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Abstract

Background: In low-and-middle income countries (LMICs), accurate measures of the elements of quality care pro-
vided by a health worker through family planning services (also known as process quality) are required to ensure fam-
ily's contraceptives needs are being met. There are many tools used to assess family planning process quality of care
(QoQ) but no one standardized method. Those measuring QoC in LMICs should select an appropriate tool based the
program context and financial/logistical parameters, but they require data on how well each tool measures routine
clinical care. We aim to synthesize the literature on validity/comparability of family planning process QoC measure-
ment tools through a quantitative systematic review with no meta-analysis.

Methods: We searched six literature databases for studies that compared quality measurements from different tools
using quantitative statistics such as sensitivity/specificity, kappa statistic or absolute difference. We extracted the com-
parative measure along with other relevant study information, organized by quality indicator domain (e.g. counseling
and privacy), and then classified the measure by low, medium, and high agreement.

Results: We screened 8172 articles and identified eight for analysis. Studies comparing quality measurements from
simulated clients, direct observation, client exit interview, provider knowledge quizzes, and medical record review
were included. These eight studies were heterogenous in their methods and the measurements compared. There was
insufficient data to estimate overall summary measures of validity for the tools. Client exit interviews compared to
direct observation or simulated client protocols had the most data and they were a poor proxy of the actual quality
care received for many measurements.

Conclusion: To measure QoC consistently and accurately in LMICs, standardized tools and measures are needed
along with an established method of combining them for a comprehensive picture of quality care. Data on how dif-
ferent tools proxy quality client care will inform these guidelines. Despite the small number of studies found during
the review, we described important differences on how tools measure quality of care.

Plain language summary

Accurate measures of process quality of care—or how well clinicians deliver services according to standards of care—
are important to monitor, evaluate and improve service quality. Periodic surveys of health facilities or provider are
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services for patients.

the main source of national or regional quality of care data in many low- and middle-income countries. Many tools
are used for these surveys: exit interviews with patients, observations of the visits by a clinician-assessor, simulated or
mystery patients, and others. Implementers must select the appropriate and feasible tools for their program, context
and setting but there is little information on how well different tools measure the same quality of care indicators.

This review summarizes the current literature on the validity of measurements from different family planning qual-

ity of care tools. We found only eight studies, but we were able to see some differences important to consider when
selecting the most appropriate tool. For instance, patients reported different events through an exit interview than
what was documented by the assessor during the same visit. Exit interviews may be more appropriate to measure
client experience or satisfaction rather than specifics of the care received. Knowing these differences will help imple-
menters choose an appropriate tool depending on the focus of the quality assessment. This review contributes to the
body of knowledge on improving quality of care measurements, resulting in better data to improve family planning

Keywords: Family planning, Quality of care, Assessment tools, Validity, Low-and-middle income countries

Background

Globally, there is recognition that quality care is a human
right and improving quality services is critical to obtain-
ing universal health coverage and helping countries meet
the 2030 Sustainable Development Goals (SDG) [1-3].
Tremendous progress in family planning has been made
in the last 50 years, but the unmet need for contracep-
tives remains unacceptably high especially in low-and-
middle income countries (LMICs) [4]. A time trend
analysis of data in over 70 LMICs found annual increases
in proportion of women with demand satisfied and
reductions in inequalities by wealth and geographic area
[5]. However, only 44 of 62 LMICs included in the analy-
sis were projected to meet the SDG of greater than 75%
demand for family planning services satisfied by modern
methods [5]. This coverage gap varies by region: West
and Central Africa have the lowest percent of demand
satisfied (33%) while South Asia, Latin America, and the
Caribbean have the highest percentage of demand satis-
fied (70%) [6]. Improving the quality of service provision
may help close this gap.

The World Health Organization (WHO) and the
Institute of Medicine (IOM) have outlined domains of
health service quality that include safety, effectiveness,
timeliness, efficiency, equity, accessibility, and patient-
centeredness [7, 8]. Judith Bruce’s 1990 seminal family
planning quality of care framework includes elements
of service such as method choice, services appropriate-
ness, and continuity of care. This and other frameworks
define technical competence (i.e., provider knowledge
and skills) and interpersonal relationships (i.e., client-
provider interactions and client experience) as inter-
related elements. Later frameworks redefined quality of
family planning care with more a client-centered, right-
based lens such as the 2014 World Health Organization
recommendation for scaling up rights-based contracep-
tive program, the 2016 International Planned Parenthood

Federation framework, and the 2018 Jain commentary
[9-11].

The classic Donabedian quality framework defines what
is needed to measure quality: structures, processes, and
outcomes [12]. Structural quality is the setting of care;
processes include the standards and elements of care
delivery; and outcomes are the client-level health, behav-
ior, knowledge, and satisfaction effects of the processes of
care [12]. In general, we aim to measure process quality
of care. Structural quality is a prerequisite but does not
guarantee quality services and outcomes are difficult to
measure and attribute to process/structural quality, likely
due to the heterogenous measures, tools and definitions
[7]. For instance, Weidert, et al. found positive associa-
tions between counseling on contraceptive methods and
provider supervision with long-acting contraceptive use
in Togo, and Chang et al. found significant but inconsist-
ent associations of facility-level quality measures with
method continuation across two sites in Pakistan and
Uganda [13, 15].

To improve quality services, we need well-defined
quality measures with a clear linkage to population-level
impacts, and tools that reliably and accurately measure
them. Many tools have been developed and implemented
to measure process quality of care but no agreed-upon
standardized tool or method has emerged [16, 17]. Pro-
cess quality of care can be measured by assessor obser-
vations of client-provider interactions in clinical settings
(also known as “direct observation”), interviewing clients
after their family planning visits (“exit interviews”), pro-
vider interviews/quizzes or clinical vignettes on knowl-
edge of quality care practices (“provider knowledge
assessment”), medical record review, or simulated cli-
ent assessments involving either trained staff or women
recruited from the communities to act as “mystery” cli-
ents. These tools measure different elements: provider
knowledge, provider practices and client perspectives
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of quality care but they all aim to capture the same con-
struct of process quality.

Program implementers in LMICs could measure each
of these elements on a routine basis to ensure quality
services, but it may not be feasible to conduct a compre-
hensive quality of care assessment in some low-resource
settings. Direct observation or simulated client methods
are considered “gold standard” tools because they capture
quality of care through direct observation of provider
practices—either by an assessor during direct observa-
tion or covertly through a simulated client but these
methods are not feasible to implement regularly. Direct
observation may not be feasible due to the expense of
field-based data collection and the time it takes to admin-
ister them and simulated clients may not be feasible due
to the time and skill required to recruit and train the sim-
ulators. Other tools like client exit interviews or provider
knowledge assessments may provide a proxy but there is
little information on how these measures compare to the
“gold standard” (validity). Information on validity or reli-
ability (i.e., how well the tools measure the same element
of care) will help implementers select the most appropri-
ate tool for their program, the quality assessment aims,
and the context.

We aim to synthesize the literature on validity and reli-
ability of family planning quality of care measurement
tools through a systematic review. We define validity as
how well a tool measures provider actions during a fam-
ily planning consultation compared to a “gold standard”
assessment, usually an observed or simulated client-pro-
vider interaction—otherwise known as concurrent valid-
ity. Validity gives us information how well these tools
proxy actual processes of care. Reliability describes how
different tools measure the same quality indicator which
gives us information on how to interpret the data they
produce. The findings of this review can help refine and
delineate best practices for quality of family planning
care measurement.

Methods

This study is a quantitative systematic review with no
meta-analysis due to the heterogeneous methods, analy-
sis and outcomes of the studies found during the review.

Search strategy and selection criteria

We developed three search concepts: family planning,
quality of care, and comparability of tool metrics with a
filter for LMICs. We searched PubMed, Embase, Popline,
Global Index Medicus and SCOPUS. The terms were pre-
tested to see if the search would identify two relevant arti-
cles. Additional file 1: Appendix S1 lists all search terms
used for the PubMed database. For the initial search, we
extracted all relevant citations up through 17th October
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2017, with follow-up searches done through 31st March
2019 and 16th March 2021. The Popline database was
retired in September 2019, therefore only papers up until
31st March 2019 (the second search) were included. We
searched ProQuest’s Dissertation and theses database
for additional, relevant studies and identified authors
currently working in family planning quality of care
measurement and contacted them for any unpublished
findings.

We included studies that quantitatively measured qual-
ity of care for family planning in LMICs (Box 1). The
studies must have compared at least two tools (e.g. direct
observation and client exit interviews) and reported a
quantitative measurement of the comparison. We did
not require that the authors report uncertainty meas-
ures such as standard errors or 95% confidence intervals.
Google translate was used to screen French and Span-
ish language titles and abstracts, and a staff person with
language fluency was recruited for full text review/data
extraction of manuscripts not written in English. We
restricted the studies to quality of care measurement
tools for health providers (excluding school or peer-
based assessments) and included all papers published
through 16th March 2021.

Box 1: Eligibility criteria for inclusion of studies

» Family planning

» LMIC setting

» Process quality of care

» Quantitative data comparing the tools

» Sufficient detail on the tools and study protocol
» Measure quality of care from health providers

. Studies published up to 16" March 2021

A team (E.H, S.K.S, PS, M.J) conducted double-
blind title/abstract screening and full text review and
another researcher (D.M) independently resolved con-
flicts. Two researchers (P.K and M.]) conducted the
data extraction and the corresponding author (E.H)
verified and synthesized the findings. We summarized
the search and selection process using a Preferred
Reporting Items for Systematic Reviews and Meta-
Analysis (PRISM) flowchart [18].

Data extraction and analysis

We were primarily interested in the comparison of
similar quality measurements using different tools.
We extracted pre-defined, descriptive elements for
each study and the comparison measures organized
by indicator and tool type. The comparison measure
could be either a summative estimate such as sensitiv-
ity/specificity, likelihood ratios or positive/negative
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predictive values, or sufficient individual-level data
for calculating a summative estimate. If a gold stand-
ard method was not identified in the study but two or
more tools were quantitatively compared, we included
kappa statistic, prevalence adjusted, bias adjusted
kappa (PABAK), percent agreement or percent-
age points (pp) difference. We extracted comparison
measures for all quality measurements presented in
the studies and organized them into domains: coun-
seling on method selection, method use, information
on side effects and how to manage them, other gen-
eral counseling, and privacy and respectful care. We
then classified as low (<0.4), medium (0.4-0.6) and
high (>0.6) agreement between the “gold standard”
tool and the comparator tool based on the kappa,
sensitivity, specificity, and predictive values. There is
no consensus on what constitutes an acceptable level
of agreement among survey tools, so we loosely fol-
lowed the consensus for kappa statistic measuring
interrater reliability [19, 20]. We used a similar rank-
ing for percentage points (pp) difference between the
tools (high comparability: <15 pp, medium: 15-25 pp,
low: > 25 pp difference).

We used the Critical Appraisal Skills Programme
(CASP) diagnostic checklist as a guide for determin-
ing quality of the individual studies [21]. We catego-
rized the studies into low, medium, and high risk of
bias (Additional file 1: Appendix S2) and presented the
study findings in tables with a narrative summary. We
used Covidence software for title/abstract screening
and full text review, and Office 365 Microsoft Excel
for data abstraction and synthesis [22, 23]. This review
was registered in Prospero (ID no. CRD42019136293)
and the protocol is available online [24].

Results
The search yielded 8172 articles with 908 duplicates
(Fig. 1). The full-text review identified 37 articles for
exclusion: 21 did not provide comparison on the meas-
urements generated from two or more tools, seven did
not include a quantitative comparison, seven studies did
not take place in a LMIC setting or did not measure fam-
ily planning quality of care. We were unable to find full
text documents for two studies: one was meeting min-
utes from a 1995 meeting at University of North Carolina
and the second was a 1998 report from the International
Planned Parenthood Federation. We included eight stud-
ies in our final analysis [25-31].

The studies were a mix of single country and multi-
country studies with data from Sub-Saharan Africa,
South Asia and Central and South America (Table 1).
They were published from 1998 to 2020, six were pub-
lished in peer reviewed journals and two were not peer
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Duplicates removed
(n=908)

Records identified through
database searching ‘
(n=8172)

y

Records irrelevant
(n=7219)

Records screened
(n=7264) >

Full-text articles

\ 4 excluded (n =37)

21: Does not compare tools
7: No quantitative data
3:Notin FP

3: Not QoC

2: Full text not found

1: Not LMIC

Full-text articles assessed for
eligibility (n=45) >

A 4

Studies included in qualitative
synthesis (n=8)

Fig. 1 PRISM flow chart. Quality of care (QoC); family planning (FP);
low-and-middle-income country (LMIC)

reviewed. Three were secondary data analysis of Service
Provision Assessment (SPA) data (Choi 2018), Quick
Investigation of Quality (QIQ) data (Bessinger 2001) or
Situational analysis data (Ndhlovu 1998) and five were
primary data collection studies. Direct observation
(n=5) and simulated client (n=3) protocols were iden-
tified as the “gold-standard” or the tool in which other
comparisons were evaluated against. Comparator tools
included client exit interviews, provider interviews and
medical record review. One study (Tumlinson 2014)
compared direct observation to simulated clients as the
“gold standard” since providers do not know they are
being assessed during a simulated client encounter.

A variety of test statistics were used to compare the
tools and the sample size varied as well (range: 6429-49
clients), the secondary analysis studies pooling multi-
country data tended to have larger samples compared to
those conducting primary data analysis. Only three stud-
ies mentioned the provider type and four mentioned the
type of contraceptive used in their quality assessment
tools. All studies evaluated quality related to counseling,
information given to the clients, interpersonal relation-
ships, or respectful care. We identified one study as low
risk of bias, six as medium risk and one as high risk of
bias for the reported findings (Additional file 1: Appendix
S2).

Four of the eight studies reported validity measures
using a gold standard: (Choi 2018 and Hermida 1999)
using direct observation as gold standard and (Tumlinson
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“Gold standard”: Direct observation

. Thong-

Choi, 2018 Be;so'gier' Hermida, 1999 Ndl':;; Yl mixay,

Quality indicator organized by 2020
domain: - . L - % points
Sensitivity | Specificity Kappa Sensitivity | Specificity Kappa difference

Client exit interview

Method selection
Asks client preference

Discuss fertility intentions

Client receives her method of
choice

Methods discussed during
consultation

Method use
Tells client how to use method
Gives instructions when to
return
Mentions HIV/AIDs

Encourages duel method use
Explains HIV/STI method
protection

Side effects and how to

manage

Asks about client concerns/
problems
Gives information on side
effects
Counsels on side effects and
how to manage
What to do if experience
problems

L

Privacy and respectful care

Treats client with respect

Sees client in private area for
counseling

Offer privacy for pelvic exam

.l‘l
H

Other general counseling

Client counseled on family
planning

Gives accurate information on
method accepted

Discussed possible to switch
methods

!

Review of medical record

Client counseled on family
planning

Legend:
Kappa,

o i .
Sensitivity/specificity % points diff

|
|

Fig. 2 Quantitative measures comparing client exit interviews and medical record review with direct observation
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2014 and Ratanajamit 2001) using simulated client
as gold standard) (Fig. 2) The four remaining studies
reported kappa statistics (Bessinger 2001 and Ndhlovu
1998) or percentage point difference (Tavrow 1997 and
Thongmixay 2020).

Most of the studies (n=5) compared client exit inter-
views to direct observation (Fig. 2). Three of these stud-
ies reported comparability for counseling on method
selection and use. The measurements varied from very
poor agreement (kappa: 0.23) for “Methods discussed
during consultation” to high agreement (kappa: 0.8) for
“Client received her method of choice” (Fig. 2). Thong-
mixay (2020) reported percentage point (pp) differences
from 20 to 60 pp depending on the indicator. Four studies
investigated the comparability of side effects counseling
as reported during the client interviews and as assessed
during the direct observation. Again, these ranged widely
based on the specific indicator. Choi, 2018 reported good
sensitivity (90.7-73.6 country ranges) for “Gives informa-
tion on side effects” while Ndhlovu, 1998 reported very
low agreement (kappa: 0.23). Thongmixay (2020) found
approximately a 60 pp discrepancy between client report
and direct observation regarding whether the client was
given information on the side effects.

Only Bessinger (2001) reported on the comparability of
privacy and respectful care with high agreement (rang-
ing from 0.75 to 0.98 kappa). We included a domain of
“Other general counseling” for measurements that could
not be easily grouped with other studies (Fig. 2). Hermida
(1999) reported high sensitivity (96.2) and medium speci-
ficity (57.1) for whether the client received any coun-
seling on family planning, Bessinger (2001) found high
agreement on whether the client received accurate infor-
mation on the method they received, and Ndhlovu (1998)
found low agreement on whether the clients were told it
was possible to switch methods. Hermida (1999) com-
pared medical record review to direct observation and
found high sensitivity (100%) and low specificity (14%)
for whether the client received any family planning coun-
seling (Fig. 2).

Most of the data using simulated client as the “gold
standard” comes from one study (Fig. 3). Tumlinson
(2014) compares client exit interviews, provider inter-
views and direct observations with simulated clients
focusing on specificity as a validity measure. For instance,
using direct observation as an example, did the health
worker provide the same level of care during the direct
observation when they knew they were being assessed
as they did with the simulated clients when they (pre-
sumably) did not know it was a quality assessment. If
specificity was lower, the health workers provided higher
quality of care during the direct observation. Generally,
they found low specificity except for two measurements:
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provider “helped client select a method” and “discussed
warning signs” For the first indicator, specificity was
higher, 67% of the providers who did not help the client
select a method for the simulated clients also did not do
this for actual clients (as reported during the exit inter-
views). Similarly, for the second indicator, if the providers
did not counsel the simulated client on danger signs, they
did not mention this during the knowledge quizzes.

Tavrow, 1997 reported some degree of concurrence
between simulated client and exit interviews as reflected
in a low percentage point differences in the proportion
of providers describing side effects (12.6 pp difference)
and explaining how to manage them (8.5 pp difference)
(Fig. 3). But a much higher proportion of simulated cli-
ents (83.6%) interviewed indicated that the provider
showed the client how to use the method compared to
what clients recounted during the exit interviews (47.1%)
(36.5 pp difference). When comparing provider inter-
views quizzes and direct observation to simulated clients,
Tumlinson, 2014 found poor specificity but higher posi-
tive predictive values depending on the indicator indicat-
ing provider have higher quality performance on quizzes
and observational assessments compared to a simulated
client, when they do not realize they are being assessed
(Fig. 3). Similarly, Ratanajamit (2001), found high sen-
sitivity (94%) and low specificity (20%) of the provider
quizzes compared to simulated clients, indicative in the
2001 study that providers demonstrated higher level of
knowledge than practiced.

Discussion

Through our systematic review, we found only eight
studies comparing measurements from family planning
quality of care tools used in LMIC settings. These stud-
ies were heterogenous in their methods and in the quality
measurements they defined and compared so there was
insufficient data to estimate overall summary measures of
validity or other comparison measures of the tools.

The problem with this heterogeneity is twofold. One,
without better standardization of tools, indicators, and
methods, it is difficult to understand program and pol-
icy impacts on quality care, especially for cross-country
comparisons and time-trend analyses. Two, the heteroge-
neity means there is little data on the validity or reliability
to guide tool selection for measuring process quality. For
instance, it may not be feasible to conduct routine direct
observations to monitor quality but other, less intensive
protocols such as client interviews or clinical vignettes
could be used as a proxy, depending on the program,
the assessment aims, and the setting. More evidence is
needed on the validity and reliability of these tools to
guide tool selection for family planning program moni-
toring and evaluation.
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Gold standard: simulated client

N Tavrow, I
Tumlinson, 2014 1997 Ratanajamit, 2001
Positive
Quality indicator organized by domain: e . . % points e .
fi R
Specificity prs::::jtleve difference Sensitivity | Specificity

Client exit interviews

Method selection

Helped client select a method

Asked about reproductive goals

Method use

Showed how to use method

Told when to return for follow-up/resupply

Explained method

Side effects and how to manage

Described possible side effects
Told what to do with side effects

Other general counseling

Asked if client had any questions

Offered additional client services

Provider knowledge quizzes

Method selection
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Fig. 3 Quantitative measures comparing client exit interviews, provider interviews, and direct observation with simulated client
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Despite the difficulty comparing the tools, some pat-
terns emerged within the limited information available.
Overall, the specificity of measurements from client exit
interviews was low, even when the sensitivity was high,
clients were reporting health provider quality activities
not recorded by the gold standard observation (n=5
studies). Clients may have been reporting their gen-
eral knowledge of family planning or experience with
provider(s) they saw previously instead of during the
visit being evaluated. Program implementers and evalua-
tors should be cautious when using client exit interviews
to measure provider quality actions. Other studies have
found that women have difficulty accurately reporting
on more technical aspects of quality care, particularly
for delivery and newborn care. Two 2016 related stud-
ies in Kenya and Mexico found that women could not
accurately report on some process quality delivery and
newborn care measurements [32, 33]. A 2021 study
in Bangladesh, Nepal and Tanzania, comparing direct
observation and patient exit interview data found simi-
larly low levels of validity [34]. This evidence suggests exit
interviews may be more appropriate to measure client
experience, perceptions, and general knowledge rather
than technical quality. Although, exit interviews on expe-
riential quality should be carefully interpreted since cli-
ents may respond more positively about their experience
when interviewed exiting a facility compared to when
interviewed at home (known as courtesy bias) [35, 36].

We have very limited information on the validity of
medical record review and provider interviews. Hermida,
1999 found medical records to be an adequate tool for
identifying providers that did not counsel on family plan-
ning (100% sensitivity for identifying performance fail-
ures) but it performed poorly for indicating whether the
provider counseled the client since the providers would
counsel the client but presumably forget to document
this in the register (Fig. 2). Tumlinso (2014) and Ratana-
jamit (2001) found provider knowledge of quality activi-
ties to be higher than observed performance of those
activities (low specificity). This discrepancy of higher
provider knowledge related to lower performance is also
known as the “know-do” gap and has been reported else-
where in LMIC health systems [37-39]. Tumlison (2014)
compared direct observation to simulated client and
found little comparability of the methods where sample
size was sufficient for comparison (Fig. 3). Summarizing
from the eight studies, specificity for many quality meas-
urements is low, evidence that provider may change their
behavior due to the assessor observation, also known as
reactivity bias [40].

Most of the quality measurements compared in
these studies focus on counseling and interpersonal
relationships. None reported more clinical, technical
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competencies like sterile technique or correct application
of contraceptives, understandable since client exit inter-
views and simulated clients are non-clinicians and can-
not accurately assess these clinical competencies. Even
within each tool, the quality measurements across the
studies are different. Some are subjective (“Helped client
select a method” or “Treats client with respect”) where
others are more objective (“Asks client preference” or
“Mentions HIV/AIDS”). It is likely that the more subjec-
tive measurements vary by tool and have high inter-rater
variability.

During the screening phase of the review, we found
many studies using multiple tools for measuring family
planning process quality that did not report any compat-
ibility measures. And protocols used globally such as the
SPA, QIQ, and other facility-based assessments include
exit interview, provider interview and direct observations
tools that could be compared to gauge reliability of the
data. When performing a quality assessment, research-
ers should consider including some key quality measure-
ments in multiple tools to test the reliability of the data,
particularly studies that focus on client exit interviews for
their quality of care measurements.

One limitation of this study is that we selected stud-
ies that specifically reported on validity or compara-
bility of tools. It is possible many studies evaluated this
but did not report it. We contacted several authors for
unpublished data and searched grey literature databases
to address this, but there still may be publication bias
present.

Conclusion

To measure family planning quality of care consistently
and accurately in LMICs, a standardized suite of tools
is needed along with an established method of combin-
ing them for a comprehensive picture of quality care.
Heterogenous tools and metrics make it difficult to
measure intervention or policy impacts on quality and
to clearly describe the association of quality (e.g., coun-
seling completeness) with outcomes (e.g., contraceptive
continuation).

Family planning quality of care tools were crafted to
measure different aspects of process quality: provider
assessments measure knowledge, direct observations/
simulated client protocols or medical record reviews
measure provider practice, and exit interviews meas-
ure client knowledge, satisfaction, and experience. More
research is needed on how well these tools proxy the
actual processes of care provided to clients under every-
day clinical conditions, especially since those interested
in routine quality measures (annually or more frequently)
are unlikely to have the time and resources to implement
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multiple tools. Selecting one or two methods is more
feasible but there is little data on how the various tools
compare and little guidance on which would be most
appropriate for their context.

Although the number of studies in this review is
small, there is emerging evidence of important differ-
ences in the same quality measurement produced by
different tools. Though we have the most data on com-
parability of client exit interviews, they are a poor proxy
of actual processes of care received and should be used
primarily to measure client experience and knowledge.
It is likely there are other important differences, but
more studies of validity and comparability are needed.

Improving the reliability and accuracy of the meth-
ods used to measure quality of care will allow govern-
ments and program implementers to better monitor,
understand, and improve quality and access of fam-
ily planning services. As LMICs continue to scale-up
quality-focused family planning services, accurate and
timely measures of quality will inform and improve
programs to reduce the unmet need for contraceptives
meeting the goals laid out in the SGDs, the promises
of universal health care coverage, and access to quality
care as a basic human right [11].
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