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Abstract

Background

Available evidence suggests that provision of quality of care in family planning services is

crucial to increasing uptake and continuation of use of contraception. Kenya achieved a

modern contraceptive prevalence rate of 60% in 2018, surpassing its 2020 target of 58%.

With the high prevalence, focus is geared towards improved quality of family planning ser-

vices. The objective of this study is to examine the quality of family planning counseling and

its associated factors in health facilities in Kenya.

Methods

We conducted a secondary analysis of the 2019 Kenya Performance Monitoring and Action,

client exit data of women who had received family planning services. Quality of counseling

was assessed using the Method Information Index Plus. We conducted a multivariable ordi-

nal logistic regression analysis of data from 3,731 women to establish determinants of

receiving quality family planning services.

Results

The Method Information Index Plus score for higher-quality counseling was 56.7%, lower-

quality counseling 32.4%, and no counseling 10.9%. Women aged 15–24 years (aOR =

0.69, 95% CI = 0.56–0.86, p = 0.001) had lower odds of receiving better counseling com-

pared to women aged 35 years and above. Those with no education (aOR = 0.52, 95% CI =

0.33–0.82, p = 0.005), primary (aOR = 0.56, 95% CI = 0.44–0.71, p<0.001) and secondary

(aOR = 0.79, 95% CI = 0.65–0.98, p = 0.028) were less likely to receive better counseling

compared to those with tertiary education. Women who received long acting and reversible

contraception methods (aOR = 1.75, 95% CI = 1.42–2.17, p<0.001), and those who were

method switchers (aOR = 1.24, 95% CI = 1.03–1.50, p = 0.027), had a higher likelihood of
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receiving better quality of counseling as compared to those on short-term methods and

those who were continuers, respectively.

Conclusion

The quality of family planning counseling in Kenya is still sub-optimal considering that some

women receive no form of counseling at service delivery point. There is need to review the

existing FP guidelines and training packages to increase focus on the quality of counseling

services offered by health providers. Social accountability strategies that empower women

to demand quality services should be included in community-level family planning

interventions.

Introduction

Addressing unmet need for contraception is a public health and development agenda espoused

in several global commitments meant at supporting women to achieve their fertility aspira-

tions. The sustainable development goal target 3.7 aim to ensure universal access to sexual and

reproductive healthcare services, including family planning, (FP), information, and education

by 2030 [1]. In 2019, the Nairobi Summit which marked the 25th anniversary of the Interna-

tional Conference on Population and Development (ICPD) set an aspirational goal of zero

unmet need for FP information and services and universal availability of quality, accessible,

affordable, and safe modern contraceptives [2]. Unmet need for FP increases when contracep-

tive users discontinue, for reasons other than a reduced need for contraception [3, 4]. An anal-

ysis of demographic health survey (DHS) data from 34 developing countries found out that

past contraceptive users with unmet need for modern methods accounted for 38% of all

women with current unmet need [4]. In another DHS analysis from a diverse set of 15 coun-

tries, 7–27% of past contraceptive users discontinued due to reasons related to the quality of

care they received [5]. Available evidence indicates that integrating quality of care in the provi-

sion of FP services at initiation is positively associated with the continuation of contraceptive

use [5, 6], which then can reduce the unmet need for contraception. Other studies have also

shown that providing high-quality FP services can lead to a higher level of satisfaction among

users and thus increase continuous and consistent use among clients while they are in need of

a method [7, 8].

Despite the existence of several tools that have been developed and used to measure the

quality of care in FP, a global consensus on standardized measures for quality is still lacking

[9]. Counseling, a key element in providing high-quality FP services, ensures that women are

aware and understand what to expect when using a contraceptive method and how to handle

health concerns and side effects which are the main reasons for discontinuation [6, 10, 11].

The Method Information Index (MII) is one recent approach created by Family Planning 2020

(FP2020) as a proxy indicator to track certain aspects of counseling, particularly information

exchange between providers and clients and informed choice [12, 13]. The MII is a composite

indicator that is calculated from responses to three questions that are asked to women about

the information they received when they sought FP services. These questions seek to establish

whether the women: were informed about methods other than the one they received, told

about the method’s specific side effects, and advised on what to do if they experienced side

effects. Participants who respond affirmatively to all three are assumed to have received quality

counseling that encompasses the essential information clients need to choose a contraceptive
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method that meets their needs [14]. Although MII does not capture all aspects of FP counsel-

ing, it allows for monitoring of important components of information that women receive

from their FP service providers [15]. MII is a simple measure, and can easily be integrated into

the existing quality of care tools since all that is required is the inclusion of the three questions

in the tools. Currently, MII has been included in the DHS as well as the Performance Monitor-

ing for Action (PMA) survey on women’s questionnaire, to report on the quality of FP

counseling at the national level [16].

A study that investigated the relationship between FP service quality and current contracep-

tive use among women in urban Kenya found out that indicators of FP service quality includ-

ing discussing possible side effects with clients were significantly associated with current

contraceptive use [17]. Findings from yet another study conducted in Uganda that utilized the

MII to assess the risk of continuation over 12 months, revealed that women who reported

being informed about all aspects of MII were 80% less likely to discontinue using contracep-

tion while in need as compared to women who reported not being informed about any aspect

of MII [18].

In 2019, Jain et al. proposed a revised version of MII referred to MIIplus, which has a fourth

question on whether women were informed of the possibility of switching to another method

if the method selected was not suitable [13]. Jain et al. established that by adding the question

about method switching to the MII, the MIIplus is a better predictor of continuation compared

to the former [13]. Thus, providing information on method switching to women is an indica-

tion that the FP service delivery environment is supportive and responsive to women’s chang-

ing reproductive needs since women are aware they can switch to a method instead of

abandoning the use of a contraceptive when they encounter challenges [19].

Concerted effort by the Government of Kenya and FP partners has led to an increase in the

use of contraceptives. In 2018, Kenya achieved a modern contraceptive prevalence rate of 61%

among married women, thus surpassing its target of 58% by the year 2020, with a notable

increase in the use of implants at 38% [20, 21]. This increase in contraceptive use in Kenya

should ideally translate to a reduction of unintended pregnancies, but that has not been the

case; the rate of unintended pregnancies has remained unchanged over the last decade at 42%

in both 2008–9 and 2018 national surveys [20, 21]. This could partly be attributed to the lack

of consistent use of contraceptives among women in need. Indeed, one out of three women

still discontinues the use of a contraceptive method within 12 months of initiation [20]. To

date, much of the evidence on contraceptive discontinuation globally, including Kenya, shows

that the majority of women abandoning use do so as a result of side effects and other health

concerns. Despite this evidence on the reasons for contraceptive discontinuation, the 2014

Kenya DHS revealed that only 60% of contraceptive users were informed about potential side

effects of their method, 52% were told what to do if they experienced side effects, and 79%

were given information about other methods [20]. PMA 2019 survey further revealed that only

49% of women taking up FP services in Kenya received information on the four questions

(MIIplus) from providers [22]. With Kenya having met the 2020 mCPR target, the govern-

ment’s priority shifted to expanding equitable access to quality care at the county level rather

than adjusting this target [23].

The 2012 London summit on FP bolstered global support and commitment towards

increasing access to FP and reducing unmet need for contraception. Most countries including

Kenya often rely on national surveys such as the DHS that are typically conducted every five

years to provide estimates for FP data. Performance Monitoring and Accountability 2020

which later became Performance Monitoring for Action was created to provide rapid and fre-

quent estimates of data on modern contraceptive use, demand, and quality in FP2020 priority

countries including Kenya [24]. In this article, we report the results of a secondary analysis of
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PMA client exit data on the quality of FP counseling offered to clients and its associated deter-

minants in Kenya.

Methods

Study design and settings

PMA collects nationally or a sub-nationally (county-level) representative sample of data from

households and women in selected sentinel sites, to estimate FP and other health indicators

annually. Regarding the design of the surveys, PMA uses a two-stage cluster design with typi-

cally urban-rural as the strata. A representative sample of enumeration areas (EAs) was drawn

from a master sampling frame covered, provided by the Kenya National Bureau of Statistics

(KNBS).

Service Delivery Points (SDPs) including all public health facilities, and up to three ran-

domly chosen private facilities, whose catchment area was within the selected EA were

included in the survey. The Service Delivery Points (SDPs), thus reflect the services available to

a representative population, rather than being representative of all SDPs in the country. Details

of the PMA methodology have been published elsewhere [24].

Data used for this analysis were based on the Kenya PMA client exit interview (CEI) cross-

sectional survey that was conducted in the SDPs between November and December 2019 [25].

The study was conducted among a nationally representative sample of women from 11 out

of 47 counties across Kenya, residing within 308 EAs. The PMA survey counties include Bun-

goma, Kericho, Kiambu, Kilifi, Kitui, Nairobi, Nandi, Nyamira, Siaya, Kakamega, and West

Pokot. Based on the SDP’s average monthly client volume, a daily client volume was com-

puted. Service Delivery Points were eligible to be included for CEI if their average client per

day was three or more.

The data collection team comprised female research assistants who were either residents of

the selected EA or resided close to the study EAs. They were trained on the tool and use of

smartphone technology for data collection. All female clients who had received FP services on

the day of the survey were approached for interviews as they exited the facilities. The question-

naire was administered to females aged 15 to 49 years once informed consent was obtained.

Data were collected on socio-demographic characteristics of the respondents, experience of

care, and client satisfaction with FP services that were provided. The final sample included

3930 women who completed the survey [25], of which 3731 women had complete data as per

the PMA dataset (29 records that were dropped had incomplete data on all variables due to

missing age values).

In this paper, analysis of the data conducted was further restricted to records of 3731 female

clients who reported to either had received a modern contraceptive method namely, pills,

injectables, condom, emergency contraceptive, implants, and intrauterine device (IUD), or a

prescription for the same methods. Those who were further excluded from the analysis

(n = 170) included; clients who did not receive contraceptive services (n = 155), those who

reported having received male/female sterilization (n = 8) since the MIIplus questions on

method switching would not be applicable, and those who received traditional methods and

LAM (n = 7).

Study variables

The outcome variable “quality of counseling received” was assessed using the MIIplus sum-

mary measure constructed from four questions: on whether during the visit the woman was 1)

told about other FP methods, 2) informed about possible side effects or problems related, 3)

told what to do if you experienced side effects or problems, and 4) told that you could switch
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to a different method if she wanted to. Responses to each of the four questions were coded as 0

(No) or 1 (Yes). A composite score was created as an overall sum of the four variables. Three

categories of the quality of counseling received were identified—no counseling, lower-quality,

and higher-quality. No counseling was defined as not being informed about any of the four

questions- answering “no” to all the four questions. Lower-quality counseling was defined as

being informed of either one, two, or three of the questions-where the respondents answered

“yes” to either 1, 2, or 3 questions. Higher-quality counseling was defined as receiving all the

information where respondents answered “yes” to all four questions. We compared the sensi-

tivity of classifying the outcome into two categories versus four categories, and the results

showed that there was no difference in the categorization.

The explanatory variables consisted of the characteristics of health facilities such as level of

health facility (dispensary/health clinic, health center/nursing home, and hospital), and the

managing authority (government or private). Variables on demographic characteristics of cli-

ents included age, which was coded into three categories, adolescents and youths 15–24 years,

younger women 25–34 years, and older women 35 years and above; education level was coded

into four categories, none, primary/vocational, secondary and tertiary; and marital status was

coded into three categories, never married, formerly married (divorced/separated/widowed),

currently married (currently married and living with a man). For wealth status, PMA uses the

10-step Economic Ladder Question (also known as the MacArthur ladder), which is a subjec-

tive tool where respondents rank themselves [26]. In this analysis, the wealth status variable

was categorized into five strata, from lowest to highest. The type of contraceptive method

received was coded as LARC (long-acting and reversible contraception) for implants and IUD,

and short-term for injectables, pills, condoms, and emergency contraceptives. The type of user

was coded into three categories based on the contraceptive used prior to their visit; adopters-

those who reported not to have been using any method, continuers-those who were using the

same method, and switchers- those who were using a different method from the one received

on the day of the exit interview.

Data analysis

Descriptive analyses were done which involved frequency tabulation of selected characteristics

of the female contraceptive users. To establish the determinants influencing good quality of

counseling, bivariate and multivariable ordinal logistic regressions were applied since our out-

come variable was ordered from 0–no counseling, 1–lower-quality counseling, and 2–higher-

quality counseling. Crude odds ratio (cOR), adjusted odds ratio (aOR), and 95% confidence

intervals (CI) were used to measure the level of association between the explanatory and out-

come variable from the regression analysis. We adopted a generalized linear model, custom-

ized for an ordinal outcome, accounting for clustering at health facility level in the

multivariable analysis. A p-value of<0.05 was considered to be statistically significant; all vari-

ables were included in the final multivariable model. The analysis assumed proportional odds

where the relationship between each pair of outcomes was the same; for example, no counsel-

ing versus lower-quality counseling or higher and higher-quality counseling versus lower or

no-counseling. To test the proportional odds assumption, we used a likelihood ratio test that

proved that the assumption holds. We had only one missing value for marital status which was

excluded in the multivariable analysis.

Ethical considerations

PMA data collection protocols were reviewed and approved by the Kenyatta National Hospi-

tal-University of Nairobi Ethics Research Committee and the Johns Hopkins Bloomberg
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School of Public Health Institutional Review Board. Additional ethical approval was not

required since this study was based on secondary analyses of publicly available, deidentified

data.

Results

Characteristics of female modern contraceptive users and quality of

counseling

Table 1 shows that of the 3731 women who were included in the analysis, the majority resided

in Nairobi County (17.4%) whereas West Pokot had the least representation of 1.3%. Only

1.5% visited a private facility while the remaining 98.5% received services from a government-

owned health facility. Almost half of the respondents were aged 25–34 years (46.0%). Married

women were the majority as they comprised 84.7% of the respondents. More than half of the

respondents were continuers (56.8%). The proportion of women who received information on

each of the aspects of MIIplus was more or less the same across the four components of the

MIIplus, ranging from 71% to 79%. Using the MIIplus index, more than half of the women

(56.7%) received higher-quality counseling, 32.4% received lower-quality counseling while

10.9% did not get any counseling. Further analysis of the MII score, which excludes the fourth

question on method switching, revealed that 59.8% of the women reported having received

information on all the three MII questions (S1 Table).

Characteristics of women by quality of counseling

Table 2 shows characteristics of women by the quality of counseling. More than 50% of all

women received higher-quality counseling in all the counties except Kilifi (49.9%) and Kaka-

mega (49.4%). Almost three-quarters of the women from private facilities (74.5%) received

higher-quality counseling. The proportion of women receiving higher-quality counseling

increased with an increase in age 54.1% (15–24 years), 57.0% (25–34 years), 60.9% (35+ years).

Similarly, the same trend of receiving higher-quality counseling was observed with an increase

in education level-48.9% among those with no form of education, 58.9%-secondary level, and

66.1% among those with tertiary level of education. Among women with a LARC method,

66.3% received higher-quality counseling.

Determinants of quality of counseling

Findings from the multivariable analysis presented in Table 3 shows that women aged 15–24

years (aOR = 0.69, 95% CI = 0.56–0.86, p = 0.001), were less likely to receive better counseling

compared to women aged 35+ years. Those with no education (aOR = 0.52, 95% CI = 0.33–

0.82, p = 0.005), primary (aOR = 0.56, 95% CI = 0.44–0.71, p<0.001) and secondary

(aOR = 0.79, 95% CI = 0.65–0.98, p = 0.028) were less likely to receive better counseling com-

pared to those with tertiary education. Women who received LARC methods (aOR = 1.75,

95% CI = 1.42–2.17, p<0.001), and who were switchers (aOR = 1.24, 95% CI = 1.03–1.50,

p = 0.027) had a higher likelihood of receiving better quality of counseling as compared to

those on short-term methods and those who were continuers, respectively.

Discussion

The purpose of our study that was conducted among exit clients who had received contracep-

tive services in public and private facilities in Kenya, was to assess the quality of FP counseling

provided and to examine the predictors of the quality of FP counseling using the method infor-

mation index plus. Our findings established that overall, 56.7% of women receiving FP services
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Table 1. Characteristics of female exit interview clients who received FP services.

N %

County

Bungoma 476 12.8

Kericho 215 5.8

Kiambu 310 8.3

Kilifi 467 12.5

Kitui 283 7.6

Nairobi 651 17.4

Nandi 371 9.9

Nyamira 211 5.7

Siaya 256 6.9

Kakamega 441 11.8

West Pokot 50 1.3

Type of facility

Hospital 987 26.5

Health center/Nursing/Maternity home 1270 34.0

Dispensary/Health clinic 1474 39.5

Facility managing authority

Government 3676 98.5

Private 55 1.5

Age (years)

15–24 1303 34.9

25–34 1715 46.0

35+ 713 19.1

Education level

None 88 2.3

Primary/Vocational 1664 44.6

Secondary 1297 34.8

Tertiary 682 18.3

Marital status

Married 3160 84.7

Formerly married 201 5.4

Never married 369 9.9

Missing 1 0.0

Wealth status

1-Lowest 451 12.1

2 1498 40.1

3 1496 40.1

4 237 6.4

5-Highest 49 1.3

Contraceptive method received

Implant 1100 29.5

IUD 146 3.9

Injectables 1966 52.7

Pill 480 12.9

Condom 30 0.8

Emergency contraception 9 0.2

User type

(Continued)
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received higher-quality counseling, meaning that they were counseled on all four components

of the MIIplus. To allow for comparison with other studies, we conducted additional analysis

of the MII score (S1 Table), which revealed that 59.8% of women received information on all

three questions (the fourth question on method switching question not included). In Uganda,

an exit interview study conducted found out that 73.0% of women reported receiving informa-

tion about all three MII aspects [18], higher than our results. However, the study in Uganda

was limited to social franchise clinics hence was not indicative of public health facilities. A sim-

ilar analysis of PMA CEI data in Ethiopia reported MII score of 30% [27]. The higher score

established in our study compared to Ethiopia could be in part be explained by the efforts that

Kenya has made in increasing access to modern contraceptive use, which has resulted in

higher uptake. However, it is still a concern that almost two out of five women did not receive

proper counseling, while 10.9% of the clients did not receive information on any of the four

questions that comprises the MIIplus.

Our findings further revealed that younger women aged 15 to 24 years were less likely to

receive better quality of counseling compared to older women aged 35 years and above. A pos-

sible explanation for this finding is that provider bias and preferences in the provision of con-

traceptive services to adolescents and youth has been shown to exist in Kenya [28], which

might in part explain the poor quality of counseling received compared to older women. Fur-

thermore, younger women are more likely to be initiating contraception compared to older

women, thus our findings highlight a glaring gap in the quality of counseling offered. To sup-

port young women to consistently use contraceptives and thus reduce unmet need, it is impor-

tant they are counseled on side effects, including options for method switching since evidence

indicates that discontinuation among young women is higher compared to older women [29].

Moreover, younger women might want to try out several contraceptive methods as part of

exploration before choosing a method that is best for them, which they will be using consis-

tently. Thus, it is important that providers use the opportunities they have with the clients to

share pertinent information on all contraceptive methods to leave room for potential method

switching, as opposed to discontinuation.

Table 1. (Continued)

N %

Adopter 681 18.3

Continuer 2120 56.8

Switcher 930 24.9

MIIplus questions�

Informed about other FP methods 2755 73.8

Informed of possible side effects 2662 71.4

Informed of what to do in case of problems 2781 74.5

Informed about method switching 2934 78.6

Quality of counseling (based on MIIplus)

No counseling 407 10.9

Lower-quality counseling 1208 32.4

Higher-quality counseling 2116 56.7

Total 3731 100

�The figures represents the number and percent of women reporting “Yes” to each of the four questions used as

measures for the MIIplus indicator.

https://doi.org/10.1371/journal.pone.0256295.t001

PLOS ONE Quality of family planning counseling in Kenya

PLOS ONE | https://doi.org/10.1371/journal.pone.0256295 September 10, 2021 8 / 14



Table 2. Characteristics of female exit interview clients by quality of counseling received.

Variable None Lower-quality Higher-quality

N % n % n %

County

Bungoma 67 14.1 132 27.7 277 58.2

Kericho 15 7.0 56 26.1 144 67.0

Kiambu 16 5.2 85 27.4 209 67.4

Kilifi 74 15.9 160 34.3 233 49.9

Kitui 19 6.7 62 21.9 202 71.4

Nairobi 68 10.5 236 36.3 347 53.3

Nandi 30 8.1 141 38.0 200 53.9

Nyamira 36 17.1 61 28.9 114 54.0

Siaya 33 12.9 82 32.0 141 55.1

Kakamega 48 10.9 175 39.7 218 49.4

West Pokot 1 2.0 18 36.0 31 62.0

Type of Facility

Hospital 113 11.54 262 26.5 612 62.0

Health Center/Nursing home 154 12.1 470 37.0 646 50.9

Dispensary 140 9.5 476 32.3 858 58.2

Managing authority

Government 407 11.1 1194 32.5 2075 56.4

Private 0 0 14 25.5 41 74.5

Age

15–24 155 11.9 443 34.0 705 54.1

25–34 193 11.2 545 31.8 977 57.0

35+ 59 8.3 220 30.8 434 60.9

Education level

None 12 13.6 33 37.5 43 48.9

Primary 226 13.6 580 34.8 858 51.6

Secondary 127 9.8 406 31.3 764 58.9

Tertiary 41 6.2 189 27.7 451 66.1

Marital Status

Married 350 11.1 1033 32.7 1777 56.2

Formerly married 29 14.4 61 30.4 111 55.2

Never married 28 7.6 113 30.6 228 61.8

Wealth status

1-Lowest 65 14.4 173 38.4 213 47.2

2 161 10.8 494 33.0 843 56.3

3 159 10.6 465 31.1 872 58.3

4 19 8.0 61 25.7 157 66.2

5-Highest 3 6.1 15 30.6 31 63.3

Type of contraceptive method

LARC 69 5.5 351 28.2 826 66.3

Short term methods 338 13.6 857 34.5 1290 51.9

User type

Adopter 58 8.5 237 34.8 386 56.7

Continuer 280 13.2 692 32.6 1148 54.2

Switcher 69 7.4 279 30.0 582 62.6

Total 407 10.9% 1208 32.4% 2116 56.7%

https://doi.org/10.1371/journal.pone.0256295.t002
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Table 3. Determinants of receiving better contraceptive counseling.

Variable Bivariate Multivariate

cOR 95% CI p-value AOR 95% CI p-value

County

Nairobi Ref Ref Ref Ref Ref Ref

Bungoma 1.11 0.58–2.14 0.755 1.01 0.51–2.00 0.979

Kakamega 0.88 0.51–1.52 0.642 0.89 0.52–1.54 0.681

Kericho 1.73 0.89–3.37 0.105 1.34 0.67–2.70 0.406

Kiambu 1.81 0.98–3.34 0.057 1.36 0.71–2.61 0.348

Kilifi 0.81 0.44–1.50 0.508 0.85 0.45–1.60 0.618

Kitui 2.10 1.06–4.17 0.034 1.94 0.97–3.91 0.063

Nandi 1.06 0.63–1.79 0.824 0.90 0.51–1.59 0.725

Nyamira 0.91 0.40–2.09 0.825 0.72 0.32–1.63 0.430

Siaya 1.02 0.56–1.84 0.956 0.87 0.47–1.61 0.664

West Pokot 1.54 0.68–3.48 0.303 1.33 0.63–2.85 0.454

Type of Facility

Hospital Ref Ref Ref Ref Ref Ref

Health center 0.67 0.44–1.05 0.078 0.73 0.47–1.14 0.165

Dispensary 0.90 0.60–1.36 0.614 1.07 0.70–1.65 0.745

Managing authority

Government Ref Ref Ref Ref Ref Ref

Private 2.42 1.25–4.67 0.009 2.02 0.96–4.25 0.064

Age (years)

15–24 0.75 0.62–0.90 0.003 0.69 0.56–0.86 0.001

25–34 0.83 0.70–0.99 0.040 0.84 0.70–1.01 0.067

35+ Ref Ref Ref Ref Ref Ref

Education level

None 0.48 0.30–0.78 0.003 0.52 0.33–0.82 0.005

Primary 0.53 0.42–0.66 <0.001 0.56 0.44–0.71 <0.001

Secondary 0.72 0.59–0.88 0.001 0.79 0.65–0.98 0.028

Tertiary Ref Ref Ref Ref Ref Ref

Marital Status

Married 1.10 0.80–1.50 0.563 1.09 0.80–1.48 0.583

Formerly married Ref Ref Ref Ref Ref Ref

Never married 1.41 0.97–2.06 0.075 1.34 0.92–1.96 0.129

Wealth status

1-Lowest 0.51 0.24–1.07 0.075 0.68 0.35–1.32 0.259

2 0.72 0.35–1.50 0.385 0.87 0.46–1.66 0.678

3 0.78 0.38–1.60 0.496 0.79 0.42–1.49 0.469

4 1.09 0.51–2.33 0.820 1.04 0.53–2.04 0.920

5-Highest Ref Ref Ref Ref Ref Ref

Type of contraceptive method

LARC 1.90 1.55–2.33 <0.001 1.75 1.42–2.17 <0.001

Short term Ref Ref Ref Ref Ref Ref

Type of user

Adapter 1.18 0.96–1.44 0.113 1.05 0.85–1.30 0.66

Continuer Ref Ref Ref Ref Ref Ref

Switcher 1.48 1.22–1.79 <0.001 1.24 1.03–1.50 0.027

https://doi.org/10.1371/journal.pone.0256295.t003
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The findings of this study further suggest that women with lower levels of education were

more likely to receive lower-quality counseling compared to those with the highest level of

education. These findings are similar to other study findings that have reported that women

with higher levels of education are more likely to receive better counseling [27, 30]. These

results could be an indication of a bias in the manner in which counseling is offered depending

on one’s level of education. Alternatively, it could be mean that more educated women are

likely to engage providers in conversation more and receive additional information as a result.

Our results further established that clients who chose LARC methods received better

counseling compared to those who chose short-term methods. This is consistent with findings

from other studies [27, 31]. Similarly, women who were switching contraceptive methods were

more likely to receive higher-quality counseling compared to those who were continuers.

There has been a deliberate effort to expand the method mix, particularly scale-up of implants

in sub-Saharan Africa including Kenya [32], which may have resulted in switching behavior

from short-term methods to LARC. Other studies have revealed that LARC methods are now

being favored by health care providers based on efforts to scale up these methods [32, 33].

Whereas LARC methods have benefits including better continuation, good FP counseling

ensures that all clients receive quality information; the level of counseling should not be depen-

dent on the method a woman chooses. This is particularly important considering that short-

term method users have higher rates of contraceptive discontinuation compared to users of

LARC [11].

Our findings did not show any association between the level of counseling and the type of

facility. This is contrary to findings from a similar study done in Ethiopia, which found out

that those who got their method from the private sector had lower-quality of counseling [27].

However, a study conducted in Kenya reported that process quality was better at private facili-

ties; 90% of clients from private health center facilities reported that providers asked about cli-

ent concerns regarding methods or method use as compared to only 61% of providers at

public health centers [34]. Our results may not have shown this association probably because

of how the sampling of facilities was done, which limited inclusion of the number of private

facilities in an enumeration area. Moreover, the threshold of serving a minimum of three cli-

ents in a day led to potential private facilities being excluded from the CEI survey. This could

explain why in our analysis only 1.4% of the clients received services from private health facili-

ties, which is not in line with the overall trends established in national surveys that reveal the

private sector serve approximately 40% of FP clients [20].

Other studies have also established that quality of care is better at higher levels of facilities

such as hospital. Our study results showed no significant association with the type of facility.

This could be because, in Kenya, almost all contraceptive services are supposed to be available

in all levels of facilities, from dispensaries to hospitals; this included implants which have

increasingly become popular.

Surprisingly, our study did not find any difference in the level of counseling offered to

adopters-women who were previously not using a method compared to continuers. With the

high rate of discontinuation in Kenya of 31% [20], providing comprehensive information to

women initiating use of a contraceptive should be paramount to achieve better continuation

rates.

Study limitations

The study findings should be interpreted in the context of the study’s limitations. First, the

quantitative data were collected through client exit interviews, which rely on self-reporting

and recall of the counseling session, hence may have been subject to recall bias. However,
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women were asked to recall a few minutes after receiving FP services, thus this short duration

could potentially minimize recall bias. Secondly, MIIplus, which is a process indicator, does

not fully capture all the components of quality of care. However, there is no global consensus

on indicators that can measure the quality of FP that can be applied uniformly across the vari-

ous health system [12]. Thus, the MIIplus remains one of the best available options that can

inform on the quality of counseling offered to women. In addition, using the indicator allows

data to be compared across different geographies since most countries have included it in their

DHS. Thirdly, our regression analysis does not imply causation, but only an association

between the explanatory and outcome variables. Lastly, an inherent limitation of client exit

surveys is the convenience sampling approach that depends on the number of clients who

come to the facility on the day of the survey, thus the sample is not chosen at random thus lim-

iting the ability to make generalization beyond the sample.

Conclusions

In conclusion, our findings show that reducing missed opportunities in providing adequate

counseling to contraceptive users can promote informed choice. Our analysis has shown

inequalities in provision of quality counseling that favors women with higher education levels

compared to those with lower levels of education and older women aged 35 years and above

compared to younger women aged 15–24 years. It is well documented that adolescent and

youths have a higher unmet need for contraception of 23% compared to 18% for older women

[20] which makes it crucial to ensure better quality of FP services is offered to these women,

who also tend to have limited contraceptive access, to increase the use while in need.

Kenya’s high prevalence of modern contraceptive use means the country will likely experi-

ence slow growth in contraceptive uptake. Therefore, focusing on quality of care including

counseling is essential to sustain the progress that has been achieved so far by ensuring women

are given adequate information for better continuation and satisfaction with contraceptive

methods.

There are programmatic implications that can be considered and incorporated into pro-

grams based on the findings of this study. Our overall findings indicate that a lot of effort is

still needed to ensure all women receiving contraceptive services get high-quality counseling.

Further, it underscores the importance of building the capacity of providers to offer adequate

counseling to all contraceptive users, which is client-centered. Providers should be aware of

the intentional or unintentional bias when offering contraceptive counseling to women, based

on their age, education level, or contraceptive choice. Qualitative research among health care

providers is needed to understand their perspectives, experiences, and barriers in providing

quality contraceptive services to women. The Ministry of Health and partners should review

its existing FP guidelines, training packages, and supportive supervision checklist to enhance

focus on the quality of counseling services, including setting clear standards that health care

providers can use. Social accountability strategies should be included in community-level FP

interventions that empower women to demand quality services.
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