tool that is used dur‑
ing the provision of family planning services. Based on answers to a series of questions, women are segmented into 
one of five categories of family planning users and counseled based on their identified segment. This study aimed to 
qualitatively assess provider perspectives on implementation of the tool.

Methods Semi‑structured in‑depth interviews took place in the Dosso region of Niger among 16 family planning 
providers who had been trained in segmentation and were currently using the segmentation tool. The facilities 
chosen for interviews were part of a larger mixed methods study assessing the impact of using the segmentation 
approach. Interview questions focused on training, supervision, how segmentation occurs at the health facility, how 
segmentation changes provider–client interactions, and any difficulties faced with implementation. Interviews were 
translated and transcribed into French and data were coded and thematically analyzed.

Results All providers in the study reported positive outcomes associated with segmentation. While providers 
acknowledged that the segmentation approach added time to the clinic visit, they did see the benefit of this extra 
time in providing more meaningful interactions between clients and providers, leaving clients with a deeper under‑
standing of family planning and of the different methods available. The implementation of the tool did not change 
other aspects of service delivery, except that a segmentation sheet was required to be filled in and kept in each 
patient’s file. Difficulties reported included translating the segmentation tool questions into local languages, training 
enough health care providers and avoiding stock outs of the segmentation sheets.

Conclusion The segmentation process is of benefit to family planning clients in Niger and the scale‑up of the strat‑
egy could bring higher quality services to women. If this approach is brought to scale the implementation challenges 
uncovered need to be addressed, especially adequate training. Further research is needed to determine if segmenta‑
tion leads to changes in family planning use outcomes.
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Résumé 

Introduction Cette étude examine les expériences d’un outil de conseil de segmentation en planification familiale 
utilisé lors des prestations de services de planification familiale. Sur la base des réponses données à une série de 
questions, les femmes sont réparties dans l’une des cinq catégories d’utilisatrices de planification familiale (segment) 
et conseillées en fonction de leur segment identifié. Cette étude vise à évaluer qualitativement les perceptions des 
prestataires sur l’utilisation de l’outil de conseil de segmentation.

Méthodes Des entretiens approfondis semi‑structurés ont été effectués dans la région de Dosso au Niger auprès de 
16 prestataires de planification familiale formés à l’utilisation de l’outil et l’utilisant au moment de la collecte des don‑
nées. Les structures de santé sélectionnés pour les entretiens figurent dans une étude plus vaste à méthodes mixtes 
évaluant l’impact de l’utilisation de l’approche de segmentation. Les questions d’entretien portaient sur la formation, 
la supervision, la façon dont la segmentation se produit dans l’établissement de santé, comment la segmentation 
modifie les interactions prestataire‑client et toutes les difficultés rencontrées lors de la mise en œuvre. Les entretiens 
ont été traduits et transcrits en français et les données ont été codées et analysées par thématique.

Résultats Tous les prestataires de l’étude ont rapporté des résultats positifs associés à la segmentation. Bien que les 
prestataires aient reconnu que l’approche de segmentation a ajouté du temps à la visite au centre de santé, ils ont 
vu l’avantage de ce temps supplémentaire en fournissant des interactions plus significatives entre les clients et les 
prestataires, laissant aux clients une meilleure compréhension de la planification familiale et des différentes méthodes 
disponibles. La mise en place de l’outil n’a pas changé les autres aspects de la prestation de services, si ce n’est qu’une 
fiche de segmentation devait être remplie et conservée dans le dossier de chaque patient. Les difficultés signalées 
comprenaient la traduction des questions de l’outil de segmentation dans les langues locales, la formation d’un nom‑
bre suffisant de prestataires de soins de santé et la prévention des ruptures de stock de fiches de segmentation.

Conclusion Le processus de segmentation profite aux clientes de la planification familiale au Niger et la mise à 
l’échelle de la stratégie pourrait apporter des services de meilleure qualité aux femmes. Si cette approche est por‑
tée à grande échelle, les défis de mise en œuvre découverts doivent être relevés, en particulier une formation sur 
l’utilisation de l’outil adéquate. Des recherches supplémentaires sont nécessaires pour déterminer si la segmentation 
entraîne des changements dans les résultats de l’utilisation de la planification familiale.

Mots clés Planification familiale, Niger, Afrique sub‑saharienne, Services de santé reproductive, Qualité des conseils, 
Segmentation, Mise à l’échelle du programme

Plain language summary 

This is a study about what nurses and other health care staff in Niger think about a segmentation counseling tool that 
is used during family planning services. Segmentation means that during counseling each woman is asked a series 
of questions and, depending on her answers, she is segmented into one of five ‘client type’ categories and counseled 
based on that ‘client type’ or segment. Face‑to‑face interviews with health care staff took place in the Dosso region 
of Niger among 16 staff who were using the tool with their patients. The facilities chosen for interviews were part 
of a larger study assessing how well segmentation was working. Staff were asked about training, supervision, how 
segmentation occurs at the facility, how segmentation changes how they interact with patients, and any difficulties 
faced with implementation. All the interviews were then analyzed. All providers in the study had positive things to 
say about segmentation, including the benefit of spending extra time with each client. This extra time results in more 
meaningful interactions between clients and providers, leaving clients with a deeper understanding of family plan‑
ning and of the different methods available. Difficulties reported included translating the segmentation tool ques‑
tions into local languages, training enough health care providers and avoiding stock outs of the segmentation sheets. 
The segmentation process is of benefit to family planning clients in Niger and can contribute to higher quality family 
planning services for women. The challenges that were found need to be addressed, especially adequate training.

Introduction
Niger has long been recognized as a country with high 
fertility and low contraceptive use. The 2012 Demo-
graphic and Health Survey estimated that the total 

fertility rate was 7.6 births per woman [1]. In 2017, the 
Performance Monitoring for Action (PMA) project esti-
mated that the modern contraceptive prevalence in Niger 
was 15.2% among all women and 18.1% among women 
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married or in union [2]. PMA also found that only 27% 
of women in union were visited by a health worker or 
visited a health facility and discussed family planning 
with a provider [2]; this suggests gaps in family planning 
awareness for women who may need information to help 
them to delay or avoid childbearing. The Government of 
Niger has made significant commitments as part of their 
engagement in the FP2020 initiative to increasing contra-
ceptive use to help improve the health and well-being of 
women throughout the nation. In 2012, the government 
set an ambitious goal of attaining a modern contracep-
tive prevalence of 50% by 2020; the estimated 2020 mod-
ern contraceptive prevalence level was 16.9% [3]. Even 
though the country did not meet the 2020 goal, in Octo-
ber of 2021 Niger set a new goal of attaining a modern 
contraceptive prevalence of 36.8% by 2030 as part of 
FP2030 [4].

Ensuring high quality health services is not only a 
human right but also important for ensuring that all 
women, men, and children are able to attain their highest 
potential in terms of health and well-being [5]. Numerous 
strategies have been implemented to improve the qual-
ity of family planning (FP) services provided, including 
whole-site training, clinic makeovers, commodity secu-
rity strategies, task shifting, integration of family plan-
ning with other maternal and child health services, and 
both clinical and counseling training of health care pro-
viders [6–9]. One strategy initially launched in the late 
1990s by the Population Council is the Balanced Coun-
seling Strategy (BCS). BCS is a strategy whereby provid-
ers are trained on how to counsel clients based on the 
clients’ specific needs to support informed FP decision-
making [10]. The BCS approach is meant to address some 
of the key elements of quality of care identified by Judith 
Bruce in 1990, including choice of methods, information 
provided to clients, interpersonal relations, and follow-
up and continuity mechanisms [11]. BCS was found to 
lead to improved quality of services and was associated 
with increases in clients’ knowledge and use of effective 
methods of family planning [12, 13].

In Niger the government has identified a segmentation 
counseling strategy that it intends to scale-up; this seg-
mentation approach is similar to BCS because it identi-
fies categories of women and trains providers to provide 
counseling specific to each group’s needs [14, 15]. The 
Government of Niger is employing the segmentation 
strategy to help increase contraceptive use. Through seg-
menting clients, it is hypothesized that all women visit-
ing a family planning provider will be offered high quality 
services, including being introduced to a range of meth-
ods to meet their current family planning needs. Mar-
ket, or audience, segmentation for family planning is an 

approach that has been used for decades to improve the 
quality of FP services [16].

The segmentation strategy in Niger was developed 
through a rigorous process that included qualitative and 
quantitative data collection from 2013 to 2014. Focus 
group discussions with married and unmarried women 
and men aged 15–24 and 25 and over, in-depth inter-
views with FP providers, and observations of FP con-
sultations were conducted. The results of the qualitative 
data analysis were used to develop initial segments. Next, 
over 2000 women, from a nationally representative sam-
ple in Niger, were surveyed [17]. The quantitative data 
were filtered using key variables, resulting in the identi-
fication of five distinct segments of women for the Niger 
context—Healthy Proactives, Traditional Autonomists, 
Sheltered Skeptics, Modern Elites, and Conservative Pas-
sives (Additional file  3: Figure S1). A similar approach 
has been used to identify health care provider segments 
in Burkina Faso, Pakistan and Tanzania as part of the 
Beyond Bias project [18]. The family planning segments 
are based on key behaviors and attitudes that relate to 
contraceptive use and counseling needs by group such as 
openness to modern methods, influence of religion, and 
desired family size. For each of the segments, specific 
counseling tools were developed to inform counseling 
around family size desires and appropriate methods to 
meet stated needs. A segmentation tool was designed 
with twelve questions related to a client’s family planning 
experiences and expectations (Additional file  3: Figure 
S1) that are asked by the provider to all women seeking 
family planning services at a health facility. Based on the 
answers to these questions, women are categorized into 
one of the five categories and counseled based on their 
identified category [15]. While asking the 12 questions 
adds time to a client visit, the counseling is somewhat 
more targeted and may eventually lead to less time spent 
during the visit. This strategy was first introduced into 
the Niger healthcare system in collaboration with Path-
finder International in 2017.

In the initial testing of the segmentation approach 
in Niger, Pathfinder International found that providers 
found it easy to use, were able to use it, and it was associ-
ated with method adoption [17]. Based on these findings, 
segmentation is considered a promising strategy that is 
meant to optimize the time that providers spend with cli-
ents and improve the services that they receive during a 
family planning visit. Recommendations from the pilot 
were that segmentation should be scaled up, however, 
before taking it to scale, the Government of Niger and 
Pathfinder International deemed it necessary to under-
take a mixed methods evaluation of the strategy. This 
paper reports the qualitative findings from health care 
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providers about their experiences with segmentation at 
facilities where segmentation has been implemented; this 
information is important for informing potential scale-
up of the approach. In an earlier paper using exit inter-
view data with clients from the same study sites in Niger, 
it was found that clients reported higher quality of care 
in facilities that had segmentation than in facilities with-
out segmentation and those clients who were segmented 
reported better quality than those clients who were not 
segmented [19].

Methods
Setting
This study was part of a larger assessment of the segmen-
tation counseling strategy that included data collection in 
45 Centres de Santé Integré (CSI), or type 1 and 2 level 
health centers, in the Boboye, Dosso, Doutchi, Falmey, 
Loga, and Tibiri health districts of Dosso region of 
Niger. Dosso is one of eight regions in Niger and is in the 
extreme southwest of the country bordering Benin and 
Nigeria (Additional file  4: Figure S2). The Dosso region 
had a total population of 2,459,812  people in 2017 and 
is the historic center of the Dosso Kingdom [20]. Dosso 
region is predominately rural, with only 8.9% of the pop-
ulation living in urban settings in 2017 [20].

Study design
The parent study for the data reported here comprised of 
a mixed methods quasi-experimental post-test only eval-
uation study implemented in the Dosso region between 
February and March 2020. The design of the parent study 
included three arms, two that included segmentation and 
one that did not include segmentation (the comparison 
arm). For the study presented here, the qualitative por-
tion of the mixed methods evaluation, 16 of the 30 CSIs 
in the implementation arms of the parent study were 
selected to participate in qualitative data collection with 
providers. In each of the 16 CSIs, one health care pro-
vider was invited to participate in an in-depth interview 
(IDI) if they had been trained on segmentation. See Addi-
tional file 5: Figure S3 for visual presentation of the study 
design for the qualitative portion of the study.

Interview guide development
A qualitative IDI interview guide was developed to 
explore healthcare provider experiences and perspec-
tives on the segmentation tool. The IDI interview guide 
was divided into two parts. Part 1 included two vignettes 
about hypothetical family planning clients asked in all 
arms. Data from Part 1 is not included in this paper. Part 
2 of the guide included questions about use of the seg-
mentation tool at the CSI. Data drawn from questions in 
Part 2 of the guide are presented in this paper. Part 2 of 

the interview guide was divided into these topic areas: 
(1) training on the segmentation tool, (2) experiences 
with using the segmentation tool, (3) influence of the seg-
mentation process on family planning methods offered 
by the provider or chosen by the client, and (4) general 
feedback on segmentation. Each of the questions in the 
guide included probes to draw out more rich informa-
tion about providers’ use of the segmentation tool. The 
interview guide was piloted with four health care provid-
ers outside the study area before data collection began to 
ensure the questions were appropriate; all questions were 
refined based on feedback during the pilot. During train-
ing of interviewers, the team discussed the translation of 
each question into Zarma and Hausa since these are gen-
erally not written languages. The final interview guide is 
provided in the Supplement.

Data collection
In-depth interviews were conducted in private rooms 
at the CSIs where the chosen provider was located. The 
entire in-depth interview ranged in length from 32 to 
100  min. One female or one male trained interviewer 
conducted the IDIs in Zarma, Hausa, and French. All 
interviewees provided demographic information regard-
ing their gender, age, health care cadre, training and 
education, number of years working at the facility and 
number of years offering family planning services. All 
interviews were audio recorded after obtaining written 
consent from the providers. The Zarma and Hausa audio 
recordings were first translated and then transcribed into 
French and any French audio recordings were directly 
transcribed. The final de-identified French transcriptions 
were uploaded onto a web-based collaborative qualitative 
research analysis platform called Dedoose [21]. Analysis 
was undertaken in French and the quotes presented in 
this paper were translated into English by our Niger study 
team and checked for clarity by our USA study team.

Data analysis
Preliminary codebooks for Part 1 and Part 2 of the guide 
were developed based on both the questions in the inter-
view guide and a review of the content in three randomly 
selected interview transcripts. The codebooks contained 
both major themes called ‘parent’ codes and sub-themes 
called ‘child’ codes. These codes were then entered into 
Dedoose. Four investigators then coded the first six inter-
views using the parent codes, compared their results, and 
revised the parent codes in the codebooks. The same four 
investigators (SC, AM, BA, IC) then coded the ten sub-
sequent interview transcripts using these parent codes 
while continuing to reach consensus on the definitions 
and distinct meanings of each parent code. Once parent 
coding was complete, two investigators (AM, BA) coded 
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the segmentation child codes for all 16 interviews using 
the child codes in the codebook, revising the codebook as 
needed based on reaching consensus of code definitions. 
Inter-rater reliability (IRR) testing was conducted once 
for the four coders who coded parent codes and twice for 
the two coders who coded child codes, both compared 
to a master coder (EM), as an additional measure of cod-
ing quality. The IRR tests were conducted in Dedoose. 
Dedoose code-specific application results are reported 
using Cohen’s kappa statistic [22, 23]. Analysis consisted 
of a thematic analysis that examined content under each 
parent code and its associated child codes, focusing on 
the objectives of the study and differences by descriptors 
for each theme. All coders reached consensus during the 
final stages of analysis on the themes that emerged from 
the coded data.

Results
A total of 16 health care providers participated in the 
study, with a 100% participation rate. The 16 provid-
ers interviewed had all been trained in segmentation 
and had been using the segmentation tool for a mean of 
16 months (range 1–60 months). Although the plan was 
to include eight providers from each arm, in the end, 
interviews were collected from seven providers from 
Arm 1 of the study and nine providers from Arm 2. The 
providers represented four distinct roles at the CSIs: 
Chief of the CSI (3 providers), Deputy Chief of the CSI 
(3 providers), Nurse (5 providers), and Midwife (5 pro-
viders). The mean age of the providers was 38 years and 
they were predominately female (81%). Half of the 16 
interviews were with providers from Boboye health dis-
trict, with the rest of the interviews represented by Dosso 
(3 interviews), Doutchi (3 interviews) and Loga (2 inter-
views) health districts. The mean number of years pro-
viding family planning services was eight years, with a 
range from 1 to 28 years. There were two types of train-
ings offered in segmentation, either a full five-day train-
ing or an on-site briefing at the CSI by either another 
CSI staff person who had attended the full training or 
by someone associated with Pathfinder International. In 
total seven of those interviewed had received the full five-
day training in segmentation and six had received a brief-
ing. Three providers did not specify the type of training 
received. See Additional file 1: Table S1.

All four coders involved in coding the segmenta-
tion parent codes had an average Cohen’s kappa score 
of 0.79 and a range of 0.72–0.89, when each was com-
pared to a master coder. The two child code coders had 
an average Cohen’s kappa score of 0.69 for coding of the 

segmentation codes when compared to a master coder 
(see Additional file  2: Table  S2). All these scores show 
substantial agreement (between 0.61 and 0.80 kappa 
score) and two show almost perfect agreement (between 
0.81 and 1.00 kappa score) [23].

Training
Since all 16 interviewees had received either the five-
day or brief training on the segmentation tool, they were 
asked about what the content of the training had been to 
gauge their comprehension of content and experiences 
across the two training formats. Responses from provid-
ers about their training was important because training 
was a prerequisite for providers to use the segmentation 
tool and provider responses reflect and verify that they 
had received the training content needed to make them 
comfortable using the segmentation tool.

A total of 15 respondents provided information on the 
content of their training. All respondents reported that 
the segmentation training, in whatever format, mainly 
focused on how to implement the segmentation tool and 
the accompanying counseling cards.

“She just explained to us a template that she used. 
How we ask a woman questions, and how we take 
notes from the answers… at the end you check the 
number, you circle the greatest number, then you 
check the total. Based on this, you report what is 
written on the sheet. For example, if it is in TA [Tra-
ditional Autonomist], you report TA on the form. 
Checking the card, you will see Traditional Autono-
mist. This is what she showed us”.

-Deputy Chief who received a briefing on 
segmentation

A little over half of the respondents reported that the 
training included content on best practices for coun-
seling using the segmentation approach, though many 
respondents did not mention counseling as a specific 
content area.

Other content reported was a brief overview of family 
planning technologies and reproductive health and time 
spent translating the tool from French into local lan-
guages. Generally, the full trainings were the most well 
received.

“We were trained in Dosso, we were trained on the 
segmentation strategy, on how to assess women’s 
knowledge about FP [Family Planning], how to clas-
sify a woman regarding her knowledge. During the 
training, we had no problems, the trainers were 
really impeccable because they trained us very well, 
we learned a lot from them.”
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-Chief who attended full segmentation training
A total of ten respondents provided information on the 

type of additional content they would desire in a train-
ing. A main theme that emerged among respondents was 
a desire to have more in depth training on segmenta-
tion. This was reported especially from those health care 
providers who had been briefed on segmentation by the 
Pathfinder International team instead of attending a full 
five-day training.

“What I want is that my capacities regarding the 
segmentation strategy be strengthened. I need train-
ing on that.”

-Midwife who received a briefing on segmentation

Supervision
Eleven of the 16 respondents confirmed that they had 
received a supervision visit after the training. Questions 
about supervision were included because supervision 
visits were meant to support providers in the use of the 
segmentation counseling tools and helped refresh previ-
ously-trained providers on the use of the segmentation 
tools and gave an opportunity for a briefing of untrained 
providers on how to use the tools. Supervision visits hap-
pened through both planned and unplanned visits to the 
facility. Respondents reported that the supervision visits 
included members of the Pathfinder International team, 
health district agents and agents from the regional pub-
lic health directorate (Direction Régionale de la Santé 
Publique). In addition to a review of segmentation pro-
cedures, most of the providers reported that the super-
vision team reviewed the CSI’s data in terms of the 
proportion of clients segmented.

“Yes, there was a visit during which, when the team 
came, they took the cards to count the number of 
women segmented and those who are not. Then they 
did the percentage calculation. This is what they did 
in addition to checking the product inventory. Then 
they asked us questions about what we need to be 
clarified.”

- Deputy Chief who received a briefing on segmentation
Eight providers, of the 11 who had stated that they had 

received a supervision visit, provided reflections on the 
supervision visits. Five of these eight providers reflected 
that the supervision visit helped them with segmentation.

“This benefited me because there are parts where I 
did not understand anything about the question-
naire during the training, because the trainers 
are Hausa. But when the supervision came, they 
explained it to me and I understood.”

-Midwife who received a briefing on segmentation

Process of implementation
During the interviews, the 16 providers were asked about 
the process used in their CSI to segment clients. Provid-
ers reported that first, when a client arrives at the clinic, 
they welcome and register all clients as they normally 
would, asking the reason for their visit. When the cli-
ent begins a family planning consultation, the providers 
check a woman’s family planning file to see if the segmen-
tation tool has been filled out and filed previously and, if 
not, they proceed to segmentation. Half of the providers 
responded that they segment only new clients to the CSI 
but many said they also segment returning clients if they 
have not yet been segmented. The rest did not specify.

“Anyone that comes has a card. For example, this 
one is an old one, she has a card and has never been 
segmented. We segment her and we mention it on 
the card. If it’s a first visit case, we also segment her 
and mention it on her card.”

-Midwife who received a briefing on segmentation
All providers said that they use the segmentation tool 

with every kind of family planning client—young, mar-
ried, unmarried, multiparous and nulliparous.

“Interviewer: For all clients that come, do you need 
to do the segmentation for them or not?”
“Provider: Me, for all women that come, I do the seg-
mentation.”
“Interviewer: And the counseling cards, do you use 
them with all women or not?”
“Provider: I use it with all women.”

-Chief who attended full segmentation training
The steps of the segmentation process during a clinic 

visit were explained fully by a few providers, especially 
for new family planning clients.

“After that I’m going to record the woman, give her a 
number like she is really new. I’m going to give her a 
FP card, this woman should be segmented, we must 
segment her, ask her questions. Now after having seg-
mented her, we will see in which group she falls and 
we will check and see the kind of advice that the girl 
needs to give her according to the different segments, 
if she is a traditional autonomous, a conservative 
passive or something like that ...”

-Deputy Chief who received a briefing on 
segmentation
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Impact of segmentation
The 16 providers interviewed were asked about the 
way in which segmentation changed the family plan-
ning services they offer. All the providers except for 
one responded that the use of the segmentation tool 
increased the amount of time needed for the delivery 
of family planning services. Respondents said this extra 
time allowed them to provide more information about 
family planning to their clients and led to more individu-
alized counseling.

“Interviewer: Are the questions you are asking, are 
they taking longer now than when there was no 
segmentation?”
“Provider: We need much more time now. Because, 
it was just the method before. But now, in addition 
to the method, there is segmentation, so it takes 
more time.”

-Midwife who received a briefing on segmentation

“It allows you to interact more with the client and 
spend more time. The client becomes comfortable 
and trust develops between you.”

-Nurse who did not specify the type of training 
received

Nevertheless, the extra time needed to implement 
the tool was sometimes a challenge for providers. For 
example, a few providers said they could not implement 
the tool on market days due to the number of women 
seeking family planning on those days and the amount 
of time it would take to segment them all. However, 
some providers said that the segmentation tool became 
easier to use with time and did not take as much time 
as at the beginning.

“There is only one difficulty when you are at the 
beginning of its use, even being too slow with the 
questions asked to women at the beginning, they 
think that they are wasting their time, is already a 
difficulty. But over time, if the health provider gets 
used to it, there will come a time when he doesn’t 
have to look at the grid to be able to ask questions, 
and he can finish it in two minutes.”

-Deputy Chief who received a briefing on segmentation
The providers explained that the clients who had 

been segmented had a better understanding of family 
planning, of the utility and importance of family plan-
ning, and had more knowledge of different family plan-
ning methods and how they worked.

“There is really a difference, because now you take 

your time, before doing FP, you make it very clear 
to the woman by explaining to her in her lan-
guage, she answers you and you take note and after 
that you take the advice card, you explain to the 
woman how things work… now with segmenta-
tion you are obliged to go step by step so that the 
woman understands, and with the advice card you 
explain again to the woman. There are women who 
say, at the end of their counseling, that they are 
able to explain to other women who don’t under-
stand FP.”

-Deputy Chief who received a briefing on segmentation

“And usually, women receive much more informa-
tion, even regarding the method they are using. They 
are using these methods, but before, it’s the system 
that doesn’t allow us to give all the information 
about the methods.”

-Chief who attended full segmentation training
Half of the providers stated that women learned about 

the segmentation approach from other women in their 
communities and their interest in family planning grew 
from there. A few providers noted that segmentation 
reduced beliefs in rumors about family planning. One 
provider gave an example of a client who asked why she 
was not segmented during her visit (the provider said she 
was too busy to segment that day) so the client came back 
another day to be segmented and learn about the meth-
ods available to her.

“Interviewer: Has it [segmentation strategy] improved 
or disadvantaged the FP service you offer?”
“Provider: It has improved the service.”
“Interviewer: how?”
“Provider: Before, clients did not come abundantly 
for FP; but now, due to the conversations, we explain 
to them and they understand the usefulness of fam-
ily planning. There are many to come.”

-Nurse who did not specify the type of training 
received

“Provider: First, with the old counseling method, 
where there was no segmentation, it was not possible 
to explain much to the woman the importance of FP, 
whereas with segmentation, with the questions that 
we ask the woman, we understand to which segment 
she belongs, and this helps to better sensitize her so 
that she accepts FP better, but also that she makes 
others accept as well. We transform her into a kind 
of relay so that she sensitizes other women to use FP. 
So, when a woman comes here, a hesitant woman, 
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or a woman who does not have too much confidence, 
after the segmentation, we are sure that she is 100% 
confident in using FP, but also, she can ensure that 
other women also trust FP.”

-Chief who attended full segmentation training

Difficulties with segmentation
Fourteen of the 16 respondents who had experience with 
using the segmentation tool provided insight into the 
most common difficulties they faced when using the tool. 
The respondents indicated that there were three main 
themes that emerged regarding difficulties with the tools: 
lack of comprehension of the questions by the clients, 
difficulties in translating the questions into the local lan-
guages and the need for further training in segmentation 
(see Training above).

Providers noted that clients often had a lack of compre-
hension of the segmentation questions, which meant that 
the provider had to re-explain the question several times 
in the local language before the client fully understood. 
In many cases the provider was translating directly from 
French into the local language.

“Interviewer: What are the difficulties you encounter 
in using the segmentation tool?”
“Provider: Sometimes it’s the questions, because at 
least and fortunately for others there is the trans-
lation into Zarma, but when it’s in French how to 
translate on the spot by asking the questions, some-
times it’s really difficult. In any case, that’s the diffi-
culty, translating the questionnaire into Zarma, the 
client may not understand what you really mean, 
you have to explain the question again, that’s my 
great difficulty.”

-Midwife who received a briefing on segmentation
The lack of comprehension of questions in the tool was 

closely linked with difficulties associated with translating 
tool questions from French into the local language. This 
was another main difficulty that emerged from the inter-
views. However, it did seem that this was a difficulty that 
improved over time.

“Well, when I did the training on the segmentation 
tool, everything is in French, we translated that 
afterwards into Hausa and I mastered it little by lit-
tle, with the learning and the proof is that you see 
that sometimes I try to explain some to you without 
the card.”

-Nurse who attended full segmentation training

Discussion
In this qualitative sub study, part of a larger assessment 
of FP segmentation counseling in Niger, the majority of 
health care providers interviewed found the client seg-
mentation process to be of benefit to women seeking 
family planning. When health care providers use the 
segmentation tool in their health centers, while it ini-
tially takes more time to implement the 12 questions in 
the tool, over time the providers become more efficient 
at asking the questions and the time needed to imple-
ment the tool decreases. Further, by segmenting the cli-
ents, the providers have more time to discuss targeted 
family planning messages with their clients and can 
adjust the discussion more closely to the client’s family 
planning needs. The in-depth counseling that accompa-
nies segmentation allows women to better understand 
the different methods available and increases their con-
fidence that they, and other women in their community, 
should use family planning. Such in-depth counseling is 
vital to family planning service provision [24–27], and is 
consistent with findings from other studies that use the 
Balanced Counseling Strategy (BCS), akin to segmenta-
tion, to improve family planning service provision. These 
studies similarly find significant enhancement of quality 
of care, an increase in session length, and improved cli-
ent knowledge of the method chosen when BCS is used 
[28–32]. Although many reports of market segmentation 
in FP exist [33–35], we could not find reports of the use 
of these market segments by health care providers for FP 
counseling, such as we report here.

Although the implementation of the tool had some 
identified bottlenecks, such as stock outs of the segmen-
tation sheet, inadequate training of providers, and trans-
lation issues, all providers agreed that the segmentation 
and counseling cards greatly improves the quality of fam-
ily planning services they offer. These findings are timely 
for the Government of Niger as they consider supporting 
scale-up of the segmentation strategy nationwide. Cen-
tral to this scale-up process, and all scale-up processes, 
is ensuring quality of services and this is where the seg-
mentation tool can be of great use [36–38]. If the imple-
mentation issues can be systematically addressed during 
scale-up of this approach, the impact on family planning 
services in Niger could be manifold.

It is clear from the responses that the segmentation 
trainings, whether the 5-day training or the briefings, 
gave health providers the basic information needed to 
implement segmentation-based family planning services 
and should be scaled up. The quote shown from the pro-
vider who was briefed in segmentation shows a detailed 
understanding of how the segmentation tool is meant 
to be used, including exactly how the final segment is 
determined. Other training topics, such as best practices 
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for counseling, family planning technologies and tool 
translation, were much less commonly reported, espe-
cially by providers who were briefed. This indicates the 
main drawback of only briefing providers on segmenta-
tion; there is a lost opportunity for a more in-depth and 
nuanced understanding about the rationale for segmen-
tation and for deeper engagement on other relevant fam-
ily planning updates.

One way to support CSIs in their segmentation activi-
ties is to assure adequate supervision after training. 
In our study, eleven of the 16 providers had received a 
supervision visit after training and this proportion could 
be increased to 100%. The responses from those inter-
viewed clearly indicate that the supervision visit was in 
fact an important opportunity for further coaching and 
support on segmentation implementation and not just a 
visit for stock checking and data collection. The example 
given of a provider who was given assistance in interpret-
ing tool questions during a supervision visit was a typical 
experience.

The process of implementation, the changes in health 
service delivery and the impact of segmentation on fam-
ily planning clients were the most noteworthy findings 
from our study. The process of implementation analyses 
showed very few changes to the typical process of provid-
ing services to family planning clients, which means that 
scaling up this strategy will mean just slight changes to 
CSI service delivery (e.g., keeping the segmentation sheet 
in a client’s health care file folder). We found that all pro-
viders segment new clients and some segment returning 
clients if they have not been segmented previously, and 
that clients of all types and ages are segmented. How-
ever, this information was only qualitatively determined. 
Future studies of segmentation may want to include 
quantifiable data on the number and types of women seg-
mented and changes in segmentation rates longitudinally 
from the time of introduction and onward. This could 
help to understand the process of implementation more 
fully than what is available from qualitative data.

When asked about how the segmentation process 
influenced family planning service delivery, the providers 
offered rich information about how they felt it changed 
their work and how they believed it impacted the clients 
themselves. Almost all providers reported that segmen-
tation increased the amount of time they spent in con-
sultation with a family planning client, allowing them to 
better explain the different methods and to better under-
stand the client’s background and needs. As noted, this 
aspect of counseling is an essential component of quality 
family planning services [24–27]. It may be that the pro-
cess of segmentation, and the questions included in the 
tool, are less important than the extra time and attention 
paid to clients as a result of segmentation. This question 

would need to be explored with more rigorous research 
but clearly, regardless of the mechanism, we found evi-
dence that the segmentation process results in more 
individualized family planning services during which 
women learn much more about family planning meth-
ods and why family planning is important than during 
pre-segmentation counseling sessions. We also docu-
ment provider beliefs that segmentation attracts more 
family planning clients and that segmentation ultimately 
decreases family planning rumors. These two findings 
would need more data and research to be fully verified, 
but it is likely that family planning demand could grow 
under segmentation. Notably, due to rapid population 
growth, the number of women in Niger is increasing very 
quickly and coupled with higher FP demand, it is possi-
ble that a capacity problem may arise in the early years of 
scaling up segmentation.

As noted above, the process of implementation was not 
without difficulties. The task of translating the segmen-
tation tool questions from French into local languages 
was a main challenge for providers, a process that often 
started during the training but continued well into the 
introduction of the tool at the CSIs. When providers 
started using the questions that had been translated into 
a local language, often the clients did not understand the 
translated question and the provider revised the trans-
lations yet again. Given the significant challenges with 
translation, it may be best for implementers to pilot and 
finalize translated tools in all local languages well before 
starting the training of providers, including piloting the 
tools with clients who speak the local language.

Another difficulty reported by providers were stock 
outs. Stock outs of the segmentation sheet were com-
mon and resulted in temporary halts of segmentation 
activities at the CSIs, since the sheets list the questions 
and are essential to identification of the client’s segment. 
Preventing stock outs of the segmentation sheets, and 
less commonly the counseling cards, should be prevented 
as much as possible during implementation to ensure 
continuation of the program. There may be innovative 
ways to assist providers in accessing the tool and avoid-
ing stock outs, such as including the tool as part of the 
Ministry of Health’s vital commodities for health centers. 
The other important challenge was the need for com-
prehensive training of providers that has already been 
noted. Providers also encouraged that more providers are 
trained at facilities and not just one per facility; this will 
ensure that all clients are able to be segmented and not 
just those who come on a day when a provider trained in 
segmentation is present.
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Limitations
The characteristics of the interviewers may have influ-
enced the results since they were not gender- or age-
matched with interviewees. The interviewees may also 
have believed that the interviews were part of a perfor-
mance evaluation and changed their responses to be 
more positive, although it was made clear during the 
informed consent process that this was not a considera-
tion. This study was based on in-depth interviews with 16 
health care providers. Although the 16 providers varied 
considerably in gender, age, position at the CSI, and other 
characteristics, the study could have been improved 
with a larger number of participants, even though when 
reviewing the codes we did feel saturation was reached 
after 6–8 interviews [39]. The number of interviews may 
have especially influenced themes where only a subset 
of the 16 participants provided responses (e.g., supervi-
sion). The inter-rater reliability (IRR) scores in the study 
showed substantial agreement but there still could have 
been coding errors occurring that may have influenced 
the results of this study [22]. This is particularly true for 
the more complex and numerous child codes used for 
finer content analysis of segmentation themes, where 
the Kappa score from IRR testing was 0.69 on average. 
We worked to reduce such errors as much as possible 
through numerous discussions of coding applications 
between the master coder and the two other segmenta-
tion child code coders. The results of such discussions 
included changes to the code definitions, recoding of 
applied codes and additions, reductions or merging of 
codes. Another limitation in the study is the fact that five 
of the providers, among those who reported the type of 
training, had received a briefing instead of a full 5-day 
training in segmentation. Although it is evident that 
these providers learned how to conduct segmentation 
“on the job,” the lack of formal training in segmentation 
may have influenced the depth and sophistication of the 
responses to our questions about segmentation imple-
mentation. However, this may reflect more real-world 
implementation of the program.

Conclusions
Providers’ reports indicate that the segmentation pro-
cess improved the quality of family planning services in 
their respective CSIs. The questions in the segmentation 
tool encourage longer consultations with women, dur-
ing which women gain a more in depth understanding of 
the need for family planning and of the different family 
planning methods available. Providers reported that over 
time, as they became more acquainted with the tool, the 
time required for use of the tool became less. As found 
in other studies that employ segmentation-based coun-
seling, this study shows that the segmentation strategy 

improves the quality of family planning services in Niger, 
where family planning use is low and fertility rates are 
high [12, 13], [28–32]. More research is needed to under-
stand the exact mechanisms by which the segmentation 
process achieves this positive result in Niger and studies 
are needed to determine whether segmentation increases 
the number of family planning clients, affects continua-
tion of a method among those who adopt, and reduces 
incorrect rumors about family planning methods. If seg-
mentation is brought to scale in Niger, it is important to 
address implementation issues having to do with trans-
lation of the tool, stock outs of segmentation sheets and 
ensuring comprehensive training of one or more health 
care providers in each facility. Training additional pro-
viders could help ensure that all women seeking family 
planning benefit from segmentation and would lead to 
improved family planning services for all clients.

Abbreviations
BCS  Balanced Counseling Strategy
CSI  Centre de Santé Integré
FP  Family planning
IDI  In‑depth interview
IMPACT   Initiative de Mobilisation pour l’Accès à la Contraception pour 

Tous
IRR  Inter‑rater reliability
PMA  Performance monitoring for action
USA  United States of America

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s12978‑ 023‑ 01617‑9.

Additional file 1. Table 1. Demographic Characteristics of Health Care 
Providers Participating in In‑Depth Interviews regarding Segmentation in 
16 Health Facilities in Niger (N = 16).

Additional file 2. Table 2. Inter‑rater reliability (IRR) scores using Cohen’s 
kappa for parent codes and child codes (for segmentation) used in the 
study.

Additional file 3. Figure 1. Segmentation counseling tool developed by 
(removed for anonymity) for use in Niger.

Additional file 4. Figure 2. Dosso Regio of Niger.

Additional file 5. Figure 3. Data collection plan for qualitative study in 
the intervention arms, in Dosso region.

Acknowledgements
We would like to thank Pathfinder International for their cooperation with this 
study, including facilitating facility engagement for data collection. We would 
also like to thank the health care providers in Niger who gave their time for 
the in‑depth interviews.

Author contributions
ISS was the principal investigator of the primary data collection project and 
was involved in data analysis and manuscript writing. EWM led coding, data 
analysis and writing of the final manuscript. AMJ, BIA, SC, SAG and ICH were 
involved in coding, data analysis and review of the manuscript. AMN oversaw 
the data collection project in Niger and was involved in analysis and review of 
the manuscript. All authors read and approved the final manuscript.

https://doi.org/10.1186/s12978-023-01617-9
https://doi.org/10.1186/s12978-023-01617-9


Page 11 of 12MacLachlan et al. Reproductive Health           (2023) 20:71  

Funding
This work was supported, in whole or in part, by the Bill & Melinda Gates Foun‑
dation [INV‑009814]. Under the Grant conditions of the Foundation, a Creative 
Commons Attribution 4.0 Generic License has already been assigned to the 
Author Accepted Manuscript version that might arise from this submission.

Availability of data and materials
The datasets generated and/or analyzed during the current study are not 
publicly available to protect the identities of the participants involved but are 
available from the third author on reasonable request.

Declarations

Ethics approval and consent to participate
All health care providers interviewed provided informed consent prior to 
participation. Ethical approval for all consent procedures, surveys, and IDI 
guides was obtained from the National Ethics Committee for Health Research 
(CNERS) in Niger and the University of North Carolina at Chapel Hill’s Institu‑
tional Review Board.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1 Independent Global Health Consultant, Seattle, WA, USA. 2 L’Initiative OASIS 
Niger, Niamey, Niger. 3 Carolina Population Center, University of North Carolina 
at Chapel Hill, Chapel Hill, NC, USA. 4 Department of Maternal and Child Health, 
University of North Carolina at Chapel Hill, Chapel Hill, NC, USA. 

Received: 8 January 2022   Accepted: 20 April 2023

References
 1. Institut National de la Statistique (INS) and ICF International. Enquête 

Démographique et de Santé et à Indicateurs Multiples du Niger 2012. 
Calverton, Maryland, USA: INS and ICF International; 2013. Accessed Janu‑
ary 29, 2021. https:// dhspr ogram. com/ pubs/ pdf/ FR277/ FR277. pdf.

 2. PMA2020. PMA2020/Niger Round 2 Family Planning Brief. Niamey, Niger: 
PMA2020; 2017. Accessed January 29, 2021. https:// www. pma20 20. org/ 
sites/ defau lt/ files/ EN‑ Niger‑ natio nal‑ 2017‑ FP‑ Brief‑ final. pdf.

 3. Gouvernement du Niger. Engagements FP2020. Niamey, Niger: Gou‑
vernement du Niger; 2017. Accessed February 13, 2021. http:// www. 
famil yplan ning2 020. org/ sites/ defau lt/ files/ Niger_ Engag ements_ Commi 
tments_ 2017. pdf.

 4. FP2030. Lancement official des engagements du Niger à l’agenda Family 
Planning 2030. Niamey, Niger: FP2030. Accessed June 5, 2022. https:// 
fp2030. org/ fr/ news/ lance ment‑ offic iel‑ des‑ engag ements‑ du‑ niger‑ 
agenda‑ family‑ plann ing‑ 2030.

 5. United Nations. Political declaration of the high‑level meeting on uni‑
versal health coverage. New York, New York, USA: United Nations; 2019. 
Accessed March 11, 2021. https:// undocs. org/ en/A/ RES/ 74/2.

 6. Mwaikambo L, Speizer IS, Schurmann A, Morgan G, Fikree F. What works 
in family planning interventions: a systematic review. Stud Fam Plann. 
2011;42(2):67–82. https:// doi. org/ 10. 1111/j. 1728‑ 4465. 2011. 00267.x.

 7. Rubashkin N, Warnock R, Diamond‑Smith N. A systematic review of 
person‑centered care interventions to improve quality of facility‑
based delivery. Reprod Health. 2018;15(1):169. https:// doi. org/ 10. 1186/ 
s12978‑ 018‑ 0588‑2.

 8. Keyonzo N, Nyachae P, Kagwe P, et al. From project to program: Tupange’s 
experience with scaling up family planning interventions in Urban Kenya. 
Reprod Health Matters. 2015;23(45):103–13. https:// doi. org/ 10. 1016/j. 
rhm. 2015. 06. 010.

 9. Krenn S, Cobb L, Babalola S, Odeku M, Kusemiju B. Using behavior change 
communication to lead a comprehensive family planning program: the 

Nigerian Urban Reproductive Health Initiative. Glob Health Sci Pract. 
2014;2(4):427–43. https:// doi. org/ 10. 9745/ GHSP‑D‑ 14‑ 00009.

 10. León, Federico, Ricardo Vernon, Antonieta Martin, and Linda Bruce. The 
Balanced Counseling Strategy: A Toolkit for Family Planning Service 
Providers. Washington, DC, USA: Population Council; 2008.

 11. Bruce J. Fundamental elements of the quality of care: a simple frame‑
work. Stud Fam Plann. 1990;21(2):61–91.

 12. León FR, Brambila C, de la Cruz M, García Colindres J, Morales C, Vásquez 
B. Providers’ compliance with the balanced counseling strategy in 
Guatemala. Stud Fam Plann. 2005;36(2):117–26. https:// doi. org/ 10. 1111/j. 
1728‑ 4465. 2005. 00049.x.

 13. Palinggi RS, Moedjiono AI, Suarayasa K, et al. The effect of balanced 
counseling strategy family planning against attitude, subjective norm, 
and intentions on the use of modern contraception behavior in the Sing‑
gani Public Health Center work area of Palu city. Gac Sanit. 2021;35(Suppl 
2):S140–4. https:// doi. org/ 10. 1016/j. gaceta. 2021. 10. 013.

 14. The Compass For Social and Behavior Change (SBC). Advanced Audience 
Segmentation for Social and Behavior Change. Baltimore, Maryland, USA: 
Johns Hopkins University; 2021. Accessed June 5, 2022. https:// www. 
theco mpass forsbc. org/ how‑ to‑ guides/ advan ced‑ audie nce‑ segme ntati 
on‑ social‑ and‑ behav ior‑ change.

 15. The Compass For Social and Behavior Change (SBC). Segmentation coun‑
seling cards. Baltimore, Maryland, USA: Johns Hopkins University; 2015. 
Accessed June 12, 2022. https:// www. theco mpass forsbc. org/ sites/ defau 
lt/ files/ proje ct_ examp les/ Segme nted% 20cou nseli ng% 20car ds_F. pdf.

 16. Simon JL. Market segmentation in promoting contraception. Stud Fam 
Plann. 1974;5(3):90–7. https:// doi. org/ 10. 2307/ 19649 44.

 17. Camber Collective. Increasing contraceptive use in Niger: final report. 
2015. https:// stati c1. squar espace. com/ static/ 55723 b6be4 b05ed 81f07 
7108/t/ 58c88 62a1b 10e3a 1c3bc a058/ 14895 36809 131/ Niger_ Final+ FP+ 
Report. pdf (accessed June 9, 2022).

 18. Pathfinder International. Beyond Bias: Provider Survey and Segmenta‑
tion Findings. Watertown, Massachusetts, USA: Pathfinder International; 
2018. Accessed June 5, 2022. https:// www. pathfi nder. org/ publi catio ns/ 
beyond‑ bias‑ provi der‑ survey‑ segme ntati on‑ findi ngs/.

 19. Speizer IS, Amani H, Winston J, Garba SA, Maytan‑Joneydi A, Halidou IC, 
Calhoun LM, Nouhou AM. Assessment of segmentation and targeted 
counseling on family planning quality of care and client satisfac‑
tion: a facility‑based survey of clients in Niger. BMC Health Serv Res. 
2021;21(1):1075. https:// doi. org/ 10. 1186/ s12913‑ 021‑ 07066‑z.

 20. Institut National de la Statistique. Niger en Chiffres. Niamey, Niger: Institut 
National de la Statistique; 2018. Accessed March 9, 2021. https:// www. 
stat‑ niger. org/ wp‑ conte nt/ uploa ds/ 2020/ 06/ TBS_ 2018. pdf.

 21. Dedoose Version 8.0.35, web application for managing, analyzing, and 
presenting qualitative and mixed method research data (2018). Los 
Angeles, CA: SocioCultural Research Consultants, LLC www. dedoo se. com.

 22. Gwet KL. Handbook of inter‑rater reliability. 4th ed. Gaithersburg: 
Advanced Analytics, LLC; 2014.

 23. Landis JR, Koch GG. The measurement of observer agreement for cat‑
egorical data. Biometrics. 1977;33(1):159–74.

 24. Dehlendorf C, Henderson JT, Vittinghoff E, et al. Association of the quality 
of interpersonal care during family planning counseling with contracep‑
tive use. Am J Obstet Gynecol. 2016;215(1):78.e1‑78.e789. https:// doi. org/ 
10. 1016/j. ajog. 2016. 01. 173.

 25. Blanc AK, Curtis SL, Croft TN. Monitoring contraceptive continuation: links 
to fertility outcomes and quality of care. Stud Fam Plann. 2002;33(2):127–
40. https:// doi. org/ 10. 1111/j. 1728‑ 4465. 2002. 00127.x.

 26. Koenig MA, Hossain MB, Whittaker M. The influence of quality of 
care upon contraceptive use in rural Bangladesh. Stud Fam Plann. 
1997;28(4):278–89.

 27. Lee JK, Parisi SM, Akers AY, Borrero S, Schwarz EB. The impact of contra‑
ceptive counseling in primary care on contraceptive use. J Gen Intern 
Med. 2011;26(7):731–6. https:// doi. org/ 10. 1007/ s11606‑ 011‑ 1647‑3.

 28. Leon FR, Roca S, Rios A, Zumaran A, Feijoo AR. One‑Year Client Impacts of 
Quality of Care Improvements Achieved in Peru. FRONTIERS Final Report; 
2003. Washington, DC: Population Council.

 29. Sapkota S, Rajbhandary R, Lohani S. The impact of balanced counseling 
on contraceptive method choice and determinants of long acting and 
reversible contraceptive continuation in Nepal. Maternal Child Health. 
2017;21(9):1713–23. https:// doi. org/ 10. 1007/ s10995‑ 016‑ 1920‑5.

https://dhsprogram.com/pubs/pdf/FR277/FR277.pdf
https://www.pma2020.org/sites/default/files/EN-Niger-national-2017-FP-Brief-final.pdf
https://www.pma2020.org/sites/default/files/EN-Niger-national-2017-FP-Brief-final.pdf
http://www.familyplanning2020.org/sites/default/files/Niger_Engagements_Commitments_2017.pdf
http://www.familyplanning2020.org/sites/default/files/Niger_Engagements_Commitments_2017.pdf
http://www.familyplanning2020.org/sites/default/files/Niger_Engagements_Commitments_2017.pdf
https://fp2030.org/fr/news/lancement-officiel-des-engagements-du-niger-agenda-family-planning-2030
https://fp2030.org/fr/news/lancement-officiel-des-engagements-du-niger-agenda-family-planning-2030
https://fp2030.org/fr/news/lancement-officiel-des-engagements-du-niger-agenda-family-planning-2030
https://undocs.org/en/A/RES/74/2
https://doi.org/10.1111/j.1728-4465.2011.00267.x
https://doi.org/10.1186/s12978-018-0588-2
https://doi.org/10.1186/s12978-018-0588-2
https://doi.org/10.1016/j.rhm.2015.06.010
https://doi.org/10.1016/j.rhm.2015.06.010
https://doi.org/10.9745/GHSP-D-14-00009
https://doi.org/10.1111/j.1728-4465.2005.00049.x
https://doi.org/10.1111/j.1728-4465.2005.00049.x
https://doi.org/10.1016/j.gaceta.2021.10.013
https://www.thecompassforsbc.org/how-to-guides/advanced-audience-segmentation-social-and-behavior-change
https://www.thecompassforsbc.org/how-to-guides/advanced-audience-segmentation-social-and-behavior-change
https://www.thecompassforsbc.org/how-to-guides/advanced-audience-segmentation-social-and-behavior-change
https://www.thecompassforsbc.org/sites/default/files/project_examples/Segmented%20counseling%20cards_F.pdf
https://www.thecompassforsbc.org/sites/default/files/project_examples/Segmented%20counseling%20cards_F.pdf
https://doi.org/10.2307/1964944
https://static1.squarespace.com/static/55723b6be4b05ed81f077108/t/58c8862a1b10e3a1c3bca058/1489536809131/Niger_Final+FP+Report.pdf
https://static1.squarespace.com/static/55723b6be4b05ed81f077108/t/58c8862a1b10e3a1c3bca058/1489536809131/Niger_Final+FP+Report.pdf
https://static1.squarespace.com/static/55723b6be4b05ed81f077108/t/58c8862a1b10e3a1c3bca058/1489536809131/Niger_Final+FP+Report.pdf
https://www.pathfinder.org/publications/beyond-bias-provider-survey-segmentation-findings/
https://www.pathfinder.org/publications/beyond-bias-provider-survey-segmentation-findings/
https://doi.org/10.1186/s12913-021-07066-z
https://www.stat-niger.org/wp-content/uploads/2020/06/TBS_2018.pdf
https://www.stat-niger.org/wp-content/uploads/2020/06/TBS_2018.pdf
http://www.dedoose.com
https://doi.org/10.1016/j.ajog.2016.01.173
https://doi.org/10.1016/j.ajog.2016.01.173
https://doi.org/10.1111/j.1728-4465.2002.00127.x
https://doi.org/10.1007/s11606-011-1647-3
https://doi.org/10.1007/s10995-016-1920-5


Page 12 of 12MacLachlan et al. Reproductive Health           (2023) 20:71 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

 30. Agarwal S, Lasway C, L’Engle K, Homan R, Layer E, Ollis S, et al. Family 
planning counseling in your pocket: a mobile job aid for community 
health workers in Tanzania. Global Health: Sci Pract. 2016;4(2):300–10. 
https:// doi. org/ 10. 9745/ GHSP‑D‑ 15‑ 00393.

 31. Braun R, Lasway C, Agarwal S, L’Engle K, Layer E, Silas L, et al. An evalua‑
tion of a family planning mobile job aid for community health workers 
in Tanzania. Contraception. 2016;94(1):27–33. https:// doi. org/ 10. 1016/j. 
contr acept ion. 2016. 03. 016.

 32. Lambe FM, Riswan I, Blanchard H. ISQUA17‑2125 providing fam‑
ily planning post partum counseling using balance counseling 
strategy approach in 9 districts in Indonesia. Int J Qual Health Care. 
2017;29(suppl_1):40–1. https:// doi. org/ 10. 1093/ intqhc/ mzx125. 64.

 33. Patsika R, Wang W, Sulzbach S, Magvanjav O, James E. When one size 
doesn’t fit all: segmenting the family planning market in Azerbaijan. 
Bethesda, MD: Private Sector Partnerships‑One project, Abt Associates 
Inc; 2009.

 34. Jankowski, Karlan, Woinshet Negatu, Ariella Bock, and Nadia Olson. 
Task Order 4. 2013. Family Planning Market Analysis: Using Evidence on 
Demand and Use for Contraception to Plan for a Total Market Approach 
in Ethiopia. Arlington, Va.: USAID | DELIVER PROJECT, Task Order 4.

 35. USAID | DELIVER PROJECT, Task Order 1. 2010. Ghana: Market Segmenta‑
tion Analysis. Arlington, VA: USAID | DELIVER PROJECT, Task Order 1.

 36. WHO. Nine steps for developing a scale‑up strategy. Geneva, Switzerland: 
World Health Organization; 2010. Accessed March 11, 2021. http:// www. 
expan dnet. net/ PDFs/ Nine% 20ste ps% 20for% 20dev elopi ng% 20a% 20sca 
ling% 20up% 20str ategy% 20‑% 20WHO% 20pub licat ion. pdf.

 37. MSH. A guide for fostering change to scale‑up effective health services. 
Medford, Massachusetts: Management Sciences for Health; 2007. 
Accessed March 11, 2021. http:// erc. msh. org/ toolk it/ toolk itfil es/ file/ FC_ 
Guide2. pdf.

 38. Simmons R, Brown J, Díaz M. Facilitating large‑scale transitions to quality 
of care: an idea whose time has come. Stud Fam Plann. 2002;33(1):61–75. 
https:// doi. org/ 10. 1111/j. 1728‑ 4465. 2002. 00061.x.

 39. Fusch PI, Ness LR. Are we there yet? Data saturation in qualitative 
research. Qual Rep. 2015;20(9):1408–16.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.

https://doi.org/10.9745/GHSP-D-15-00393
https://doi.org/10.1016/j.contraception.2016.03.016
https://doi.org/10.1016/j.contraception.2016.03.016
https://doi.org/10.1093/intqhc/mzx125.64
http://www.expandnet.net/PDFs/Nine%20steps%20for%20developing%20a%20scaling%20up%20strategy%20-%20WHO%20publication.pdf
http://www.expandnet.net/PDFs/Nine%20steps%20for%20developing%20a%20scaling%20up%20strategy%20-%20WHO%20publication.pdf
http://www.expandnet.net/PDFs/Nine%20steps%20for%20developing%20a%20scaling%20up%20strategy%20-%20WHO%20publication.pdf
http://erc.msh.org/toolkit/toolkitfiles/file/FC_Guide2.pdf
http://erc.msh.org/toolkit/toolkitfiles/file/FC_Guide2.pdf
https://doi.org/10.1111/j.1728-4465.2002.00061.x

	Qualitative assessment of providers’ experiences with a segmentation counseling tool for family planning in Niger
	Abstract 
	Introduction 
	Methods 
	Results 
	Conclusion 

	Résumé 
	Introduction 
	Méthodes 
	Résultats 
	Conclusion 

	Introduction
	Methods
	Setting
	Study design
	Interview guide development
	Data collection
	Data analysis

	Results
	Training
	Supervision
	Process of implementation
	Impact of segmentation
	Difficulties with segmentation

	Discussion
	Limitations

	Conclusions
	Anchor 28
	Acknowledgements
	References


