
Table 2 presents the information exchange behaviours
observed in the consultations with 95% or more of the
providers. This overwhelming majority exchanged with
SDM clients 16 specific items that covered the essentials of
SDM counselling. Additionally, 90% of providers asked
whether the client’s husband would be able to abstain or
use condoms on her fertile days. Conversely, 20% of
providers posed barriers to access by refusing to supply the
client with SDM tools unless her partner participated in the
consultation. The requirement to study the menstrual cycle
only occurred in one case.

Only six items from the pill checklist qualified for
inclusion into Table 2. This is not because pill delivery is
less complex but because providers did not address some
important facts. For example, only 55% of providers asked
the pill client if she had any heart problems, 20% told her
that she should start a new pill packet the day after
finishing the previous one, 55% to take one active pill as
soon as she remembered having forgotten to take one, 65%
that she could experience headaches, and 20% to return to
the clinic right away if her skin or eyes turn yellow. These
and other provider behaviours of the checklist were
essential considering the client characteristics.

Discussion and conclusions
The findings of this study confer international validity to
three conclusions: SDM counselling is generally
satisfactory, SDM training needs adjustment, and the rigor
of providers’ pill counselling remains below capacity.

Providers showed a satisfactory management of SDM
cases in terms of the amount and nature of information
exchanged with clients. The 70% of the provider
behaviours expected in the consultations that were
observed included the essential topics. This speaks well of
the training system. However, the system needs
adjustment to reduce the barrier to access that was posed
by a minority of providers. The demand for the husband’s
presence probably responded to providers’ concern
regarding the SDM’s effectiveness: pregnancy is likely if
the partner does not co-operate in family planning. Yet the
husband’s presence at the consultation is not mandatory. If
the client says that the husband will co-operate, she must
be believed.

Providers exchanged a smaller amount of information
with pill clients than with SDM clients even though most
providers had delivered pills for years and all had recently
participated in a 9-day contraceptive update. The
consistency of the finding was evaluated through an
unusual application of the t-test that required an effort of
abstraction, since the SDM and pill checklists had different
contents. This approach, however, is not new in the
literature.12 Confirming that SDM counselling was more
rigorous than pill counselling, the number of items that
were observed in 95% or more of the consultations with
SDM clients was more than double those observed with pill
clients. Another methodological comment is that novelty
factors do not seem to explain the SDM advantage, for the
new method had been introduced 6 months earlier.

Hawthorne effects (i.e. exhibition of proficiency due to
awareness of an evaluation) were unlikely since providers
were blind to the simulated clients’ presence in the clinics.
Thus this study contributed evidence that the same
providers that underperform in pill delivery can excel in the
management of SDM cases (i.e. providers do not perform
to their full capacity when they counsel clients on the pill).
The solution to this problem will demand insightful
analysis. To get providers to perform at their full capacity,
SDM training centred on detailed job aids and set specific
task goals (i.e. told providers exactly what to do with SDM
clients). Job performance depends on the specificity of the
worker’s task goals13 and research has shown that the use
of adequate job aids improves counselling.6,7
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