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ABSTRACT

Bias among health care providers can lead to poor-quality care and poor health outcomes, and it can
exacerbate disparities. We use a randomized controlled trial to evaluate an intervention to reduce
family planning provider bias towards young women in 227 clinics in Tanzania, Burkina Faso, and
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with the least biased care. After 12 months, the intervention led to less-biased attitudes and beliefs
among providers and more comprehensive counseling. Clients also perceived better treatment at
intervention clinics compared to control clinics. Despite reductions in reported bias, we find mixed

evidence regarding changes in method dispensing.
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1 Introduction

Bias among health care providers towards certain types of patients is well-documented in a
variety of settings (Mishra et al., 2021; Kwan, 2020; Tkeda et al., 2019; Vela et al., 2022).
Negative provider biases can lead to poor-quality care and poor health outcomes, and can
exacerbate disparities (Vela et al., 2022). Provider bias stems from beliefs about certain groups
often based on social norms and cultural beliefs (Greenwald and Krieger, 2006). As such,
reducing provider bias is complicated, and interventions that attempt to do so are nascent and
show mixed results (Vela et al., 2022). Is provider bias in the health sector malleable, and
if so, does reducing provider bias lead to better outcomes for groups that experience bias?
We examine this issue in the context of bias in family planning service delivery in Tanzania,
Burkina Faso, and Pakistan, three countries where over half of young women do not have
modern contraception needs satisfied and unintended pregnancy rates are high (Kantorova

et al., 2021).

Bias based on age in family planning care in low- and middle income countries (LMICs) is
well-documented (see Solo and Festin (2019) for a review). This bias can stem from paternalistic
attitudes towards young women, such as wanting to protect youth from poor decisions, as well
as judgment and animosity, such as negative feelings toward clients perceived to be promiscuous.
Bias against providing family planning services to young clients in particular may be driven
by the fact that young women are more likely to be unmarried or nulliparous (having never
given birth), two characteristics that are sometimes stigmatized in family planning settings.
For example, providers may believe that unmarried women should not have sex or that married
women without children should focus on having children before using contraception. Provider
surveys from India, Kenya, Senegal, and Nigeria reveal that providers sometimes refuse services
or do not offer certain methods if a client is “too young,” not married, or does not have
children (Calhoun et al., 2013; Schwandt et al., 2017; Tumlinson et al., 2015; Sidze et al.,
2014). A recent study from Nigeria used “mystery clients” to show that older, married women
with children received far better services than younger, unmarried women without children
(Sieverding et al., 2018). A discrete choice experiment (DCE) conducted as formative work
for the current study finds that providers report more restrictive care to unmarried and/or

nulliparous women, regardless of age (Dieci et al., 2021). Young women also have a higher



unmet need for contraception than older women, which could be partly explained by provider
bias at family planning clinics (Kantorovd et al., 2021).! In data from this study, nearly half
of providers in the control group said they would restrict the methods offered if the client was
“too young”. This evidence of reported unequal service provision suggests that interventions
to reduce provider bias could improve services offered to young women and reduce age-based

disparities in modern contraception use.

In this paper, we study the impact of The Beyond Bias project, which set out to reduce
provider bias experienced by young women, aged 15-24. The year-long intervention was de-
signed to be broadly appropriate for LMIC settings, but as effects may be context-dependent,
we test across three disparate settings: Tanzania, Burkina Faso, and Pakistan. The objective
was to change harmful beliefs held by family planning providers about young family planning
clients, which in turn might increase the range of contraceptive methods offered and improve the
quality of interactions from the perspective of young clients. The multi-pronged intervention
disseminated information to providers about provider bias in family planning services, facil-
itated peer-support and knowledge sharing amongst providers, and fostered peer-comparison
through non-financial performance-based incentives which honored the best performing and

most improved clinics at quarterly award ceremonies.

In September of 2020, we implemented a 12-month long randomized controlled trial (RCT)
with 227 clinics across the three countries to evaluate the impact of the intervention. We
use data from client exit surveys (continuously collected), mystery client visits (collected at
endline), provider surveys (collected at endline), and administrative data on service delivery

statistics (reported monthly) to assess outcomes.

Our first key finding is that the intervention reduces biases in attitudes and beliefs as
measured in provider surveys — an important and novel finding given the widely perceived
difficulty in counteracting deep cultural norms. An unbiased index made up of several measures
of biased attitudes and beliefs increased by 0.2 standard deviations (SDs) in all three countries
(p<.01) at endline compared to the control group. We observe improvements in provider

attitudes and beliefs related to technical family planning knowledge (e.g., appropriateness of

L“Unmet need” is defined as the fraction of sexually active women of childbearing age who are not using any
method of contraception, and report not wanting any more children or wanting to delay the next child.



long acting methods for young women) as well as attitudes and beliefs related to underlying
social and cultural norms about sexual activity and family planning use (e.g., acceptability of

young women having sex before marriage).

Our second key finding is that the intervention improves some key provider behaviors,
as reported by real and “mystery” clients. This indicates that changes in provider-reported
beliefs are not just reflecting social desirability bias, but that an intervention focused on bias-
reduction can improve family planning care quality. Intervention providers are more likely to
counsel young women on the full range of family planning methods, ask more key questions, and
provide more information about the methods compared to control providers.? The intervention
also improved the way clients felt they were treated by the provider, and clients were more likely
to say they would recommend the clinic to a friend. These improvements in counseling and
perceived treatment are mostly driven by improvements in Tanzania and Pakistan; estimated

effect sizes for these outcomes in Burkina Faso are small and not statistically significant.

The third key finding is that despite improvements in the number of methods and informa-
tion discussed during counseling, we find mixed evidence with respect to the types of methods
received by young clients in the exit survey data. While young clients in Tanzania are 50% less
likely to leave without a method from treatment clinics compared to control clinics, there is no
change in this outcome in Burkina Faso or Pakistan. However, we also note that most family
planning clients received a method in all three countries at baseline, so there was limited room

for improvement.

Our mystery clients did not take a method by design due to ethical concerns, but they
were more likely to report that they “could have taken a method” at intervention clinics; and
they thought they could have taken a broader range of methods, including their (randomly-
assigned) method of choice. It is not clear if this subjective belief about the potential for
receiving a method reflects a change in method-dispensing practices, but the fact that their
experience at treatment clinics made them think they had access to a broader range of methods
is promising.

The intervention was designed to reduce disparities based on age, marital status, and parity,

2We consider the full range to be IUDs, implants, injectables, and the pill



and we show that the intervention reduces some key disparities while other disparities still
remain. Disparities in counseling comprehensiveness experienced by nulliparous mystery clients
are eliminated by the intervention. However, the intervention did not change disparities in
perceived treatment experienced by unmarried mystery clients, and we find mixed evidence
that disparities in perceived access to family planning methods experienced by younger mystery

clients decreased.

This paper builds on existing literature in several ways. First, this is the first study we are
aware of that tests an intervention designed to reduce provider bias in family planning service
delivery and one of only a few designed to reduce provider bias in health care service delivery
(Vela et al., 2022). We show that family planning providers’ beliefs about the decisions of young
women, unmarried women, and nulliparous women are malleable and amenable to intervention.
This has implications for efforts to change biased beliefs in other types of healthcare service
delivery. Discrimination in health care delivery in LMICs with respect to patient characteris-
tics such as caste (Mishra et al., 2021), socioeconomic status (Kwan, 2020), and HIV status
(Ikeda et al., 2019) are well-documented, but evidence on whether the biased beliefs that drive
this discrimination can be addressed through intervention is not well understood. Our results
demonstrate that even negative beliefs about patients rooted in cultural and social norms can

be updated.

Second, we contribute to the literature on measuring bias in family planning care. Most
studies documenting provider bias are qualitative or from the provider’s perspective (Solo and
Festin, 2019; Calhoun et al., 2013; Schwandt et al., 2017; Tumlinson et al., 2015; Sidze et al.,
2014). There are only a few papers that explore the manifestations of bias using quantitative
data on family planning client outcomes, and they show conflicting results. Moucheraud et al.
(2022) finds that adolescent family planning visits are more comprehensive and include more
WHO-recommended care and counseling activities relative to adult women family planning
visits in the Democratic Republic of Congo, Malawi, Senegal, and Tanzania. Yet, analysis of
exit surveys from India, Niger, Senegal, Nigeria, and Kenya find that age, marital status, and
parity do not predict family planning care quality (Speizer and Calhoun, 2020). Using mystery
client data in Nigeria, Sieverding et al. (2018) show that young women who are unmarried and

nulliparous get far worse care than older women who are married and parous (have given birth



at least once), whereas a recent mystery client study from Malawi finds that adult mystery
clients receive worse counseling than adolescent mystery clients (Hazel et al., 2021). Our study
measures bias using several different data sources, allowing for triangulation; and we experi-
mentally change biased beliefs, which allows us to document the extent to which these affect
client outcomes. We show that reducing biased beliefs along with incentivizing unbiased care
can improve some important client outcomes (counseling and interactions), but this might not

affect the types of methods received by clients.

Third, we contribute to the literature on the high unmet need for contraception among
adolescents. Over 40% of women aged 15-19 in LMICs do not have their contraception needs
met compared to 25% of all women in LMICs (Kantorova et al., 2021). Provider bias is widely
believed to be a key driver of this high unmet need (Sully et al., 2019). However, we show that
disparities in care based on age, parity, and marital status are relatively small, which suggests
that the difference in unmet need for young women may be driven primarily by disparities in

utilization of services rather than differential care.

Fourth, it is rare for the same intervention to be tested with an RCT across three quite
different countries. This approach addresses one of the main critiques of RCTs in economics
(Deaton, 2020; Ravallion, 2020) and adds external validity to our findings, making our results

more useful for global implementation and scale-up.

2 Setting and Sample

The study took place in Tanzania, Pakistan, and Burkina Faso. These countries represent three
distinct regions of the world: East Africa, West Africa, and South Asia. An intervention that
is successful in all three settings would have a strong argument for broad external validity and
scale-up to other settings. An important caveat here is that, although our sample is from a
diverse group of countries, the facilities that participated in this study are not representative
of the countries as whole. Table A1 shows various indicators of development and contraception
use for each country to illustrate how countries compare. In Tanzania, 45% of the population
is below the international poverty line compared to 31% in Burkina Faso, and only 5% in
Pakistan. All three countries have over two thirds of the population living in rural areas and

about a quarter of the population completing secondary school. The total fertility rate is about



5 in both Tanzania and Burkina Faso compared to 3.4 in Pakistan. About 35% of women aged
15-49 years old in Tanzania were using contraception compared to 27% in Burkina Faso and
24% in Pakistan. Tanzania also had the highest rate of unintended pregnancy (105 per 1,000
women aged 15-49) compared to Burkina Faos (75) and Pakistan (71). All three countries had
a substantial unmet need to for contraception ranging from 13% in Pakistan to 21% in Burkina

Faso.

2.1 Family Planning Clinics

We enrolled 73 clinics in Tanzania (Dar es Salaam), 76 clinics in Pakistan (Karachi), and 78
clinics in Burkina Faso (Ouagadougou, Banfora, and Bobo). These clinics were the universe
of clinics with which Pathfinder International, the implementing organization, had an existing
relationship. In Burkina Faso, clinics were located in urban, peri-urban, and rural areas. Clinics
in Tanzania and Pakistan were primarily in urban or peri-urban areas. Clinics in Tanzania and
Burkina Faso were all public sector facilities where services were free, while clinics in Pakistan
were private, single-provider clinics that charged a fee for all services. Clinics in Tanzania had
about 4 providers per clinic that served about 227 clients per month (Panel A of Table 1). Over
half of the clients surveyed were 25 or older. Burkina Faso had an average of about 11 providers
serving 102 clients per month. All providers in Pakistan operated their own private clinic where

they were usually the only provider and served an average of 21 clients per month.

2.2 Family Planning Providers

All providers at enrolled clinics were eligible for study participation. We randomly sampled
642 total providers (Burkina Faso n=313, Tanzania n=259, Pakistan n=70) to participate in
an endline provider survey that we used to assess provider knowledge, attitudes, and beliefs
that relate to bias (described more in Section 5.1). In Burkina Faso, the number of providers
surveyed at each clinic was proportional to the total number of personnel at each clinic; however,
all providers were invited to participate in the survey if the facility had fewer than 5 providers.
In Tanzania and Pakistan, we attempted to survey all family planning providers at enrolled
clinics (average of 4 per clinic in Tanzania and 1 per clinic in Pakistan). In Pakistan, 6 enrolled

providers did not complete the provider survey because they were on sabbatical; 3 from the



treatment group and 3 from the control group. We had a response rate for the provider survey
of 95% in Burkina Faso, 82% in Tanzania, and 92% in Pakistan. Panel B of Table 1 shows

characteristics of the providers in our sample.

2.3 Family Planning Clients

We conducted client exit surveys continuously throughout the study period (described more
in Section 5.1). Between September 2020 and August 2021, we surveyed 77,971 clients across
the three countries; 26,915 in Tanzania, 9,869 in Pakistan, and 41,187 in Burkina Faso. Panel
C of Table 1 shows that 7% of clients were under 20 years old and 57% were 25 years old or
more in Tanzania. Client ages were similar in Burkina Faso (10% and 61%, respectively) and
Pakistan (8% and 52%, respectively). Sixty-five percent of clients were married in Tanzania,
78% in Burkina Faso, and 99.7% in Pakistan. It was rare for nulliparous women to come into
the clinics in any of the three countries; 5% had no children in Tanzania, 9% in Burkina Faso,
and 2% in Pakistan. One key takeaway from these numbers is that women under 20 and women
without children — two target groups for the Beyond Bias intervention — rarely come into the
clinic seeking family planning care in any of the countries. The small share of clients in our
target population visiting the clinic could be the result of expectations of provider bias; the
clients most likely to experience bias might avoid family planning clinics due to fear of negative

treatment and poor care.

3 Conceptual Framework

Provider bias stem from negative attitudes and beliefs (implicit or explicit) about groups of
clients. For example, providers’ might think that unmarried adolescent women should not be
having sex, or that women should have children soon after getting married. Family planning
provider bias towards youth could be rooted in good intentions, such as wanting to protect
young women from perceived bad decisions, but it could also be rooted in negative judgement
and animosity, such as thinking that women who have sex before marriage are immoral and
“bad”. Family planning provider biases that stems from animosity might be more comparable
to racial, ethnic, or class-based bias. Family planning provider biases could also materialize as

inaccurate knowledge about family planning care standards for certain groups (e.g., the inaccu-



rate belief that IUDs cause infertility and so should not be given to women without children).
We consider such types of inaccurate knowledge as a from of bias beliefs. We expect biased at-
titudes and beliefs to affect the quality of care provided to certain women, resulting in different
methods received and interactions experienced across client types, leading to disparities. Thus,
changing providers’ attitudes and beliefs and correcting inaccurate knowledge could improve
the quality of care offered to young, unmarried, and/or nulliparous women and thereby reduce

care inequalities and disparities in the types of methods received.

However, updating biased attitudes and beliefs might not be sufficient to change practice
if providers are not motivated or able to change their actions, mirroring a broader literature
on the “know-do” gap (Mohanan et al., 2015; Gage et al., 2018; Leonard and Masatu, 2010).
Ensuring that providers consistently act on updated attitudes and beliefs requires that the new
information remains salient and that they are motivated and have the tools to use the new
information to improve practice. For example, Vela et al. (2022) show that training to reduce

bias changes behavior in the short term, but then providers’ behavior reverts back.

With this framework in mind, the Beyond Bias intervention was designed with the goals
of 1) changing biased attitudes and beliefs about the target groups, 2) updating biased beliefs
about appropriateness of care for the target groups, 3) keeping the new information salient over
time, and 4) motivating and empowering providers to continue acting on the new information

resulting in a sustained change in practice.?

4 Study design and intervention

4.1 Description of intervention

The Beyond Bias intervention included three components designed to address provider bias:

An intensive one-day training (Summit); a forum for continued learning and peer support

3The Beyond Bias intervention bundle was developed using a “human centered design” approach that involved
in-depth qualitative work over about two years (for more info on human centered design see IDEO (2011)). The
design process aimed to identify key drivers of bias through surveys, qualitative interviews, a literature review,
and focus groups. The project team used the results from this process to develop an intervention that addressed
the key drivers of bias identified through this process. The team tested several potential interventions through
rapid prototyping and pilot testing, and finalized a package of interventions that had the best potential for
reducing provider bias and improving outcomes for the target groups, and that had potential for scale up. The
design process is described in detail in Y-Labs (2019).



(Connect); and a non-financial awards program based on peer comparison of care provided
to young clients. Summit was designed to address #1 above (change negative attitudes and
beliefs about the target groups); Connect was designed to address #1-3 above (change negative
attitudes and beliefs, update inaccuracies, keep information salient over time), and the non-
financial awards were designed to motivate and empower providers to continue acting on the new
information resulting in a sustained change in practice (#4). Prior to the COVID-19 pandemic,
the intervention was implemented for 6 months in Pakistan, 4 months in Tanzania, and 2 months
in Burkina Faso. We paused the intervention for 7 months when the pandemic started, and
restarted the intervention from scratch in September 2020 (see Figure A2 for complete study
timeline). This paper focuses on the period of September 2020-August 2021 because of high

provider turnover during the pause period due to pandemic-related disruptions..

Summit was a one-day training implemented by Pathfinder at the beginning of the interven-
tion. It included personal stories from youth who had experienced bias, stories from providers
who have provided biased care, information that could help reduce bias (e.g., appropriateness
of care standards), and an action plan for addressing bias. Summits were implemented by
Pathfinder country offices in late September 2020/early October 2020. Approximately 98% of
providers in the treatment group attended Summit (see Table A19 for participation numbers
in each intervention component).* Summit was designed to address provider bias by providing
new information through personal stories to help providers update any biased attitudes and

beliefs towards the target group.

At Summit, providers were also introduced to the additional interventions of Connect and
the non-financial awards. The Connect forum started right after Summit and included all
providers. Connect was designed to help cement the new information learned about provider
bias and keep these concepts salient throughout the course of the intervention. The discussions
and exchange of information with other providers (including clinic leadership) were also intended
to empower providers to change behavior. Each Connect group was assigned a Pathfinder staff-
person to moderate the conversations. Connect included realistic case studies of youth clients,

practical tips shared by trusted technical experts to dispel medical misinformation, a safe

4In Tanzania, 162 family planning providers attended Summit (98%), 37 in Pakistan (91%), and 436 in
Burkina Faso (98%).



space for providers to share struggles and successes with peers, and regular review of unbiased
service-delivery goals to support providers in maintaining motivation and group commitment.
Connect was implemented in two phases—an intensive phase lasting for the first 10 weeks of
the 12 month intervention where Pathfinder staff engaged providers once a week followed by a

continuous learning phase where implementing staff engaged participants once a month.

In Tanzania, Connect took place in-person at intervention health facilities and through
ongoing WhatsApp conversations. In Burkina Faso, Connect sessions were held in-person only
(no online WhatsApp forum). In Pakistan, Connect operated exclusively via a WhatsApp
group for all intervention providers. All providers assigned to the treatment group across all
countries participated in Connect to some extent. On average, in-person Connect sessions had
78% attendance in Tanzania and 80% in Burkina Faso. In Pakistan, 62% of providers had 2 or

more quarters when they engaged with the WhatsApp forum at least every other week.

The non-financial awards were designed as performance-based social incentives.® The idea
was to have clinics compete with one another to improve their services for clients under 25.
Using data from client exit surveys, each clinic received a non-financial award score that was
calculated every 3 months based on six principles of unbiased care developed by Pathfinder: (1)
safe, welcoming space; (2) sensitive communication; (3) simple, comprehensive counseling; (4)
seek understanding and agreement; (5) say yes to a safe method, and (6) security of information
(see Appendix A18 for a complete list of variables that we used to construct non-financial award

scores).

We used the client exit survey data to construct scores every 3 months, at which point there
was an award ceremony (3 ceremonies total).® At the first ceremony, non-financial awards were
given to the highest performing facility within each non-financial award cohort. Facilities were
separated into Rewards cohorts based on geographic delineations (4 districts in Tanzania and
Burkina Faso, and 3 neighborhoods in Pakistan). In the last two ceremonies, non-financial
awards were also given to the most improved facilities. As a reward, each clinic received a

rewards kit that could be taken back to the clinic for an additional ceremony with the rest

5The design process revealed that providers preferred social awards over financial rewards.

6Ceremonies were held in late January /Early February 2021, May 2021, and August 2021. In Tanzania, 100%
of facilities sent at least one representative to all three ceremonies. In Pakistan, 44% of providers attended all
three rewards ceremonies. In Burkina Faso, 92% had a representative at all three ceremonies.

10



of the staff. The kit included merit pins, stickers, and a certificate signed by the ministry of
health. In addition, every facility received a report card with their performance and actionable

suggestions from the past 3 months for improvement at each ceremony.

Since Summit, Connect, and non-financial awards were implemented as a bundle to all
treatment clinics and providers, our ability to disentangle the effects of any one of these three

interventions relative to the other is limited.

4.2 Randomization

Random assignment was conducted at the clinic level prior to the start of the intervention in
June 2019 with 75 clinics in Tanzania, 78 in Burkina Faso, and 80 in Pakistan. Clinics were not
aware that they were being randomized. We stratified randomization using available baseline
data, which varied by country. In Tanzania, we stratified on district, urban/non-urban, volume
of family planning clients under age 20, and number of providers in the clinic. In Burkina Faso,
we stratified randomization on district, share of family planning users under age 20, number of
providers at the clinic, and whether the facility was recently added to the Pathfinder network.
In Pakistan, we stratified on number of clients of different age groups, whether the provider

was a midwife, and whether the facility had newly joined the Greenstar network.

5 Data Collection, Main Outcomes, and Balance

5.1 Data Collection

One strength of this study is our ability to evaluate outcomes using several different data
sources. We collected data at the provider level using endline provider surveys and a discrete
choice experiment (DCE); at the client level using client exit surveys and mystery client visits;
and at the clinic level using administrative data (see Table 2 for a list of data sources and
timeline of collection). For most outcomes experienced by clients we prefer the mystery client
data because mystery clients were trained to observe key outcomes during their visits, they are
not subject to social desirability bias, and the roles were standardized to reflect a client likely
to be the target of negative provider bias. Real clients could also have sample selection bias if
only the most courageous and determined young clients choose to visit clinics with high levels

of provider bias. However, mystery clients also have some weaknesses relative to other sources.
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For example, mystery clients do not actually take an family planning method due to ethical
reasons. Similarly, mystery clients might not present in the same way as real clients. Mystery
client data was only collected at endline whereas exit surveys were conducted throughout the
study. As such, we present outcomes that relate to the client-perspective for both mystery

clients and exit surveys. Below, we provide more details on each data source.

Client Exit Surveys.

We collected client exit surveys in all study clinics continuously for the duration of the interven-
tion.” In each country, the client exit surveys were administered by youth enumerators (18-24
years old).® Enumerators attempted to approach all clients who visited the clinic while they
were present to get consent for an interview and surveyed as many as they could each day. The
survey collected information in the local languages on basic demographics about the client (age,
parity, and marital status), information on the questions the provider asked and the services
offered, and the subjective experience of the client. In our main analyses, we restricted the exit
survey data to women under age 25 because this is the target population for the intervention.
We show in the appendix that our results are consistent when we include all clients from the exit
survey (Table A22). We include older clients when assessing disparities. We also dropped 347
surveys collected between September 2020 and August 2021 based on quality control measures

that we implemented.”

"We attempted to collected baseline client exit data but the initial roll-out of the surveys was different for
treatment and control and was incomplete. As a result we do not use the baseline client exit survey data.

8We used youth enumerators to make young clients feel comfortable. Youth enumerators visited their assigned
clinics for two to three days a week throughout the intervention. At the clinic’s premises, the enumerators
approached female clients upon their exit and asked them for verbal consent to conduct a survey about their
visit to the clinic. If the client provided consent and reported that either family planning services was the reason
for their visit or they received family planning counseling during the visit, the enumerator administered the
survey.

9Surveys from clients who received services but took less than 2 minutes to complete were dropped because
this was too short a time frame to carefully complete the survey. Surveys that were submitted to the server over
31 days after they had been administered were dropped because this indicated they were incomplete. Surveys
that reported receiving multiple hormonal methods were excluded because this is not possible and indicates the
rest of the responses might also be poor quality.

12



Mystery Client Visits.

Each clinic in Tanzania and Burkina Faso received four anonymous visits from members of the
research team who posed as real family planning clients. Providers in Pakistan received only
two visits because these were smaller clinics with only one provider, and we feared more than
two visits would raise suspicion. Mystery client visits took place between 10 and 12 months
after the start of the intervention. The mystery client approach allowed us to record data on
client-provider interactions without providers knowing they were being observed, while keeping
the characteristics of clients consistent across providers. We worked with local survey firms
to train young female enumerators to act as family planning clients. The mystery client visits
were unannounced and anonymous. This is a validated methodology to measure quality of
family planning care (Chandra-Mouli et al., 2018; Tumlinson et al., 2013, 2014; Fitzpatrick and
Tumlinson, 2017; King et al., 2019; Sieverding et al., 2018; Das et al., 2021).

We worked with Pathfinder country offices and local partners to develop profiles that were
realistic in the country context to avoid mystery clients being “discovered.” To isolate the
causal effect of age, marital status, and parity, we created eight profiles that included every
combination of marital status (married/unmarried), parity (one child or no children), and age
(16/17 or 24 years old), and we conducted an equal number of visits for each profile. We then
randomly assigned four profiles to each clinic in Tanzania and Burkina Faso, and two profiles
to each clinic in Pakistan. We stratified profile assignment such that half of visits in each
clinic were unmarried/married, half were younger/older, and half were nulliparous/parous.'®
This design (shown in Table 3) allows us to estimate the effects of each attribute on outcomes
of interest without confounding. We also assigned mystery clients to have a preference for

either injectables or a long-acting method (implant in Tanzania and Burkina Faso and IUD in

Pakistan), which we used in our “method of choice” analyses.

In Pakistan, unmarried women rarely seek family planning services, so it was not feasible
to have very many unmarried profiles without raising suspicion. We also determined that it

could be dangerous for an unmarried women to say she already had a child. Given this, we

10This ensured that there were an equal number of visits for each profile, that treatment and control clinics
were balanced on the profile attributes of the visits they received and that profile attribute levels were balanced
with other attribute levels (e.g., unmarried and married were equally likely to be paired with being young)
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only included 3 profiles; all mystery clients in Pakistan were about the same age (19 or 20 years

old) with some variation in marital status and parity (see Table 3).

Mystery clients received a seven-day training to learn and practice the roles, and then several
days of piloting with real visits. Mystery clients went through the standard process to see the
provider (check in at register, wait in line, etc.). They did not actually receive a family planning
method; instead, they informed the provider at the end of the visits that they wanted to think
about the information and talk to their mother (if unmarried) or husband (if married) before
proceeding. There was little indication that mystery clients were discovered by the providers
they interacted with.'! Within an hour of leaving the facility, mystery clients completed a
debriefing survey administered by their supervisor. The survey recorded information on the
quality of services received, including the methods the provider counseled on, whether they
were made to feel comfortable, and whether the provider asked about their preferences. They
also recorded whether they thought they could have received each of a set of specific methods.
All mystery clients were blinded to whether the facility was an intervention facility or a control
facility.

A key feature of the mystery client design is that it includes profiles of clients that rarely
come into the clinic, especially if they fear provider bias. For example, it is rare for 16-year-olds
or women without children to come into the clinic and thus these clients will be underrepresented
in the exit survey data. In clinics with reputations for greater provider bias, these client profiles
may be even more rare. Thus, these profiles represent a subset of the pool of potential clients
who we expect to experience bias (including those who do not come to the clinic), whereas the

exit data represents the pool of clients who actually come to the clinic.

Provider Surveys.

The study team collected data from providers at endline using two instruments: a provider
survey and a DCE, which we implemented during a single data collection session. The provider

survey recorded information on 1) demographic characteristics and background information; 2)

1 Only one mystery client thought they might have been discovered and we were only aware of one provider
who thought a client was our mystery client. The client they described was not part of our study. During
piloting we followed up with providers to see if the provider suspected any of the mystery clients were not real
clients, which none did.
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general attitudes and beliefs about young, unmarried, and nulliparous family planning clients;
and 3) details on the clinic environment where they practice, especially related to family plan-

ning services for youth.

The DCE presented a hypothetical client — only telling the provider her age, marital sta-
tus, and parity — and asked the provider how they would provide family planning services to
this client (e.g., what methods they would counsel on). Each provider was asked about four
unique profiles with a different combination of age (15, 20, or 25), marital status (married
or unmarried), and parity (no children or one child). We randomly assigned profile combina-
tions to providers, ensuring treatment and control were balanced on attributes and that profile
attributes were balanced with other profile attributes (e.g., unmarried and married profiles
were equally paired with parity). This allows us to estimate the effect of each attribute on a

provider’s self-reported behavior.

Administrative Data on Service Delivery Statistics.

Service delivery statistics are routinely collected by clinics in Tanzania and Burkina Faso as
part of the Ministry of Health monitoring system. Data are added to a national database each
month to which we were granted access. In Pakistan, these data are collected by Greenstar,
the social franchising organization with which providers were affiliated. The service delivery
data include the monthly number of new contraceptive users, returning contraceptive users, age

categories of users, and method mix.

5.2 Main Outcomes

We categorize outcomes into four distinct domains, and pre-specified a primary outcome for
each domain that we pre-registered. The domains follow a theory of change through which
we expect provider bias to affect outcomes (see Figure Al). The first domain, provider atti-
tudes/beliefs, is the level at which the Summit and Connect components directly intervened
and our primary outcome for this domain is an index of unbiased beliefs. We hypothesize that
biased attitudes/beliefs affect the second domain, patient-centered family planning care and
our primary outcome for this domain is whether the client was counselled on the full range of

methods. This in turn should affect the third domain, methods received by the client, for which
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our primary outcome is whether the client received any modern method. Finally, all of these
domains could affect the fourth domain, the client’s perceived treatment during the visit, for
which our primary outcome is a perceived treatment index. Below, we describe the outcomes

included in each of these domains in detail.

Provider attitudes and beliefs: Unbiased Index.

The pre-specified primary outcome for this domain was an index of unbiased beliefs. We use
statements from the provider survey about how age, marital status, and parity affect family
planning service provision with which providers could strongly agree, agree, disagree, or strongly
disagree. These include statements such as “It is okay for young clients who are unmarried to
use contraception” and “Married clients and unmarried clients should have the same family
planning options.” We construct an index by combining responses to 47 of these statements.
All statements were carefully chosen in collaboration with family planning experts at Pathfinder
International, the Bill and Melinda Gates Foundation, and from each country. Each statement
is meant to reflect an aspect of provider bias. Even statements that are fundamentally measures

of knowledge were selected because these are rooted in bias.

We construct four sub-indices of the unbiased index, each made up of a subset of the
47 questions: 1) family planning care specific attitudes and beliefs (28 items; Table A5), 2)
underlying attitudes and beliefs (if the statement is broader than just family planning care and
based more on social and cultural norms) (9 items; Table A6), 3) beliefs about the professional
environment (7 items; A7), and 4) beliefs about the community (3 items; A7). We code all items
so that higher scores represent less biased attitudes or environments. In order to construct the
indices, we implement the mean effects approach (Kling et al., 2007), which uses the mean of
all 47 variables after they have been standardized relative to the control group. The resulting
indices are in units of the (average) control group standard deviations. We conduct this process

separately for each country and for each sub-index.

5.2.1 Addressing self-report bias in measuring attitudes and beliefs.

We took several steps to mitigate self-report bias when measuring provider attitudes and beliefs.

First, we made sure enumerators signaled that they were not affiliated with Pathfinder or any
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aspect of intervention implementation. Second, we blinded enumerators to the treatment status
of providers. Third, both treatment and control facilities are affiliated with and get support
from Pathfinder, so if there was a desire to respond in a way that was desirable for Pathfinder,
this would be present in both treatment and control groups. Moreover, our other data collection

methods, such as mystery clients, are not subject to self-report bias.

Patient-centered family planning care outcomes.

This domain captures key elements of family planning care that relate to quality of care stan-
dards and patient-centeredness. We use three data sources to measure patient-centered family
planning care: client exit survey, mystery clients, and the DCE from the provider survey. The
primary outcome for this domain is whether the client was counselled on all methods that fit
with the client’s preferences (“full range of methods”). We include TUD, implant, injectable,
and pill as the maximum full range of methods, as they account for over 98% of all methods
dispensed (see Figure A5). We define this outcome equal to 1 if the provider discussed all four
methods during the counseling session. In the exit survey analysis, we removed some meth-
ods from the full range if clients reported specific preferences that made certain methods not
applicable (e.g., do not want to take a pill) based on the WHO Decision-Making Tool for Fam-
ily Planning Clients and Providers and recommendations made in the WHO Family Planning
Global Handbook for providers (WHO, 2005, 2018) (See Appendix Table A2 for a list of meth-
ods that correspond to different preferences). For clients who were seeking a method switch,
their current method was not included in the definition of the full range. Clients who came in

to continue use of the same method were excluded from analyses using this outcome.

We also analyze several additional outcomes related to patient-centered family planning

care.

1. Able to receive services: This variable is equal to 1 if the client is able to see a provider

and receive counseling.

2. Essential questions asked: This outcome is based on a set of key questions that the
provider should ask during a counseling session 1) asked about method preferences, 2)
asked about birth spacing and limiting preferences, and 3) asked if they have any ques-

tions. We created binary variables for each of these three questions and took the mean
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to create the outcome.

3. Method Information Index: The method information index is a widely used measure of
the key information provided to the client during a provider-client interaction (Chang
et al., 2019). The measure is set to 1 if the client answered “yes” to all of the following

questions (all binary variables):'?

(a) Were you informed about other methods of family planning aside from the one you

received?

(b) Were you informed about possible side effects or problems with the method you

took?
(¢) Were you told what to do if you experienced side effects or problems?

The resulting outcome is a binary variable, which is consistent with how it is used in
the Family Planning literature. All other index based outcomes are in terms of standard

deviations.

Method dispensing outcomes.

Our primary method dispensing outcome is whether a client received any modern contraceptive
method during her visit. We set this binary outcome to 1 if the client received an IUD,
implant, injectable, pill, condoms, emergency contraception, and/or permanent methods. The
client exit survey is the only data source where clients receive a method. However, we trained
the mystery clients to assess whether they thought they could take each type of method if
they were a real client, which we also use to assess method dispensing outcomes. We also
analyze whether the client received her method of choice, whether she received a long acting
reversible contraception method (LARC), and whether she received an injectable. We chose to
examine LARCs and injectables specifically because these were methods for which providers
reported biases during formative work, especially for nulliparous women and for which there

were disparities at baseline.

If a client did not receive services, each of these outcomes was coded as zero. In addition

12Tn the client exit survey, only those who received a method were asked this set of questions. We adapted
this measure for mystery clients so that those who were counseled on more than one method and were informed
of possible side effects or problems with the methods they were offered were assigned a value of 1.
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to the outcomes listed above, we examine method mix (share of all methods that are each
type) and total number of methods dispensed using the client exit survey and administrative

data.

Perceived treatment index.

The primary outcome for this domain is a perceived treatment index. We created separate
indices for the client exit survey and the mystery clients. We use the mean effects approach
(see description of approach in provider survey section) to construct an index based on 29
subjective questions from the client exit survey and 22 items in the mystery client debrief
survey. We trained mystery clients extensively on what kinds of things to look for (e.g., overt
judgment as well as subtle judgment though body language or facial expressions). We prioritize
mystery clients for this outcome because real clients might give a socially desirable response
during client exit surveys (Dunsch et al., 2018) unlike the mystery clients. In addition to the
perceived treatment index, we analyze client satisfaction based on whether the client would
recommend the clinic to a friend. We also measure whether the client felt judged or scolded
by the provider and whether the client thought the provider made them feel uncomfortable

because of her sex life.

5.3 Balance between treatment and control

We use baseline administrative data to check for balance against treatment and control status.
In addition, we use endline provider and client surveys to assess balance on provider and client
traits that are fixed over time. Baseline administrative data in Pakistan is not available and

we assess balance only on fixed provider characteristics.

Table A3 shows that intervention and control clinics in Tanzania and Burkina Faso were
well balanced on the number of providers, client volume, client age, and method mix. Providers
were well balanced on qualifications in Tanzania and Burkina Faso. There is some imbalance in
provider qualifications in Pakistan; intervention providers were more likely to be midwives or
nurse midwives whereas control providers were more likely to be lady health visitors (LHVs) or
doctors. However, it is not clear how to interpret the direction of the bias because the control

group has more doctors, which have the most training, but also has the most LHVs, which
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have the least training. We examined the methods that providers were trained on and provided
at their facility in Pakistan and found no substantive difference between the intervention and
control providers. Table A4 shows that clients were also well balanced on demographics and
that the number of surveys per day was similar between treatment and control, which suggests
that there were not differential response rates. Ultimately the samples seem fairly well balanced

at baseline and p-values on the joint test for orthogonality were all well above 0.05.

6 Empirical Framework

We use a similar regression framework for all data sources and outcomes. We estimate inten-
tion to treat (ITT) regressions for each country separately and we also pool all three countries.
Because we measure the same outcomes with several different data sources, we estimate regres-
sions separately for each data source and compare the effects across data sources. Consistent
results across data sources adds validity to the results. For all primary outcomes, we estimate
an unadjusted analysis and an analysis that includes a set of covariates (including fixed-effects
for randomization strata). The results are qualitatively the same whether or not we control
for covariates. We cluster standard errors by clinic in all models because the intervention was
randomized at the clinic level (Abadie et al., 2017). The regression models take the following
form:

Separate for each country:

Yir = Po + Prtreaty + € (1)

All countries pooled:

Yife = Bo + Bitreaty + o + €. (2)

Where y; is an outcome for individual i (either a provider in the provider survey, a real client
in the exit survey, a mystery client, or a profile in the DCE) from facility f. Treat indicates
the facility’s treatment assignment and J; is the I'TT effect of the treatment. In equation 2
we pool all countries and include a set of country fixed effects (a.). We also control for a

set of covariates that vary by country and data source in some models. Information on which
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covariates are included in each model are listed in the notes of Table 4.

The client exit survey data is longitudinal and collected from the onset of the study. This
allows us to estimate intervention impacts for each month of the study using the following

regressions.

Separate for each country:
Yire = Bo + Z Bi(treat; x month,) + A, + €5 (3)
t
All countries pooled:

Yifte = Bo + Z Bi(treaty x monthy) + Ay + 04 + e + €ifte (4)
t

Where the §; represent the impact of the intervention in study month ¢, )\; is a set of month
fixed-effects, which we allow to vary by country in equation 4 using oy. and all other terms are
the same as in equations 1 and 2. Our hypothesis is that outcomes might improve around the
time of the rewards ceremony when the desired behavior is more salient, and thus treatment

effects would be larger in the months immediately before and after the ceremony.

6.1 Deviations from pre-analysis plan

Our analysis deviated from what we pre-specified in two ways. First, we used the mean effects
approach outline by Kling et al. (2007) to create our unbiased index and perceived treatment
index instead of the Anderson (2008) approach that we pre-specified. This is because some
of the weights generated in the covariance matrices from the Anderson (2008) approach were
negative, and applying negative weights to components of the index did not make sense. Second,
we planned on using baseline data from the provider survey and the client exit survey. We
omitted the baseline provider survey data because most of the clinics from which we collected
baseline data were ultimately not enrolled in the intervention due to a shift in Pathfinder
affiliated clinics. We omitted the baseline client exit survey data because the survey was not
rolled out uniformly between treatment and control, and baseline data was missing from a large

portion of clinics due to start-up challenges.
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6.2 Multiple hypothesis testing

We adjust our p-values for multiple hypothesis testing using the sharpened g-value method
to control the false discovery rate as outlined by Anderson (2008). We use this method to
adjust p-values for our four primary outcomes and report sharpened g-values in brackets. When
analyzing multiple outcomes within a domain (or family), we adjust for the number of outcomes

in the respective domain.!?

7 Results

7.1 Did treatment result in less biased provider attitudes and beliefs?

Figure 1 and Table 4 (columns 1 and 2) show that treatment resulted in less biased attitudes
and beliefs with respect to age, marital status, and parity. Each point estimate in Figure
1 represents the (unadjusted) treatment effect estimated using equations 1 and 2 with 95%
confidence intervals. The intervention improved the unbiased index by about 0.2 standard
deviations in the pooled analysis, and this effect size is similar across all countries. Effects on
the main index are driven by changes in family planning care specific attitudes and beliefs (i.e.
knowledge of care standards) and underlying attitudes and beliefs (i.e. beliefs related to cultural
and social norms). Attitudes and beliefs about the professional environment and community
factors that could be drivers of bias improved slightly in Burkina Faso but not in the other
countries (these types of beliefs were not explicitly targeted by the intervention). Column 2 of
Table 4 shows that including covariates does not substantively change effect sizes. Table 4 also
presents the sharpened g-values in brackets and results remain statistically significant after this

adjustment.

To make these effect sizes more concrete, Tables A5, A6, and A7 show the 47 specific
questions that went into the index (seperated by subindices), with treatment effects for each
question. This shows significant improvements in 22 of 27 family planning care specific state-
ments in the pooled analysis and 7 of 9 of the underlying attitudes and beliefs statements, but
only 3 of 10 that make up the other two sub-indices (professional environment and community

factors), which are less direct measures of provider bias.

13We do this process separately within each country and when pooling countries.
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Our unbiased index is a combination of attitudes/beliefs that directly measure bias and
others that are more reflective of poor knowledge that is related to bias. To untangle the
effect on knowledge from the effect on more direct bias, we identify specific statements that
are more directly reflective of bias in Tables A5, and A6 using a “+” sign. We find significant
improvements in 13 of the 17 statements that we characterize as direct measures of bias and
that are clearly not a measure of knowledge. This shows that improvements in our unbiased
index were indeed driven by a reduction in biased beliefs and not just an improvement in

knowledge.

Table A8 shows that providers in the intervention group are also more likely to report in the
DCE that they would offer counseling (i.e., not deny services; 1.5 percentage point increase),
provide a modern method (3.3 percentage point increase), and counsel on the full the range
of methods (14.8 percentage point increase) compared to providers in the control arm. Figure
2 shows that interventions providers are significantly less likely to report imposing method
restrictions because a client was “too young” (23 percentage point reduction), unmarried (7
percentage point reduction), or did not have children (15 percentage point reduction). Figure

2 shows pooled results but effect sizes are similar across countries.

The improvement we observe in provider attitudes and beliefs as well as the improvement in
self-reported behaviors is encouraging. However, it is possible that providers in the treatment
arm overstate positive attitudes and beliefs about the target population because the intervention
trained them on which responses were “correct”. Next, we assess whether the reduction in self-
reported biased attitudes and beliefs corresponds with behavior change and better care for

young women.

7.2 Did treatment improve patient-centered family planning care for young women?

The primary patient-centered family planning care outcome is counseling on a full range of
methods (pill, injectable, ITUD, and implant). Column 3 of Table 4 shows that in the mystery
client data, counseling on the full range of methods increased by 6.5 percentage points when
pooling countries (off a base of 63.2%, p = 0.073). The effect is most pronounced in Pakistan
(23 percentage point increase; p<0.01), modest in Tanzania (7 percentage point increase and

not statistically significant), and negative in Burkina Faso. Treatment effects were significantly
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different between Pakistan and Burkina Faso (p = 0.02). Interestingly, results using the client
exit survey data are quite consistent. Counseling on the full range improved in all three coun-
tries; with a pooled effect of 9.3 percentage points off a base of 50.5% (p<0.05; column 3
of Table A9). The result in Burkina Faso is also positive and statistically significant on this

outcome using client exit survey data.

Figure A3 plots treatment effects for all pre-specified family planning care outcomes for
all three data sources and regression results are reported in Table A9. In pooled analyses,
we observe significant improvements in all outcomes across all data sources; clients are more
likely to receive services,'* be counseled on more methods, be given more information about

the methods, and be asked more questions.

Positive effects in pooled analysis with the mystery client data are driven by Tanzania and
Pakistan as effects are close to zero in Burkina Faso in the mystery client data. Treatment
effects between Pakistan and Burkina Faso were significantly different (p = 0.015). In the
client exit survey data, all three countries had similar effects sizes for the four outcomes, and

all pooled effects are statistically significant.

7.3 Did treatment impact methods received by young women?

Figure A4 and column 5 of Table 4 show that treatment increases the likelihood that clients
who completed exit surveys received any method (pooled effect of 0.019; p = 0.085; q = 0.045).
This pooled effect is driven by Tanzania as effect sizes in Pakistan and Burkina Faso are close
to zero. In Tanzania, the intervention increased the share of clients that received a method
by 4.7 percentage points (p<0.05). About 9% of clients in the control arm did not receive a
method in Tanzania, so this effect size represents nearly a 50% reduction in the share of women

not receiving a method.

A key limitation to this outcome is that over 90% of clients in the control group received
a method, so there is very little room for improvement. Attaining 100% of clients receiving a
method is an unrealistic target and might not be welfare improving because some clients only

want information or want to delay getting a method until they discuss it with family. Overall,

14Receiving services in the mystery client data is not significant but almost all mystery clients received services
so there was no scope for improvement.
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clinics in our study setting appear to be poor locations for an intervention designed to improve
method uptake because most women that come to the clinic receive a method in absence of the

intervention.

Despite more comprehensive counseling and more patient-centered care, we find little evi-
dence of a change in the types of methods clients received. The client exit survey data shows
there was no change in the likelihood that young women received a LARC or an Injectable (top
panel of Figure A4), methods for which we found evidence of bias in the formative work. We
do find a modest improvement in clients receiving their method of choice, but this is entirely
driven by women in Tanzania receiving a method rather being turned away, not a change in
the types of methods dispensed.!® Figure A5 shows that method types reported in the client
exit survey were comparable between the intervention and control sites for all age groups with
no statistical differences. Figures A6, A7, and A8 plot types of methods over time from the
administrative data and show no substantive change in method mix following the start of the

intervention.

Mystery clients’ perceptions of method dispensing.

Although the intervention did not change the types of methods real clients received, mystery
clients thought they would have been able to take a broader range of methods at intervention
clinics. Mystery clients did not take a method but reported whether they “thought they could
take” each method “if they were a real client” (middle panel in Figure A4 and “Mystery
Client” columns of Table A10). All pooled effects for method dispensing outcomes in the
mystery client data were significant and, similar to the client exit survey data, were mostly
driven by improvements in Tanzania. Mystery clients visiting intervention clinics in Tanzania
were far more likely to think they could take any method (13 percentage points) and their
method of choice (17 percentage points). In Pakistan, the intervention demonstrated positive
effects on method dispensing according to mystery client perceptions, but none of these effects
were statistically significant. In Burkina Faso, the intervention had no effect on mystery client

perceptions of whether they could take a method or which methods they could take. Overall,

15Tf a woman did not receive a method, we coded this as not receiving method of choice. When we restrict to
clients who received a method, we do not observe a significant improvement in method of choice.
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mystery clients in Tanzania and Pakistan seemed to believe they had access to an expanded

range of methods in treatment facilities relative to control facilities.

Using mystery clients to measure method dispensing has both strengths and limitations
relative to the client exit survey. On one hand, a key strength is that we designed the mystery
client profiles such that they were representative of young women who we would expect to
experience bias. Real clients might have private information that makes them less likely to
experience bias and more likely to receive their preferred method; e.g., a young unmarried
client without children might also be a student and know that providers are more sympathetic
to students. Thus, our mystery client profiles could be more representative of clients who
avoid the clinic out of fear of biased care (e.g., visits from nulliparous clients were very rare
in the client exit surveys but half of mystery client visits were from nulliparous profiles). On
the other hand, mystery clients do not actually take a method (they say they need to think
about it and talk it over with their husband or mother) and therefore it is not clear how their
subjective expectations of receiving a method correlate with actually receiving a method. It
is certainly promising that the intervention significantly improved mystery clients’ perceptions
about method restrictions and this could have implications for the intervention encouraging
women who traditionally avoid family planning clinics out of fear of bias to start visiting
clinics for care. But it is unclear whether this actually translates to better outcomes for real

clients.

7.4 Did treatment impact client perceptions on how they were treated?

Mystery clients are the preferred data source for perceived treatment outcomes because they
received training on what to look for during interactions and they do not have the incentive
to provide a socially desirable response, which can bias responses about satisfaction (Dunsch
et al., 2018). Mystery clients perceived significantly better treatment at intervention clinics
relative to control clinics. Columns 7 and 8 of Table 4 shows the intervention increased the
perceived treatment index by about 0.2 standard deviations in pooled analysis (p<.01), which
was driven by improvements in Tanzania and Pakistan, with a much smaller effect in Burkina
Faso (p-value on difference in treatment effect relative to Burkina Faso was 0.06 for Tanzania

and 0.04 for Pakistan). Table A11 shows the effect individually for each question that went into
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the perceived treatment index. Figure A9 shows that mystery clients in Tanzania and Pakistan
were also more likely to recommend the clinic to a friend, less likely to be judged or scolded,

and less likely to be treated worse because of marital status or parity.

Table A12 shows regression results for all perceived treatment outcomes and compares
treatment effects between the client exit survey and the mystery clients. In client exit survey
data, while the treatment effects are mostly positive, they are smaller in magnitude than the
mystery client results. In addition, except for Tanzania, they are not statistically significant at

conventional levels.

7.5 Did treatment increase youth client volume?

As word spreads about improved care and better treatment of clients, we might expect more
young clients who would would otherwise forgo family planning care, to start visiting the
clinic. Table A13 shows that the average number of clients per month over the 12 months
of intervention did not appear to increase at intervention sites for any age group in Burkina
Faso or Tanzania. In Pakistan, there appears to have been a modest but statistically significant
increase in client flow, which was mostly driven by clients under 20 years old (about 2 additional
youth clients per month per clinic). Figures A10, A11l, and A12 plots the treatment effect on
client volumes over time by age, which shows that youth client volumes were not increasing over
time at intervention facilities. Taken together, this provides little evidence that the intervention
increased client volume in Burkina Faso and Tanzania, but may have modestly increased youth
client volume in Pakistan. This lack of change in client volume could be because there were no
outreach efforts in conjunction with the intervention and not enough time passed for word to
spread through social networks. It is possible that as more time passes, more youth clients will

get word of this improved care and choose to attend these clinics.

7.6 Do treatment effects evolve over time?

Our client exit survey data was collected daily during the intervention period which allows us
to assess 1) whether the treatment effects wain or get more pronounced with more intervention
exposure, and 2) whether there are distinct changes in behavior that correspond with the timing

of the different intervention components (e.g. do providers give particularly good services
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around the timing of the awards ceremony?). Figures A13 through A16 plot the monthly
treatment effects from equations 3 and 4 using the client exit survey data. In Tanzania and
Pakistan, counseling on the full range of methods improved over time. In Tanzania in particular,
the effect size started to increase directly after the first award ceremony suggesting that provider
behavior might have responded to the ceremony. However, there is no clear pattern of treatment
effects over time for the other outcomes and, for the most part, there does not appear to be a

bump in the treatment effect around the timing of the ceremonies for other outcomes.

7.7 Did treatment reduce disparities by age, marital status, and parity?

A key premise of the Beyond Bias intervention was that young women receive particularly
poor family planning care and treatment from family planning providers, especially when they
are unmarried or nulliparous. As such, an objective of the intervention was to reduce the
effect of age, marital status, and parity on family planning counseling and interactions with
providers. In the analyses that follow, we show three key findings. First, we see disparities in
different outcome domains in the control group: nulliparous mystery clients are less likely to
be counselled on the full range of methods than mystery clients with children, younger mystery
clients thought they had less access to family planning methods than older mystery clients,
and unmarried mystery clients perceive worse treatment by the provider than married mystery
clients. Second, the intervention reduced some key disparities while others were not affected:
disparities in counseling experienced by nulliparous mystery clients were eliminated in all three
countries and disparities in perceived access to family planning methods for younger mystery
clients were reduced in Tanzania, but disparities in perceived treatment for unmarried mystery
clients were not affected by the intervention. Third, some of the improvements generated by the

intervention were experienced by all types of clients, not just the clients who were targeted.

To estimate the existing disparities in family planning by age, marital status, and parity on
family planning and how the intervention changed those disparities, we estimate the following

equation.

28



Yif = a + Biyoung,; + Spunmarr;y + Sznullip,; + dtreat j+

Y1 (young,,; x treaty) + vo(unmarr;s x treaty) + yz(nullip;; x treaty) + €5 (5)

In this setup, the §’s represent the disparity for outcome y in the control group and the +'s
represent the treatment effect on the disparity (or heterogeneity in the treatment effect). To
interpret a result as showing that a disparity is reduced by the intervention, we would expect
two estimates from this equation: 1) The disparity exists in the control group, which would show
up as a negative 5, and 2) The gap is smaller in the treatment group than in the control group,
which would show up as a positive . The § is the treatment effect for the group that was not
targeted by the intervention (older, married women, with children). Our study was powered for
pooled estimates of the treatment effect and was not powered for heterogeneity in the mystery
client characteristics. Thus, we prefer to focus on results that pool all countries together for this

analysis, but we also present results separately for each country for transparency.

We focus on the mystery client data for this analysis because our design allows us to isolate
the causal effect of each attribute on provider behavior; mystery client profiles were nearly
identical aside from variation in age, marital status, and parity, and we randomized profiles
to clinics (see section 5.1 for more details). Data from real clients is less reliable for three
reasons. First, real clients may have confounding factors that are correlated with age, marital
status, and parity that we do not observe. Second, those who choose to visit a family planning
clinic may be differently selected by age, parity, and marital status; it could be only the most
determined and confident young/nulliparous clients who are brave enough to come into the
clinic. Third, social desirability bias in client exit surveys is well documented (Dunsch et al.,
2018), but mystery clients do not have this issue. We have more statistical power in the client
exit survey data because of a larger sample and we present results using those data in the
appendix. We also did not vary age in Pakistani mystery clients, so estimates of age disparities
are for all countries using the client exist survey data but only for Burkina Faso and Tanzania
when using the mystery clients. Overall, we see patterns consistent with some pre-existing

disparities, some of which were reduced through the intervention.
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Counseling disparities.

Columns 1-4 of Table 5 show regression results from equation 5 for counseling on the full range
of methods. Coefficients on Nulliparous are negative and of an important magnitude (>0.11)
in all three countries, suggesting nulliparous women experience a disparity in counseling in the
control group. The positive and sizable coefficients on Treatment X Nulliparous show that the
intervention mostly eliminated the counseling disparity for nulliparous women (statistically sig-
nificant coefficient of 0.125 in pooled analysis). This pattern was also present in the client exit
survey data in Pakistan (Table A14). Coefficients on Young and Unmarried show that these
characteristics are not driving counseling disparities. Moreover, small and insignificant coeffi-
cients on the Treatment variable and other interactions suggest the average treatment effects
for counseling reported in Table 4 are driven almost entirely by improvements for nulliparous
women, the only group for which there was a disparity. This supports the argument that coun-

seling behavior improved partly as a result of reducing bias towards nulliparous women.

Method access disparities.

Columns 5-8 shows that there are statistically significant disparities in perceived method access
only for younger mystery clients; the coefficient on Young shows that younger mystery clients
were 13.4 percentage points less likely to think they could take any method compared to older
mystery clients in the control group. This disparity was present in both Tanzania and Burkina
Faso. The intervention reduced this disparity by more than half in Tanzania (coefficient on
Treatment X Young is 0.106) but this was not significant, and there was no evidence for a
reduction in this disparity in Burkina Faso. The small and insignificant coefficients on Treatment
and mostly positive interaction terms show that nevertheless the treatments effects for this
outcome were mostly driven by the target groups. The 6 percentage point improvement across
all groups combined in table A10 (column 2, Pooled row) appears to be mostly driven by
unmarried and nulliparous women (54 percentage point improvements for both compared to
close to zero point estimates for the other two groups). In Tanzania the interaction terms in
Table 5 for all target groups was around 10 percentage points compared to close to zero when
not interacted (column 6). Although under powered, this is consistent with reductions in bias

towards the target groups driving the average treatment effect on mystery clients’ perceived
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method access.

Perceived treatment disparities.

Columns 9-12 of Table 5 shows that disparities in perceived treatment were mainly present
for unmarried women; coefficients on Unmarried are mostly negative and significant.! The
intervention did not reduce this disparity. Moreover, treatments effects for the target groups
were similar to treatment effects for non-targeted clients (coefficient on Treatment is positive and
significant and interaction terms are small an insignificant). This suggests that the intervention
changed the way providers treated all clients as measured by this particular general perception

question, not just clients targeted by the intervention.

Comparing disparities in client exit survey to disparities in mystery clients data.

Comparing the results on disparities from mystery client data (Table 5) to the client exit data
(Table A14) is akin to comparing the results from an RCT to the results from an observational
study. Attributes of mystery clients were randomized and carefully stratified to isolate the
effect of specific client characteristics. In contrast, real clients are a select sample and client
characteristics could be correlated with unobserved variables that affect family planning care.
The client exit survey mostly did not show disparities in the control group or larger treatment
effects for the target groups. Young women mostly received better outcomes than older women
in the exit data. This suggest that there could be something unobserved about the young,
nulliparous, or unmarried women that come into the clinic that causes providers to give them
similar or better care compared to their counterparts and that many of the women who are
likely to receive biased care because of their age, marital status, or parity do not visit the

clinic.

6There were very few unmarried clients in Pakistan (0.03%; see Table 1) and our unmarried mystery client
profiles were designed to be as socially acceptable as possible, so the effect of marital status in Pakistan should
be interpreted with caution.
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7.7.1 Changes in disparities using the DCE data.

We also implement equation 5 using the DCE data. Table A15 shows disparities in counseling
and receiving a method based on all three target characteristic in the control group (coefficients
on Young, Unmarried, and Nulliparous are all negative and significant in columns 1 and 5). In
pooled analyses, the intervention nearly eliminated the disparity in beliefs about being able to
receive a method for all three groups (not significant for unmarried) and reduced the disparity
in counseling for unmarried and nulliparous women (latter not significantly). This is consistent
with improvements in DCE responses being partly driven by reductions in bias towards these

groups.

8 Exploring mechanisms.

The bundled nature of our intervention makes it difficult to untangle the effects of each of the
three intervention components. However, we use several approaches to try and better under-

stand which components and mechanisms are likely to have led to improved outcomes.

8.1 Do outcomes improve due to less biased beliefs?

To investigate how outcomes improved as result of changing providers’ biased attitudes and
beliefs through the training (Summit) and peer mentoring system (Connect), as opposed to
responding to incentives via non-financial awards, we assess the relationship between biased
attitudes/beliefs and outcomes in the control group.!” Table A16 shows that clinics with a
higher score on the unbiased index were significantly more likely to counsel mystery clients on
the full range of methods; a one standard deviation increase in the average unbiased index score
is associated with a 20 percentage point higher likelihood of counseling on the full range methods
(the relationship was large and positive in all three countries). This magnitude aligns well
with our treatment effects reported in Table 4; we estimate a 0.22 standard deviation increase
in the unbiased index which, based on Table A16, would correspond to a 0.04 improvement

in counseling. We estimate a 0.065 improvement in counseling from the bundled treatment.

1Tdeally we would assess heterogeneity in the treatment effect by level of bias at baseline, but we do not have
baseline data on attitudes and beliefs.
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Figure A17 shows providers at more biased clinics (less than 50th percentile on the unbiased
index) were about 11 percentage points less likely to counsel the full range of methods. This
shows that less biased attitudes and beliefs are predictive of better counseling, which provides
support for our theory of change outlined in Figure Al in which training can move behavior.
This also supports the interpretation that the change in the unbiased index documented in
Figure 1, which we expect to be mostly impacted by the Summit and Connect interventions,
because it is not directly incentivized through the non-financial incentives, led to improvements
in counseling. The relationship between the unbiased index and receiving a method or perceived
treatment in the control group is less clear in Table A16. Pooled coefficients are positive but
small and insignificant. Given that our conceptual framework shows methods received and
perceived treatment to be impacted primary through changes in counseling and patient care
(Figure A1 and not directly through changing biased beliefs, it is not surprising that the these

relationships are less strong than the relationship between bias and counseling.

We also use the control group to assess disparities at less vs. more biased clinics by in-
teracting the unbiased index with indicators for mystery clients’ characteristics. Although
under-powered and imprecisely estimated, Table A17 shows that the 12.3 percentage point
disparity in counseling for mystery clients in the control group (coefficient on nulliparous) is
eliminated with a one standard deviation increase in the unbiased index (interaction term of
unbiased index with nulliparous is 0.144), which mirrors our results from column 1 in Table
5. This table also shows that disparities in receiving a method for young women and dispari-
ties in treatment for unmarried women are smaller at less biased clinics, but also imprecisely

estimated.

8.2 Do outcomes improve due to non-financial awards?

We use the timing of the non-financial award ceremonies to assess whether outcomes improved
as result of the non-financial awards. If the non-financial awards were driving improvements
we would expect to see larger treatment effects immediately before/after the ceremonies (i.e.
the coefficients on the dotted lines in Figure A13 would be largest). Figure A13 shows no clear
pattern of improvements around the timing the non-financial award ceremonies. Counseling

improved almost immediately (suggesting a Summit effect) and the treatment effect remained
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similar throughout the study period (aside from a spike in the last month). The other two

outcomes also show no pattern of improvement around the ceremonies.

Taken together, these analyses suggest that counseling likely improved partly as a result
of reductions in bias as measured through the unbiased index, and there is no clear evi-
dence the non-financial awards are driving improvements. Nonetheless, these analyses are
non-experimental and we cannot rule out that the non-financial awards were helping to drive

the improvements we observe.

9 Robustness of results

9.1 Spillovers

Providers can switch between clinics in Tanzania and Burkina Faso. Ten percent of providers
in Tanzania and 9 percent in Burkina Faso reported providing family planning services at
another clinic besides their current clinic in the previous 12 months. This could lead to spillover
of the intervention if providers who participated in Beyond Bias switched to a control clinic
during the study period or if control providers switched to a treatment clinic. This would
lead us to underestimate the treatment effect. About 7.1% of control providers in Tanzania
reported participating in some part of the intervention and 3.9% of control providers reported
participating in some part of the intervention in Burkina Faso. If the providers in Tanzania
who were exposed to the intervention had the same effect size for counseling on the full range
of methods as we report in Table 4, 0.111, then the “true” effect size accounting for spillovers
would be 0.117. Therefore while our effect sizes might be slightly underestimated, it is unlikely

to impact our conclusions.

9.2 Non-participation in Pakistan

In Pakistan, an initial 82 providers identified by Pathfinder were invited to participate in the
study. Prior to the start of the intervention, 23 providers were replaced because they were

unable or unwilling to participate.'® Pathfinder replaced these providers with providers who

18Seven providers would not allow exit surveys, 8 providers were not able or not willing to partake in the
intervention activities, 4 providers had personal issues that prohibited participation, and 4 providers were no
longer affiliated with Pathfinder.
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agreed to allow enumerators at their clinics and could attend the Summit event (if assigned to
treatment). Non-participation was less common in the control group because the commitment
in the treatment group was more substantial (19 clinics in the intervention group were replaced
compared to 4 in the control group). As a result the treatment group was more likely to have
replacement providers. Providers in the control group might no longer be a valid counterfac-
tual for providers in the treatment group if availability /willingness to participate is correlated
with outcomes of interest. To test this, soon after the real Summit event took place, we asked
providers in the control group if they would be willing to participate in a Summit event similar
to how we approached the intervention group to participate. We conduct a sensitivity analysis
in which we restrict to 1) the 22 treatment group providers who were part of the original ran-
domization and 2) the 21 control group providers who were part of the original randomization
and agreed to participate in the intervention.'® The top panel of Appendix Table A21 presents
results with and without excluding these providers. Results are largely unchanged and qualita-
tively similar when we drop the replacements from the treatment group and non-participating
providers from the control group. This suggests that non-participation and replacement of

providers in Pakistan did not bias our treatment effects in important ways.

We also test the sensitivity of our pooled analyses to excluding Pakistan and only including
the countries in which randomization was not compromised (second panel of Table A21). The
odd columns present the estimates from our full analysis in Table 4, and the even columns only
include Tanzania and Burkina Faso. When excluding Pakistan, the estimated treatment effect
on counseling on full range becomes close to zero but the other outcomes remain statistically

significant and of a similar magnitude.

10 Discussion and Conclusion

This paper demonstrates that a relatively simple intervention can change biased provider at-
titudes and beliefs about contraception services for young women and that this, along with
non-financial incentives and improved knowledge, leads to better care and client interactions.

The intervention caused providers to report less biased attitudes toward young women across

190f the 43 providers that satisfy this criteria, 5 did not complete a provider survey and 1 did not receive
mystery client visits.
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three quite distinct countries, which is promising for the generalizability of our results. In
Tanzania and Pakistan, the intervention led to improved counseling and better perceptions of
how clients felt they were treated during family planning visits. In Tanzania, the intervention
also increased the likelihood that clients left the clinic with a method. Improvements in coun-
seling were mostly driven by reductions in disparities for nulliparous women, suggesting that
the intervention worked partly though the expected channels. Despite more comprehensive
counseling, the intervention did not change the types of contraceptive methods clients received
nor did it have an important effect on uptake outside of Tanzania. Most women in the control
group received a method and reported that it was their method of choice, so there was also

limited room for (measurable) improvement in method dispensing outcomes.

Although we do not find important improvements in method dispensing, this does not mean
that the intervention does not have the potential to improve these outcomes. The improved
attitudes and beliefs, counseling quality, and client experiences from Beyond Bias could cause
more young women to come into the clinic in the longer-term, and receive better care when
they do. The target populations account for a small portion of clients who attend the clinic
(e.g., only 8% percent of clients were age 15-19, and only 6% did not have a child; less than
1 percent of clients were unmarried in Pakistan). They might avoid the clinic because they
are worried about poor treatment or judgment from providers. A recent study from Senegal
shows that women avoid clinics where there is greater provider bias (Speizer et al., 2021).
Some women might avoid clinics altogether if they do not know of a clinic where they could
get unbiased care. In the United States, Black patients utilized more preventive health services
when they were randomly assigned to a Black doctor compared to a White doctor, mostly
because of better communication between patient and provider (Alsan et al., 2019). We do not
find any evidence of increased client volume resulting from the Beyond Bias intervention, but
this could be because the community was not aware of the improved treatment and counseling
they would receive at intervention clinics. Over time, more women who avoid coming to family
planning clinics in absence of the intervention because of fear of provider bias could start visiting
the clinic, thus reducing disparities in modern contraception use. Future work should explore
coupling the Beyond Bias intervention with outreach efforts to inform the community about

clinics that have less biased care.
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While the improvements in our measures of provider bias were clear and consistent across
countries, it is less clear that outcomes improved as a result of reducing bias rather than through
other mechanisms such as the non-financial awards. We show that our unbiased index predicts
better counseling and smaller disparities in the control group, which supports the interpretation
that counseling improved through a reduction in provider bias, but these analyses are non-
experimental and under-powered. We also show that counseling improvements were almost
entirely driven by improvements for nulliparous women, the group for which disparities in
counseling were most pronounced in the control group (Table 5). This suggests that counseling
improvements were driven by reduced bias towards these women. We also find no evidence
of treatment effects being larger around the timing of the award ceremony, thus the data are
not consistent with effects being driven by these awards. This is suggestive evidence that
improvements in family planning outcomes were driven by reduced provider bias but does not

rule out that these effects were driven by other mechanisms.

The results in Tanzania were most promising. This is the only country where we see signif-
icant improvements in every outcome domain, and effects were mostly consistent across data
sources. Tanzania is the only country where we observe an improvement in method uptake and
also the country where we observed the largest effects on mystery client perceptions of taking a
method. Engagement with the intervention was also very strong. In Pakistan, the intervention
showed promise, but engagement was much lower than in Tanzania. In qualitative interviews, a
majority of providers in Pakistan mentioned that they had challenges with intervention interface
(technological barriers, not enough time to engage fully, and being annoyed by the frequency
of contact), and the non-financial award intervention was not received as positively as in other
countries (Moucheraud et al., 2024). This suggests that implementing this intervention with
private providers operating their own practice will be more challenging than doing so at larger

public clinics.

Burkina Faso showed similar improvements in provider attitudes and beliefs as Tanzania
and Pakistan, but we do not see improvements in care quality and perceived treatment. One
potential explanation for this is that providers already had relatively unbiased attitudes and
beliefs in the control arm. Table A5 shows that providers in Burkina Faso were more likely

to agree/disagree with statements that indicated less bias (e.g., 94% of control providers in
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Burkina Faso agreed that they would provide family planning to a client that they thought was
too young compared to only 63% in Tanzania and 56% in Pakistan). Thus, biased attitudes
and beliefs may have been less of a problem in Burkina Faso prior to the intervention. This is
consistent with a recent qualitative study in Burkina Faso, which found “overwhelmingly that
providers are happy to give contraception to young, unmarried, and/or nulliparous women”
(Senderowicz, 2019). Another explanation is that providers in Burkina Faso engaged less with
the intervention; only 65% of providers we surveyed in the intervention arm in Burkina Faso
reported attending the Summit (compared to over 80% in the other two countries), so it is
possible they were less exposed to behavior change content. The qualitative interviews also
revealed systemic issues that could not be addressed by the intervention, such as providers
being very busy, not having enough space to provide privacy, and having method supply issues

(Moucheraud et al., 2024).

The Beyond Bias intervention demonstrates that it is possible to change negatively biased
beliefs that providers have about certain patients. In analysis of mechanisms, we provide some
evidence that changing biased beliefs can lead to improved counseling and the intervention as a
whole led to better client experiences (but not in Burkina Faso). Despite improvements in care,
there is limited evidence that this intervention impacted the types of family planning methods
received among young women who visited the clinic. Future work should test whether coupling
this intervention with community outreach efforts can increase modern contraception use for

young women who would not otherwise come into the clinic.
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Figure 1: Impact of treatment on bias index from provider survey
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Notes: Treatment effects and 95% confidence intervals were estimated using equation 1 and 2. Pooled effects
control for country fixed-effects. Bias indices were created using the endline provider survey. Indices were
created by taking the average of a standardized set of variables by country (see Tables A7 to A1l for complete
list of questions for each sub-index). Items that were negatively phrased were re-coded so that higher values
represented more supportive family planning attitudes. Differences in effect sizes between countries were not
statistically significant.

Source: Endline provider survey
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Figure 2: Impact of treatment on provider reports of restricting methods
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Notes: Data is based on provider survey responses at endline to three questions: “Are there any methods that
you would not offer to a client because she is [too young/unmarried/has no children]?” Estimates are pooled
across countries based on equation 2. Error bars are 95% ClIs based on on the treatment effect (5 from equation

2). Standard errors were clustered by clinic.
Source: Endline provider survey
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Table 1: Description of Sample

Tanzania Pakistan Burkina Faso

FP Clinics Enrolled

Number of Clinics 73 76 78
Sector Public Private Public
Prior Pathfinder Training Yes No Yes
Providers per Clinic 4.288 1.000 11.090
FP Clients Per Month 226.548 21.099 101.707
FP Providers Surveyed

Number of Providers 259 70 313
Provider Age 39.871 43.104 41.216
Doctor/Health officer 0.027 0.071 0.048
Nurse/Nurse-Midwife 0.842 0.100 0.032
Midwife 0.131 0.643 0.920
Lady Health Visitor 0.000 0.186 0.000
FP Clients Surveyed

Number of clients 26915 9869 41187
Age 15-19 0.069 0.082 0.104
Age 20-24 0.357 0.394 0.287
Age 25+ 0.574 0.524 0.608
Married 0.653 0.997 0.778
Nulliparous 0.047 0.024 0.086

Notes: Prior Pathfinder Training refers to clinic-wide training on youth friendly service provision that was
conducted as part of pre-existing Pathfinder projects. The average family planning clients per month in Tanzania
is calculated between January 2021 to August 2021. In Pakistan, family planning clients per month is estimated
between September 2020 to June 2021. Only 70 of the 76 enrolled clinics in Pakistan completed an endline
provider survey; 3 in the treatment group and 3 in the control group did not complete an endline survey because
providers were on sabbatical.

Source: Data on family planning clinics is from administrative data. Data on family planning providers is from
endline provider survey. Data on family planning clients is from ongoing exit surveys and aggregated over the
12 months of the intervention.
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Table 2: Data Sources

Baseline Ongoing Endline

Client Exit Surveys No Yes Yes
Provider Surveys No No Yes
Discrete Choice Experiment No No Yes
Mystery Client Visits No No Yes
Administrative Data Yes* Yes Yes

Notes: “Ongoing” means that data was continuously collected throughout the study.
*Baseline administrative data was not available in Pakistan.
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Table 3: Mystery Client Design

Tanzania Pakistan  Burkina Faso Total
Mystery Client Profile C T C T C T C T
Younger, Unmarried, No Children 19 18 19 21 19 18 o7 o7
Younger, Unmarried, One Child 18 18 0 0 20 22 38 40
Younger, Married, No Children 18 18 24 31 21 20 63 69
Younger, Married, One Child 19 18 25 30 19 19 63 67
Older, Unmarried, No Children 18 18 0 0 20 20 38 38
Older, Unmarried, One Child 19 18 0 0 19 18 38 36
Older, Married, No Children 19 18 0 0 19 19 38 37
Older, Married, Parous 18 18 0 0 21 20 39 38
Total 148 144 68 82 158 156 374 382

Notes: The values in each cell represents the number of mystery client visits we conducted for the respective
role/country/group. Some profiles were not feasible in Pakistan due to cultural sensitivities. Unequal numbers
between treatment and control are due to an odd number off facilities.

T = Treatment group

C = Control group
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Table 4: Effect of treatment on primary outcomes

Unbiased Index

Counselled on Full

Given Any Method

Perceived

Range Treatment Index
(Provider Survey) (Mystery Clients) (Exit Survey) (Mystery Clients)
(1) (2) (3) 4) (5) (6) (7) (®)
Pooled 0.220%F%  0.216%** 0.065* 0.065* 0.019* 0.018 0.215%**  (.214%**
SE (0.038)  (0.036)  (0.036)  (0.036)  (0.011)  (0.011)  (0.051)  (0.050)
g-value [0.001] [0.001] [0.045] [0.053] [0.045] [0.055] [0.001] [0.001]
Cntl Mean -0.000 0.002 0.632 0.632 0.907 0.908 0.001 0.001
N 642 642 752 752 30886 30886 752 752
Tanzania 0.210%*F  0.208%** 0.069 0.040 0.047** 0.020%*  (0.298%**  (0.280%**
SE (0.050)  (0.047)  (0.055)  (0.052)  (0.020)  (0.014)  (0.081)  (0.076)
q-value 0.001]  [0.001]  [0.058]  [0.126]  [0.014]  [0.020]  [0.001]  [0.001]
Cntl Mean 0.000 0.001 0.723 0.737 0.911 0.920 -0.000 0.004
N 259 259 292 292 10934 10934 292 292
Pakistan 0.159%* 0.160**  0.228%**  (.227%** 0.004 -0.008 0.334%#F%  (.335%+*
SE (0.074) (0.077) (0.084) (0.084) (0.052) (0.052) (0.087) (0.088)
q-value [0.025] [0.029] [0.013] 0.014] [0.305] [0.282] [0.002] [0.002]
Cntl Mean -0.000 -0.000 0.309 0.309 0.813 0.822 -0.000 -0.000
N 70 70 150 150 4659 4659 150 150
Burkina Faso  0.241%**  (.219%** -0.017 0.000 0.002 -0.000 0.080 0.088
SE (0.063) (0.051) (0.056) (0.049) (0.010) (0.008) (0.086) (0.064)
g-value [0.002] [0.001] [1.000] [0.991] [1.000] [0.991] [1.000] [0.348]
Cntl Mean 0.000 0.012 0.699 0.690 0.934 0.936 -0.000 -0.004
N 313 313 310 310 15293 15293 310 310
Controls No Yes No Yes No Yes No Yes

Notes: Each estimate is the coefficient on treatment from equation 1 or 2. Odd columns are from unad-
justed regressions (pooled unadjusted models include only country fixed-effects). Even columns include controls.
Clinic-clustered standard errors are in parentheses. Sharpened g-values are in brackets. The data source is in
parentheses at the top of each column. The provider survey and mystery client data were collected at endline
and the exit survey data combines all data for the full 12 month study period. Controls in column 2 include
randomization strata, provider age, provider marital status, provider parity, economic status of clients, provider
qualifications, and numbers of days per week providing family planning care. Controls in columns 4 and 8
include randomization strata and indicators for each mystery profile. Controls in column 6 include randomiza-
tion strata, client age, marital status, parity, education level, and perceived socioeconomic status, and whether
the client was a new family planning user. Country treatment effects were significantly different for counseling
between Pakistan and Burkina Faso (p = 0.015), for given any method between Tanzania and Burkina Faso (p
= 0.04), and for perceived treatment between Burkina Faso and both other countries (p = 0.06 for Tanzania
and p = 0.04 for Pakistan).

¥k p<0.01, ** p<0.05, * p<0.1

Source: Mystery client data and provider surveys were collected at endline. Client exit survey data was col-
lected continuously and is aggregated over the full 12 month intervention period.
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Appendix

Figure A1l: Theory of change and key quantitative outcomes

Provider Attitudes/Beliefs

Key Outcomes

1. Unbiased Index”
1. FP care specific beliefs
2. Underlying beliefs
3. Professional environment
4. Community factors

2. Method restrictions

Data Sources
Provider Survey*

v

Patient Centered FP Care

Key Outcomes

1. Able to receive services

2. Counseling on all methods #
3. Essential Questions index
4. Method information index

Data Sources
Client Exit Survey
Mystery Clients*
Provider Survey

v

FP Method Received

Key Outcomes

1. Received method #

2. Received method of choice
3. Received LARC

4. Received Injectable

Data Sources
Client exit survey *
Mystery Clients
Provider Survey

\/

Perceived Treatment

Data Sources
Client exit survey
Mystery Clients *

Key Outcomes
1. Perceived Treatment Index #
2. Client reports of judging

3. Would recommend to friend

# = Primary outcome
+ = Preferred data source

Notes: Each box represents the outcomes included in each domain. Each domain has a primary outcome that
we pre-registered, which is indicated with a “#”. Several domains had multiple data sources that measured the
same thing. We indicate which data source is our preferred source with “+7.

50



Figure A2: Study Timeline

Sep | Oct

TZ Intervention

PK Intervention

BF Intervention
Service Data

Exit Surveys

Mystery Clients

Provider Survey
Qualitative IDIs

Notes: We focus on the last 12 months of the intervention after the COVID pause period.

Figure A3: Impact of treatment on patient-centered family planning care outcomes

Pooled Tanzania

Exit Survey
Received services that day
Counseled on Full Range*
Essential Questions Asked
Method information index

Exit Survey
Received services that day
Counseled on Full Range*”
Essential Questions Asked
Method information index

! |
| !
| I
L l
Mystery Clients | Mpystery Clients |
Received services that day : : : : Received services that day
Counseled on Full Range” i Counseled on Full Range* i
Essential Questions Asked Essential Questions Asked
Method information index I Method information index I
1 [}

Discrete Choice Experiment Discrete Choice Experiment

‘Would offer counseling b : : : : Would offer counseling 2
Counseled on Full Range” | Counseled on Full Range* |
T T T T T T T T T T T T T T
-1 0 .1 2 3 4 5 -1 0 .1 2 3 4 5
Treatment effect (probability) Treatment effect (probability)
Pakistan Burkina Faso
Exit Survey Exit Survey

Received services that day
Counseled on Full Range*
Essential Questions Asked
Method information index

Received services that day
Counseled on Full Range*
Essential Questions Asked
Method information index

| |
1 1
1 1
| |
Mystery Clients | - | : : : : Mystery Clients : |
Received services that day Received services that day

Counseled on Full Range* | Counseled on Full Range* i
Essential Questions Asked i Essential Questions Asked "
Method information index i Method information index i
Discrete Choice Experiment | ,
‘Would offer counseling i Would offer counseling f

Counseled on Full Range*| : | : : Counseled on Full Range”| - | : :
T 1 T T T T T T 1 T T T T T

-1 0 1 2 3 4 5 -1 0 1 2 3 4 5
Treatment effect (probability) Treatment effect (probability)

Discrete Choice Experiment

Notes: Each point represents the treatment effect estimated from equations 1 and 2. Error bars are 95%
confidence intervals estimated with standard errors clustered by clinic. Pooled results control for country fixed
effects. All outcomes are binary aside from “essential questions asked” and “method information index” which
are each based on sets of three questions and take on a value of 1 if all three questions had a “yes” response.
Counseling of the full range of methods is the pre-specified primary outcome for this domain.

Source: Mystery client data and discrete choice experiment data were collected at endline. Client exit survey
data was collected continuously and is aggregated over the full 12 month intervention period.

51



Figure A4: Impact of treatment on method dispensing outcomes

Pooled Tanzania
Exit Survey | : : : Exit Survey| - | : : : :
Any Method* r Any Method?| * .
LARC LARC]| :
Injectable i Injectable| : i
Method of choice | Method of choice| - |
Mpystery Clients | Mystery Clients |
Any Method* I Any Method* I
LARC LARC]| :
Injectable ! Injectable| - |
Method of choice | Method of choice| : |
Discrete Choice Experiment I Discrete Choice Experiment| - I
Would provide Any Method* | Would provide Any Method* i
T T 1 T T T T T T T T 1 T T T T T T
~1-050 .05.1 .15 .2 25 3 -1-050 .05.1.15.2 253

Treatment effect (probability)

Treatment effect (probability)

Pakistan Burkina Faso
Exit Survey | Exit Survey |
Any Method* i Any Method* i
LARC i LARC )
Injectable i Injectable )
Method of choice | Method of choice |
Mpystery Clients | Mystery Clients |
Any Method* i Any Method* |
LARC LARC
Injectable i Injectable 1
Method of choice i Method of choice |
Discrete Choice Experiment | Discrete Choice Experiment |
Would provide Any Method* i Would provide Any Method* :
T T 1 T T T T T T T T T T T T T T
-1-050 .05 .1 .15 2 25 3 -1-.050 .05.1.15.2.25 3

Treatment effect (probability) Treatment effect (probability)

Notes: Each point represents the treatment effect estimated from equations 1 and 2. Error bars are 95%
confidence intervals estimated with standard errors clustered by clinic. Pooled results control for country fixed
effects. All outcomes are binary. Whether the client received any method is the pre-specified primary outcome
for this domain. Mystery client data uses mystery clients perceptions of whether they thought they could take
each method type. LARC is Long Active Reversible Contraception and includes ITUDs and implants.

Source: Mystery client data and discrete choice experiment data were collected at endline. Client exit survey
data was collected continuously and is aggregated over the full 12 month intervention period.
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Figure A5: Method Mix (client exit survey)
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Notes: Bars portray the methods that clients reported receiving as share of the total number of methods
reported. Less than a half of a percent reported receiving more than one method and were excluded from this
figure. C = Control; T = Treatment; EC = Emergency Contraception.

Source: Exit survey data collected continuously and aggregated over the full 12 month intervention period.
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Figure A6: Method mix over time (Tanzania)
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Notes: Data include all new users of family planning of any age. “Other” methods include female and male
condoms, tubal ligations, and vasectomies.

Source: Administrative data routinely reported by each clinic to the Ministry of Health.
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Figure A7: Method mix over time (Pakistan)
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Notes: Data are for 75 of 76 facilities. Data from July and August were excluded because a large proportion of

facilities were missing data. All types of clients (new users, returning users) are included in this figure. “Other”
methods include sterilizations and condoms.

Source: Administrative data reported to Green Star, the social franchising organization with which each clinic
was affiliated
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Figure A8: Method mix over time (Burkina Faso)
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Figure A9: Impact of treatment on client perceptions of treatment (secondary outcomes)
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Notes: Each point represents the treatment effect estimated from equations 1 and 2. Error bars are 95%
confidence intervals estimated with standard errors clustered by clinic. Pooled results control for country fixed
effects. All outcomes are binary.

Source: Mystery client data was collected at endline. Client exit survey data was collected continuously and
is aggregated over the full 12 month intervention period.
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Figure A10: Client Volume By Age (Tanzania)
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Notes: Plot shows treatment effects by month estimated using equation 3. Data include all new users of family
planning.
Source: Administrative data routinely reported by each clinic to the Ministry of Health
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Figure A11: Client Volume By Age (Pakistan)
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Notes: Plot shows treatment effects by month estimated using equation 3. Data are for 75 of 76 facilities.
Data from July and August were excluded because a large proportion of facilities were missing data. All types
of clients (new users, returning users) are included in this figure because the clinics do not record these numbers
separately in Pakistan. “Other” methods include sterilizations and condoms.

Source: Administrative data reported to Green Star, the social franchising organization with which each clinic
was affiliated. Gray shaded area represents data collected prior to the restart of the intervention.
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Figure A12: Client Volume By Age (Burkina Faso)
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Figure A13: Primary outcomes over time (Countries Pooled)
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Figure A14: Primary outcomes over time (Tanzania)
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Source: Exit survey data collected continuously and aggregated for each study month.
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Figure A15: Primary outcomes over time (Pakistan)
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Notes: Plot shows treatment effects by month estimated using equation 3. Data is from the exit survey and
includes clients under 25.
Source: Exit survey data collected continuously and aggregated for each study month.
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Figure A16: Primary outcomes over time (Burkina Faso)
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Notes: Plot shows treatment effects by month estimated using equation 3. Data includes clients under 25.
Source: Exit survey data collected continuously and aggregated for each study month.
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Figure A17: Relationship between unbiased index and primary outcomes in the control group
(mystery clients)

Pooled Tanzania
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Notes: Plot shows average of each primary outcome in control clinics with below median bias scores (more
biased) and control clinics with above median bias scores (less biased).
Source: Provider surveys and mystery client data collected at endline.
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Table Al: Development indicators and contraception use in study countries

Tanzania Pakistan Burkina Faso

GDP per capita (USD, 2020) 1,099 1,505 893
Below international poverty line 45% 5% 31%
Rural 64% 63% 69%
At least secondary education 23% 25% 27%
Gender development index 0.94 0.81 0.90
Total fertility rate 4.8 34 5.0
Contraception prevalence (woman 15-49) 35% 24% 27%
Unintended pregnancy rate (per 1,000 women 15-49) 105 71 75

Unmet need for contraception 16% 13% 21%

Notes: GDP per capita, share below poverty line, rural residency, total fertility rate, and contraception preva-
lence are from the World Bank. Secondary education is from the Demographic and Health Surveys (ICF, 2022).
Unintended pregnancy rate is from Bearak et al. (2022). Unmet need for contraception is from Haakenstad

et al. (2022). The international poverty line is $2.15 per day.

Table A2: Full range of methods based on different client preferences (client exit data)

Method Preferences

Methods

No Preference

Easy to hide

Easy to stop using

Last a long time

Does not require taking a pill
Does not require a procedure

Does not want another child

IUD, Implant, Injectable, Pill
IUD, Implant, Injectable
Pill, Injectable
[UD, Implant
[UD, Implant, Injectable
Injectable, Pill
Permanent, IUD, Implant

Notes: Respondents reported method preferences during exit survey.
methods considered to be the “full range” of methods.
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Table A3: Balance between treatment and control clinics/providers

Pooled Tanzania Pakistan Burkina Faso

(Diff) (©) (T) (Diff) (©) (T) (Diff) (©) (T) (Diff)
Baseline Administrative Data
Clinics 37 36 39 39
Providers per facility 0.236 4.432 4.139 0.293 10.769 11.41 0.641
Clients per month
Age <20 2.721 20.243 24.931 4.687 5.615 6.369 0.754
Age 20-24 -0.711 53.631 52.889 -0.742 7.287 7.277 -0.010
Age 25+ ~7.083 79.045 67.847 -11.198 7.667 6.169 ~1.497
Methods per month
LARC ~7.555 125.383 112.032 -13.350 10.790 11.303 0.513
Injectable 3.562 14.275 21.153 6.878 6.836 6.831 -0.005
Pill 0.029 6.122 6.537 0.415 3.051 2.574 0.477
Other 0.751 7.140 5.944 1.195 0.256 0.097 0.159
Total 5.073 152.919 145.667 7.252 20.569 19.815 0.754
Endline Provider Survey
Number of Providers 141 118 32 38 154 159
Number of Clinics 37 35 32 38 39 39
Provider age 0.815 39.273 40.581 1.308 43.233 43.000 -0.233 40.893 41.526 0.633
Provider married -0.029 0.799 0.784 -0.014 0.875 0.895 0.020 0.765 0.713 -0.051
Provider has at least one child 0.015 0.907 0.907 0.000 0.759 0.895 0.136 0.909 0.911 0.002
Provider has ever used FP 0.002 0.772 0.795 0.023 0.480 0.500 0.020 0.903 0.885 0.017
Provider qualifications
Doctor/Health officer 0.028 0.007 0.051 0.044 0.125 0.026 -0.099 0.026 0.069 0.043
Nurse/Nurse-Midwife -0.014 0.865 0.814 -0.052 0.063 0.132 0.069 0.032 0.031 -0.001
Midwife 0.005 0.128 0.136 0.008 0.531 0.737 0.206* 0.942 0.899 -0.042
Lady Health Visitor ~0.019* N/A N/A N/A 0.281 0.105 ~0.176* N/A N/A N/A
Economic status of clients
Well off or middle class -0.038 0.128 0.059 -0.068* 0.281 0.105 -0.176* 0.065 0.082 0.017
Poor or vulnerable 0.006 0.348 0.271 -0.076 0.312 0.237 -0.076 0.305 0.396 0.091
A mix 0.031 0.496 0.644 0.148** 0.344 0.474 0.130 0.578 0.491 0.087
Don’t know 0.002 0.028 0.025 0.003 0.063 0.184 0.122 0.052 0.031 0.021
Frequency of FP care
1-2 days per week 0.008 0.035 0.034 -0.002 0.031 0.026 -0.005 0.019 0.038 0.018
3-5 days per week 0.017 0.837 0.831 -0.006 0.250 0.368 0.118 0.143 0.157 0.014
6-7 days per week -0.025 0.128 0.136 0.008 0.719 0.605 -0.113 0.838 0.805 -0.033

Notes: Pakistan administrative data was only available starting in September 2020 so is not included. We had
some baseline data for the client exit survey but it was incomplete and poor quality so we excluded. “Other”
methods in Tanzania include female and male condoms and female and male sterilization. In Burkina Faso,
“other” methods include female and male condoms, natural methods, and other methods. “Clients per month”
and “Methods per month” are for new clients only. Lady Health Visitors is a cadre of providers specific to
Pakistan and therefore is missing in Tanzania and Burkina Faso. Difference between control and treatment
group means and significance estimated using linear regression with standard errors clustered at the facility.
In Pakistan, there were no doctors and all providers in the Doctor/Health officer/DHMS row had a DHMS
qualification. *** p<0.01, ** p<0.05, * p<0.1. For the provider survey, the p-value on the joint test for
orthogonality was 0.57 when pooled, 0.44 for Tanzania, 0.15 for Pakistan, and 0.66 for Burkina Faso.

Source: Baseline administrative data and endline provider survey data
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Table A4: Balance between treatment and control (client exit surveys)

Control Treatment  Difference

Surveys Per Day 3.97 4.46 0.49
Demographics

Age 15-19 0.062 0.076 0.014
Age 20-24 0.347 0.367 0.020
Age 25+ 0.591 0.557 -0.035
Married 0.659 0.648 -0.011
At least 1 child 0.955 0.950 -0.005
No Education 0.025 0.035 0.011
Primary Education 0.520 0.527 0.007
At Least Secondary Education 0.455 0.438 -0.018
Perceived SES (scale of 1-6) 2.807 2.895 0.087

Notes: The p-value on the joint test for orthogonality was 0.24.
Source: Client exit surveys collected continuously for 12 months after intervention started

68



‘AoaIns Topraoid suIpuy :92IN0Yg
SJOI[9q POSBIQ JO 9AI}I9[OL ATRDD SIOW ST 9INSLIW YR} SOYRIIPUI +,

1'0>d 4 ‘60°0>d 4

‘10°0>d 4y ANTIOR] O] YR POISISND SIOLIO PIRPURIS M UOISSOIZOI IRaUI] SUIST POJRTI)Se 90URIYIUSIS pue sueowl dNoId juourjesl) pue [0IJU0)) :S8JON]

#xx6€C°0 0€8°0 L6G°0 9L0°0— LEC°0 21e0 %6820 9890 L6€°0 saAll aouauIIsqe a0130rId 07 ()7 I9PUN SJUBI[D PALLIBUIUN [9SUNOD A[[RNSN NOX
2c10°0— 6960 186°0 c10°0 G090 7650 T90°0— 068°0 056°0 6500~ TOS DUO T[JIM JUSI[D B URT[) SPIOU ] JUSISPIP SARTY [[IM I2J[INRP 9UO M JUSID Y
€90°0 V.80 cI8°0 160°0 G010 9410 G0T°0 989°0 7840 %L90°0 WO} 10] 9$9¢] ST YRy} POIou oY} FuIS00yp Jo afqeden jou dre ((g Ipun) syuorD FuUNox

#xE9T°0 L9L°0 ¥09°0 #xGVC 0~ ¥LV0 61L°0 «+SPL°0 ¥98°0 91L°0 sk €110 UOTJRIMSUOD J] UE SUIAIS 91, NOA UAM WOOI OY} OJUI OWI0D 0} [RUOISSo§oId [BIIPOW IOYIOUE 10§ ABNO S 4]

55561670 29270 SFF°0 Gz0'0- €10 96T°0 wxx9LT°0 209°0 9ZF°0 wxx72T0 poaddogs oouo £113105 Aep S yery s3onpoid dsn Jou PROYS UIIP[IYD INOYIIM UOUIOM SUNOX
6100~ GL6°0 ¥66°0 LET°0 €09°0 697°0 29070 G08°0 8€L°0 €€0°0 1593 ATH 0¥e} 30U [[IM A9} JT SYUSI[D PALLIBUIUN 0} SPOYIoW Jf dptaoid 0} jou 1ogord nox
100°0 696°0 896°0 £10°0 €92°0 092°0 790°0 £€49°0 684°0 820°0 asIL PIIOYs (g opun syuat Sunod poyjewt Jupuue(d Aiurej yera oppap A[[ensn nox+
110°0 €290 2990 6200 112°0 0820 €L0°0 9%C 0 61€°0 620°0 T 90D kmﬁ Se UOO0S SB ] I0] Spadu ()7 Iopun juol[d Sunos e Jey M MOUy »:@:m: Nox+
%0900 056°0 068°0 €110 S6€°0 1820 €900 L06°0 180 #%290°0 syue[dur Suisn proae puoys oys ‘priyo & pey Jo4 j,usey Juol oyl J
090°0 €¥6°0 €88°0 ¥61°0 €90 8€Y°0 s GTT°0 ¥26°0 608°0 5xL60°0 ] e Suisn proaw p[noys oys ‘pIyd & Pey J0£ 4 user Juot[d oYy J

#xx81C°0 ¥.8°0 949°0 x40 924°0 18¢°0 predca 1290 €8€°0 preasall soqejoalur Suisn proar pmoys ays ‘PIyo © per| 194 3 USR] JULdID Y3 J|
990°0 L9270 10L°0 *xV€C 0 1ero 881°0 #xx€9C 0 019°0 8¥€°0 #xx€910 T[D POLLIBIUI ST JULID [} JT MOUY 0} Jurediodwr Jou ST 41 ‘ynsuod Furuue[d A[rurey e 104
72070 906°0 T€8°0 7900 reo 907°0 Al 88/°0 967°0 s lTT0 SpOT[JoW (] OWOs Sulsn 210Jaq AY[1110J 1101 daoId 03 Jueudord U9 JOU SARY OTM USTUOM 10] Jueliodur ST 9]
800°0 296°0 G660 1L0°0 6820 6120 %0L0°0 L0670 L€8°0 %0700 uowom potirew 10§ ayerrdordde arow are soarydodeIiuo))+

4% 61170 1€6°0 818°0 6€0°0 68¢°0 092°0 sk V710 6£8°0 G69°0 wxxlTT°0 0g! uowom 10] uRY) o sIedk (g Ised] e uowom 10j oyerrdordde oot ore searydooeijuo)+

566070 €76°0 1680 16T°0 9280 GLE0 x4 7SET°0 7180 099°0 s AN d @S J0u PNOYS UDIP[IYD AUR ARY JOU OP OUM USWIOM PILLIRN+

#x V1170 V.80 09270 #x61C°0 89€°0 941°0 #xx061°0 TLL°0 G890 #xxGGT0 popraoad (] 910§0( JUSSUOD § PURYSIY dIMDOI SYULI[D POLLIBUL FUNOX
0700 GL6'0 GE6'0 +x60C°0 LVP0 6120 +xG80°0 G16°0 0€8°0 556200 popraoxd . 210Jaq sjuared WOIJ JUaSUOD SIMDAT SHULI[D [IMOA paLIIRUIU()

+9913esTp A[8U0I)S 10 99I3eSI(]
1200 2960 r6°0 910°0 61570 2950 4481070 948°0 5466070 uorydooe1juod asn 0} Sunok 00y d1om L) PSNOI) NOA JI UGAD JUIL[D © 0 SIIAIS [ oplaoid pnom nox+
$xx01C°0 Lo 2880 060°0— 91€°0 90%°0 458630 8290 +xx681°0 (0g 1opun) sorpoq Surmod s, [IN0K 10J dfes ore SPOYIOW [RPUOULIO]

w0710 188°0 LVL0 €000 9180 ¢I8°0 $10°0— G16°0 €900 (013100 MoK ur Ajerdurod ST sjuald pattrewun ‘Sunoi o} searjdaoeryuos ajeridordde Surpraor g
1200 696°0 8¥6°0 SIT°0 898°0 05270 V€00 6670 16670 «xL€0°0  SIUAIP paturewrun ‘Sunod 0 Afees searydeoe1)uod apraoad 0 S[[IYS [RIIUI[D 1) SARY NOA JUSPYU0D SAeMe dI8 NOX

#x620°0 296°0 068°0 €000 9180 €180 sk IVT0 676°0 608°0 +%%060°0 PIIUP & Py Jo4 J0U SBY oYM JUSTD PaIIIed ® 0 uorydeder)uod Surpraoid o]qe)IoJurod [99) NOx +
€100 18670 7,60 «961°0 68L°0 7650 +x880°0 GL6°0 188°0 sx€90°0 JUOI[D patirewun ue 0} uorjdooerinod Surpraoid o[(eII0JuIod [99] NOX +
%£60°0 9660 €060 sk LVE0 918°0 697°0 S10°0— L0670 2260 86070 uordede1jIod moqe SUIPNOUL ‘SUOISIAP dI.D IR Oy 0) Ajdeded dARY ()7 IPPUN UoUWIOM SUNOX +
010°0 668°0 068°0 %1180 11L°0 009°0 8€0°0 clLo 290 €¥0°0 suondo d,f oures o) oARY P[IOYS STUDI[D PILLIEUIUN 2§ POLLIB
x6€0°0 186°0 G66°0 181°0 9240 GLE0 #x6L0°0 996°0 768°0 #xxG90°0 uor3doorIUuod dSN 03 POLLIBUIUN I8 OYM SHUDI[D FUnoA 10§ e+

*9913r A[3UOI)S 10 9013y
6€ 6€ 8¢ [43 13 LE uIf) jo mquiny
69T £l 8¢ ce 811 vl SIOPIAOL] JO IdqUINN

(ma) (1) ®) (ma) (1) ®) (ma) (1) ®) (ma)
0SD,] DULYINEG UDISIYD T DIUDZUD ], Pajoo

(syuouoduroo

Xopul-qus sJar[aq /sepniryye oygoads ared Surunued AJrurey) sjol[aq pue sepnjrje Iopraoid [enpIAIpUl U0 JUaUIIRaI} JO 1901 GV 9[qR],

69



‘foaIns 1opraoid sUIPUY :9IJINOE

SJOT[oq PASBI( JO 9AI}D[I ATeS]D 9IOUI ST 9INSBIUW JRI[} SIYRIIPUT +,

10>d 4 “G00>d 4y

‘TO0>A gy KIIOR] OY) 9@ POISISTI[D SIOLID PIRPURIS [[}IM UOISSOIFOL IROUI[ SUISIL POJRTUIISO 9OURIYIUSIS PuUR sueowl dNOIS JUom)RaI} PUR [01U0)) S9JON]

%660°0 2980 99.°0 %98T°0 ve0 9G1°0 %xx8VT0 2280 $29°0 +x+901°0 AIH Jo peaids noqe AL10m NOA soYRW J [IM SHUSI[D PoLLIRTUN SUNOA SUIPIAOI]
#xx6LT°0 898°0 G690 L8070~ 2e10 6120 %x£9T°0 L8L°0 $.6°0 w25 1710 poLLIRW o1k A9} 910J9(| XoS dARY 0} UoWoM JUNoA 10J o(Isuodsari[+
+x980°0 €76°0 L48°0 LIT°0 T1L°0 ¥64°0 670°0 084°0 0€L°0 #x4L0°0 JIoLaRT[dq preq 10§ paystund a¢ 03 padu AL SJUAL[D ] SUNOK+

€200 880°0 S90°0 12070 €500 1€0°0 %7500 890°0 ¥10°0 Gce0'0 91ISUOdSOLIT /[RIOTIIT DI SUOIIOR IT) UM PURISIOpUN sHual yinok djoy o juejtodw]+

%V2.0°0 ¢16°0 8680 *16T°0 91¢°0 [sraNi] #0710 1LL°0 1€9°0 +xx811°0 snonostoId 810w W) oyl ARU USTOM SUNOA POLLIBIIUN 10} S9ATIde0RIII0D SUIPIAOI]
ectan] 9190 ¥67°0 €8T°0 9240 ¥7e0 15070 0T9°0 €990 #6070 agerLIe TogJe 9[qIssod sk TO0S s& UWAIP[ID dARY PIIOYS SO[AN0d FUNOX +

800°0— 000 8¢0°0 9700~ 6,070 610 %6900 9200 $10°0 91070 QART[D( 01 MO ToWIOM SUNOA [es) 0) Afiqisuodsor ® oary NoA ‘1epraoid e sy+

*9913esIp A[3U01)S 10 0913esI(]
0800 L¥4°0 89170 0100~ €900 2900 #5810 6£€°0 121°0 #5xx9CT°0 OFRLLITI DI0JO(| XS OART] 0} UOWOM FUNOA 10§ AB0 ST I+
9200 6780 €LL0 800°0 68L°0 18L°0 ##xCVC0 GT80 7820 xGET°0 udtoM Sunok 10§ o1 Ayjpeay e jo jred st xog+
*9918e A[3U0I)S 10 9913y
6€ 6€ 8¢ 143 g€ L8 SOTUI) JO IoquInN
651 Pal 8¢ (49 811 1wl SIOPIAOL] JO Ioquuny
(3ta) (1) ) (Bra) (1) ) (3a) (1) ) (ma)
08D, DULYING uDYSIYD J DIUDZUD], pajoog

(syueuoduion Xepur-qns sjol[aq/sepnjrije SUIA[IOPUN) SJoI[oq pPue

sopnie 1opraoid [BNPIAIPUL UO JULOUIYEdI} JO 109[5 9V ORI,

70



"“AoaIns Topraoid surpuy :92IN0g
1°0>d 4 ‘60°0>d 4y
‘100> gy KIIOR] ) )€ POISISTI[D SIOLID PIRPUR]S [[}IM UOISSOIFDI IRSUI] SUISTL POJRIIIISO 90URIYIUSIS PUR sueowl dNOIS JUaUI}RAI} PUR [0IJUO)) :S9JON]

0100~ c16°0 7360 GZ00— 2€9°0 969°0 cz00 LFS°0 €780 Z200°0 swolqold A)1[1110] 9ININJ 10] NOA Furure[q sor[IUIR] 1Y} 10 sjuar(d Suruued A[ure] mok noqe £110M NOA
120°0 296°0 v6°0 0200~ 5090 G290 100~ G160 626°0 20070 paSewrep [ Ayunurmod oty ut uoryeindol 1oy ‘] YIm juatp Sunos e opraoid nok Jr jer) AL0M NOA SouwPuog
90070~ 186°0 18670 €610 78970 1660 11070~ 28670 670 60070 Aymunurod o1y ur uorjeindor s, oMUl MoK JNoqe ALI0M NOA oyl Gg Iopun Yok 0} soarpdedeiiuod SuIpraol g

$1090%] AJTUNTWOD MOR SJIRg

620°0 T1.°0 7890 8T0°0— 91€°0 70 6500 670 eer 0 0’0 IRO[OUN SOWTIOUIOS ST Gg opun [Inos 03 soiates J Surpraoid mmoqe Lorjod o1y ooejdsjiom mod uy
020°0 286°0 8960 L0070~ 898°0 GL8°0 ¥00°0 €860 6L6°0 1100 Gz 1opun imos oy sporjout pe/£ue Surpraoad ur nof sproddns uonezIESIo MO
5508170 GG80 GL9°0 6700~ €920 210 980°0 9L 0 099°0 sxxLTT°0 dJ moqe syuar Sunos 0} uoAts oq PrNoYs adIApe Jerm Mode suorutdo JULIDPIP 9L J0U 0P NOA pue SonFea[[0d MOx
820°0 GT6°0 968°0 170°0 €660 765°0 €20°0 188°0 8680 610°0 moqe s Sunos 03 apraoid no& suoryejmsuod o1} moqe nok 0y reaorddesip o1y possardxoe jou aaey Lyunurmos mok ur ajdosg
800°0 296°0 G660 290°0 00S°0 ¢H 0 0200 2060 1880 610°0 dd moqe s[a8 Sunok o) opraoad NOA SUOIIRINSUOD d1[) INOe NOA 0 Teaoiddesip 11y passerdxe j0U dART SaNFLS[[0D INOX
680°0 8980 6LL0 7700 €9L°0 6TL°0 V110 T€8°0 91L0 57600 PIP & pey 104 10U SR OYM JUII[D PaLLrew © 01 uondodr1juod Surptaoid o]qelIojuod [00] sondes[[0d MoA JO 1SOJN

6700 €680 P80 190°0 869°0 61270 w8110 868°0 080 %G90°0 PIO SIBaA ()7 I9pUN JUSI[D PoLLIRIIUN TR 0 U0I}deorIjn0d SUIpaoid o[(RII0JWI0D [90] SONTRS[[0D INOA JO ISOJ\
JUDUIUOIIATO [euolssajoxd Jnoqe sjorpg

9a18% A[8uo1)s 10 9018y

6¢ 6¢ 8¢ 43 g 18 oty Jo toquimy
6c1 ver 8¢ 143 11 Wi SI10P1A0I{ JO Toquuy]
QUECAU&RH uew Tvu «DOQ OOZQHO&uﬁQ et CLEQHCM—Q et Tﬁ «ECO «Qcﬁm ,LC?—,R:G\/
: -peal], y -1eal], o -peal], porood :
(ma) (L) ) (pra) (@) ) (ma) (L) ) (ma)
denN ﬁﬁc\.sz\m :Gﬂwsu\dm dw\:.dNﬁGrN wﬁi@bh\

(syuouoduroo Xepul-qus
AJTUNUITIOD PUR JUSUWIUOIIAUS [eUOISS9joId Jnoqe sjorfoq) sjorfoq pue sopnjrje Ioplaold [eNPIAIPUL UO JULUIIRAI) JO 109hH LV O[qR],

71



Table A8: Effect of treatment on outcomes in DCE

Would Counsel on

Cownsclong  Modern Mo PULRmac of
Methods
Pooled 0.015%* 0.033%*%* 0.148%**
SE (0.008) (0.011) (0.039)
g-value [0.017] [0.003] [0.001]
Cntl Mean 0.977 0.938 0.318
N 2568 2568 2568
Tanzania 0.000 0.028%* 0.1377%%*
SE (0.000) (0.016) (0.037)
g-value [] [0.040] [0.001]
Cntl Mean 1.000 0.949 0.096
N 1036 1036 1036
Pakistan 0.132* 0.130* 0.189%**
SE (0.068) (0.076) (0.053)
g-value [0.061] [0.066] [0.002]
Cntl Mean 0.789 0.719 0.055
N 280 280 280
Burkina Faso 0.002 0.016** 0.147*
SE (0.002) (0.007) (0.074)
g-value 0.119] 0.082] [0.082]
Cntl Mean 0.998 0.977 0.560
N 1252 1252 1252

Notes: Each estimate is the coefficient on treatment from equation 1 or 2. Clinic-clustered standard errors are
in parentheses. Sharpened g-values are in brackets. All providers in Tanzania said they would offer counseling
so the treatment effect was not estimable for this outcome. *** p<0.01, ** p<0.05, * p<0.1

Source: Endline discrete choice experiment
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Table A9: Effect of treatment on person-centered care outcomes

Received Services Counseled on Full Essential Questions Metﬁod
Range Asked Information Index
Exit Mystery Exit Mystery Exit Mystery Exit Mystery
Survey Clients Survey Clients Survey Clients Survey Clients
Pooled 0.014* -0.000 0.093** 0.065* 0.055%* 0.052%* 0.091** 0.100%**
SE (0.007) (0.006) (0.038) (0.036) (0.027) (0.020) (0.035) (0.035)
g-value [0.034] [0.330] [0.034] [0.052] [0.034] [0.019] [0.034] [0.018]
Cntl Mean 0.978 0.995 0.505 0.632 0.708 0.440 0.673 0.615
N 31603 756 15080 752 31871 752 28363 756
Tanzania 0.037* 0.000 0.111 0.069 0.084* 0.063* 0.113* 0.159%**
SE (0.019) (0.000) (0.073) (0.055) (0.048) (0.034) (0.066) (0.046)
q-value [0.138] [] [0.138] [0.112] [0.138] [0.072] [0.138] [0.003]
Cntl Mean 0.951 1.000 0.508 0.723 0.744 0.592 0.706 0.723
N 11452 292 6504 292 11157 292 10243 292
Pakistan -0.001 0.000 0.068 0.228%** 0.063 0.138%** 0.149 0.154*
SE (0.004) (0.000) (0.072) (0.084) (0.062) (0.051) (0.111) (0.083)
q-value [0.892] [] [0.892] [0.014] [0.892] [0.014] [0.892] [0.024]
Cntl Mean 0.994 1.000 0.177 0.309 0.728 0.333 0.632 0.456
N 4051 150 2934 150 4671 150 3807 150
Burkina Faso 0.001 -0.000 0.083* -0.017 0.034 0.000 0.063 0.020
SE (0.003) (0.015) (0.044) (0.056) (0.038) (0.028) (0.041) (0.060)
q-value [0.555] [1.000] [0.328] [1.000] [0.365] [1.000] [0.328] [1.000]
Cntl Mean 0.994 0.987 0.677 0.699 0.676 0.346 0.655 0.589
N 16100 314 5642 310 16043 310 14313 314

Notes: Each estimate is the coefficient on treatment from equation 1 or 2. All models are unadjusted. Pooled
unadjusted models include only country fixed-effects. Clinic-clustered standard errors are in parentheses. Sharp-
ened g-values are in brackets. All mystery clients in Tanzania and Pakistan received services so the treatment
effect was not estimable for this outcome. Counseled on full range only includes clients seeking a new method.
¥ p<0.01, *¥* p<0.05, * p<0.1

Source: Mystery client data was collected at endline. Client exit survey data was collected continuously and
is aggregated over the full 12 month intervention period.
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Table A10: Effect of treatment on method dispensing outcomes

Any Method LARC Injectable Method of Choice
Exit Mystery Exit Mystery Exit Mystery Exit Mystery
Survey Clients Survey Clients Survey Clients Survey Clients
Pooled 0.019* 0.060* 0.000 0.077** 0.015 0.067* 0.022* 0.081**
SE (0.011)  (0.033)  (0.018)  (0.037)  (0.017)  (0.036)  (0.012)  (0.038)
q-value [0.205] 0.072] [0.986] 0.072] [0.335) 0.072] [0.205] 0.072]
Cntl Mean 0.907 0.717 0.364 0.463 0.418 0.337 0.885 0.424
N 30886 756 30886 735 30886 726 30766 750
Tanzania 0.047%* 0.132%%* -0.002 0.143** 0.038 0.166*** 0.050%* 0.172%**
SE (0.020) (0.048) (0.037) (0.061) (0.029) (0.047) (0.021) (0.060)
q-value [0.045] [0.008} [0.369} [0.011] [0.156] [0.003] [0.045] [0.008}
Cntl Mean 0.911 0.750 0.582 0.642 0.225 0.216 0.888 0.453
N 10934 292 10934 292 10934 292 10915 292
Pakistan 0.004 0.044 0.029 0.051 0.031 0.108 0.015 0.055
SE (0.052) (0.051) (0.068) (0.043) (0.064) (0.074) (0.062) (0.069)
q-value [1.000] [0.741] [1.000] [0.741] [1.000] [0.741] [1.000] [0.741]
Cntl Mean 0.813 0.882 0.134 0.059 0.431 0.294 0.755 0.176
N 4659 150 4659 150 4659 150 4574 150
Burkina Faso 0.002 0.001 -0.005 0.024 -0.004 -0.057 0.003 0.006
SE (0.010)  (0.060)  (0.018)  (0.065)  (0.022)  (0.066)  (0.010)  (0.065)
q-value [1.000] [1.000] [1.000] [1.000] [1.000] [1.000] [1.000] [1.000]
Cntl Mean 0.934 0.608 0.275 0.493 0.550 0.483 0.922 0.519
N 15293 314 15293 293 15293 284 15277 308

Notes: Each estimate is the coefficient on treatment from equation 1 or 2. All models are unadjusted. Pooled
models include only country fixed-effects. Clinic-clustered standard errors are in parentheses. Sharpened g-
values are in brackets. *** p<0.01, ** p<0.05, * p<0.1

Source: Mystery client data was collected at endline. Client exit survey data was collected continuously and
is aggregated over the full 12 month intervention period.
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Table All: Effect of treatment on perceived treatment index components

Pooled Tanzania Pakistan Burkina Faso

(Diff) (©) (T) (Diff) (©) (T) (Diff) (©) (T) (Diff)
Number of Profiles 148 144 68 82 158 156
Positive statements
Treated with respect by Provider 0.142%** 0.216 0.389 0.173%** 0.721 0.854 0.133* 0.615 0.734 0.118
Treated in a friendly manner 0.147%** 0.270 0.465 0.195%*+* 0.559 0.732 0.173** 0.436 0.526 0.090
Provider paid attention to you 0.081%* 0.223 0.347 0.124%** 0.824 0.890 0.067 0.596 0.643 0.047
Felt Provider cares for you as person 0.184%** 0.358 0.556 0.197%* 0.397 0.732 0.335%* 0.660 0.760 0.099
Felt she could trust the Provider 0.173%*% 0.176 0.354 0.178%** 0.588 0.854 0.265%** 0.487 0.610 0.123*
Felt safe in the health facility 0.141%%* 0.378 0.556 0.177%3* 0.912 0.976 0.064 0.532 0.675 0.143*
Provider clearly explained things 0.192%** 0.169 0.319 0.151%** 0.353 0.707 0.354%#* 0.301 0.455 0.153%*
Provider talked about how you were feeling 0.016 0.000 0.028 0.028** 0.015 0.024 0.010 0.026 0.032 0.007
Felt listened to by the Provider 0.133%** 0.135 0.306 0.170%*+* 0.824 0.915 0.091 0.526 0.643 0.117
Provider considered personal situation methods 0.077*** 0.095 0.125 0.030 0.441 0.780 0.339%** 0.103 0.097 -0.005
Felt involved by in FP decisions 0.110%** 0.101 0.243 0.142%%* 0.368 0.634 0.266%** 0.327 0.331 0.004
Provider allowed you give opinion 0.071%* 0.027 0.104 0.077*** 0.353 0.585 0.232%** 0.141 0.130 -0.011
Provider gave enough information 0.153%** 0.135 0.229 0.094** 0.309 0.646 0.338%** 0.321 0.442 0.121*
Provider let you say what mattered about method 0.050%* 0.027 0.090 0.063** 0.221 0.439 0.218%** 0.141 0.097 0.044
Provider made an effort to ensure privacy 0.119%** 0.318 0.486 0.169%** 0.059 0.049 -0.010 0.391 0.526 0.135*
Feel personal info will be kept confidential 0.100%* 0.365 0.521 0.156%** 0.794 0.951 0.157%** 0.577 0.597 0.020
Negative statements
Felt judged by Provider 0.027 0.845 0.938 0.093%* 0.838 0.890 0.052 0.910 0.864 0.047
Felt scolded by Provider 0.022 0.939 0.979 0.040* 0.956 0.976 0.020 0.929 0.935 0.006
Made you uncomfortable because of sex life 0.018 0.784 0.826 0.043 0.941 0.976 0.034 0.962 0.948 0.013
Provider pressured you to use their preferred method 0.043 0.493 0.618 0.125%* 0.647 0.634 -0.013 0.904 0.896 -0.008
Could be seen by others 0.036 0.014 0.000 -0.014 0.456 0.537 0.081 0.750 0.812 0.062
Could be heard by others 0.068** 0.831 0.868 0.037 0.368 0.549 0.181* 0.737 0.779 0.042

Notes: Control and treatment group means and significance estimated using linear regression with standard
errors clustered at the facility. *** p<0.01, ** p<0.05, * p<0.1
Source: Endline mystery client data.
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Table A12: Effect of treatment on perceived treatment outcomes

Did Not Feel

Perceived Would Recommend Not Judged or Uncomfortable b/c
Treatment Index Scolded }
of Sex Life
Exit Mystery Exit Mystery Exit Mystery Exit Mystery

Survey Clients Survey Clients Survey Clients Survey Clients
Pooled 0.111 0.215%** 0.019 0.071%** 0.002 0.044 0.013 0.018
SE (0.094) (0.051) (0.015) (0.024) (0.013) (0.027) (0.032) (0.020)
g-value [0.912] [0.001] [0.912] [0.005] [0.912] [0.074] [0.912] [0.158]
Cntl Mean -0.002 0.001 0.846 0.663 0.969 0.841 0.854 0.889
N 32303 752 32255 752 32282 752 32267 752
Tanzania 0.280** 0.298*** 0.041 0.072%** 0.000 0.099** 0.044 0.043
SE (0.140) (0.081) (0.025) (0.026) (0.003) (0.042) (0.085) (0.044)
q-value [0.250] [0.002] [0.250] [0.010] [0.844] [0.015] [0.683] [0.091]
Cntl Mean 0.006 -0.000 0.816 0.639 0.989 0.818 0.650 0.784
N 11477 292 11469 292 11476 292 11472 292
Pakistan 0.059 0.334%** 0.017 0.210%** 0.074 0.069 0.018 0.034
SE (0.234) (0.087) (0.030) (0.055) (0.095) (0.058) (0.012) (0.033)
g-value [1.000] [0.001] [1.000] [0.001] [1.000] [0.174] [0.865] [0.174]
Cntl Mean 0.131 -0.000 0.895 0.643 0.858 0.809 0.966 0.941
N 4695 150 4675 150 4680 150 4682 150
Burkina Faso 0.004 0.080 0.004 0.002 -0.012 -0.021 -0.009 -0.013
SE (0.139) (0.086) (0.022) (0.044) (0.012) (0.042) (0.013) (0.022)
q-value [1.000] [1.000] [1.000] [1.000] [1.000] [1.000] [1.000] [1.000]
Cntl Mean -0.045 -0.000 0.852 0.691 0.980 0.878 0.966 0.962
N 16131 310 16111 310 16126 310 16113 310

Notes: Each estimate is the coefficient on treatment from equation 1 or 2. All models are unadjusted. Pooled
unadjusted models include only country fixed-effects. Clinic-clustered standard errors are in parentheses. Sharp-
ened g-values are in brackets. *** p<0.01, ** p<0.05, * p<0.1

Source: Mystery client data was collected at endline. Client exit survey data was collected continuously and
is aggregated over the full 12 month intervention period.
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Table A13: Effect of treatment on family planning client volume

Pooled Tanzania Pakistan Burkina Faso

i) (© M mifH  (© M mif)  (© (1) (0iff)
Number of Clinics 37 36 37 38 39 39
Total monthly family planning clients 6.872 226.742 226.346 -0.395 18.885 23.204 4.319%* 95.079 108.335 13.256
Total monthly new users ~4.834 161.704 148.423 -13.281 8.604 9.382 0.778 35.577 34.577 -1.000
Number of clients by age
(monthly average)
Age <20 1.614 23.693 22.988 -0.704 2.665 4.856 2.192%** 14.923 18.288 3.365
Age 20-24 0.619 65.886 63.870 -2.016 4.867 5.756 0.889 28.639 31.528 2.889
Age 25+ -1.193 71.298 59.365 -11.933 11.353 12.592 1.238 51.068 58.160 7.092
Number of methods by type
(monthly average)
LARC -3.314 140.560 124.997 ~15.564 5.746 6.730 0.984 36.626 37.835 1.209
Injectable 7.806* 43.805 57.260 13.456 7.508 8.385 0.878 39.201 46.744 7.543
Pill 2.245 26.507 28.677 2.170 5.495 7.997 2.502%** 14.767 16.897 2.130
Other 0.611 17.003 15.549 1.454 0.136 0.092 0.044 4.485 6.859 2.374

Notes: Family planning clients in Burkina Faso do not include those renewing the same method. Other
methods in Tanzania include female and male condoms and female and male sterilization. In Burkina Faso,
other methods include female and male condoms, natural methods, and other methods. Data on returning users
of LARC methods and other methods was not collected until 2021 in Tanzania and therefore the number of
LARC and pill users in Tanzania only include January 2021 to August 2021. Age of family planning users was
only available for new users so in Tanzania, disaggregation by age only includes new users while in Pakistan
and Burkina Faso, both new and returning users are captured. The total number of family planning clients
in Tanzania is included from January 2021 to August 2021. Data from July and August 2021 in Pakistan are
excluded because a large proportion of facilities were missing data. *** p<0.01, ** p<0.05, * p<0.1

Source: Administrative data aggregated during months when intervention was active. In Pakistan this excludes
the last two months of intervention because data was not available.
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Table A16: Relationship between unbiased index and primary outcomes in control group (mys-
tery clients)

Counselled on Full . Perceived
Range Given Any Method Treatment Index
(1) (2) (3) (4) (5) (6)
Pooled 0.208** 0.207** 0.032 0.038 0.097 0.110
SE (0.098) (0.100) (0.110) (0.106) (0.175) (0.175)
N 366 366 368 368 366 366
Tanzania 0.357* 0.446* 0.240 0.307 -0.009 -0.018
SE (0.198) (0.262) (0.209) (0.280) (0.264) (0.313)
N 148 148 148 148 148 148
Pakistan 0.148 0.148 -0.227* -0.230** -0.275 -0.281
SE (0.178) (0.186) (0.111) (0.103) (0.358) (0.364)
N 62 62 62 62 62 62
Burkina Faso 0.170 0.310** 0.073 0.208 0.350 0.242
SE (0.145) (0.121) (0.173) (0.171) (0.216) (0.160)
N 156 156 158 158 156 156
Controls No Yes No Yes No Yes

Notes: Each estimate is the coefficient on treatment from a regression of the outcome on the unbiased index.
Odd columns are from unadjusted regressions (pooled unadjusted models include only country fixed-effects).
Even columns include controls. Clinic-clustered standard errors are in parentheses. Data was aggregated to the
clinic level because we cannot match mystery client visits to specific providers. Controls include randomization
strata and indicators for each mystery profile.

Rk p<0.01, ** p<0.05, * p<0.1

Source: Mystery client data and provider surveys collected at endline
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Table A17: Relationship between unbiased index and disparities by age, marital status, and
parity in the control group (mystery clients)

1) (2) (3)

VARIABLES Counseled on Full Range Received Method Perceived Treatment
Young 0.027 -0.137%** -0.022
(0.047) (0.049) (0.061)
Unmarried 0.055 -0.024 -0.208%***
(0.044) (0.045) (0.055)
Nulliparous -0.123*** -0.016 0.015
(0.043) (0.047) (0.050)
Unbiased Index X Young 0.066 0.159 -0.048
(0.183) (0.193) (0.272)
Unbiased Index X Unmarried -0.163 -0.088 0.088
(0.174) (0.177) (0.239)
Unbiased Index X Nulliparous 0.144 0.096 0.254
(0.163) (0.179) (0.186)
Unbiased Index 0.163 -0.080 -0.033
(0.196) (0.222) (0.278)
Observations 366 368 366
Controls No No No
Country FE Yes Yes Yes
Number of Clinics 107 107 107

Notes: Only control group is included and all countries are pooled. We did not vary mystery client ages in
Pakistan. Coefficients on young only include observations from Tanzania and Burkina Faso. *** p<0.01,
** p<0.05, * p<0.1.

Source: Mystery client and provider survey data from control group collected at endline.
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Table A18: Variables used to calculated rewards scores

Safe welcoming space

% clients to whom service was not refused (unless for medical reasons)
% clients who felt that staff did not treat them with disrespect

% clients who felt that staff did not treat them in an unfriendly manner

% clients who felt that staff showed that they cared about them as a person
% clients who felt that staff paid attention to them
% clients who felt they could completely trust the FP provider

Sensitive communication

% clients who were invited to ask questions

% clients whose questions were answered to their satisfaction

% clients who felt they could ask staff any question

Seek understanding and agreement

% clients not asked about permission

% clients felt included in the decision

% clients asked about family planning preferences

Security of information

% of clients who were given privacy

% of clients who felt provider made an effort to give them privacy

Say yes to a safe method

% clients who were discouraged from using a method

% clients who receive the method of their choice

Simple, comprehensive counseling

% clients with whom two modern methods are discussed

% clients informed about at least two methods

Notes: Each of the six domains indicated in bold were developed by Pathfinder and represent the six principles
of unbiased care. Each item represents the variables that went into the calculation of the clinic’s score which was
used to identify the clinics that received a non-financial incentive. The domain specific scores were calculated by
taking the average for each domain and the total score was calculated by taking the average across all domains.
Source: Pathfinder International
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Table A19: Participation in Intervention

Tanzania | Pakistan | Burkina Faso

Summit

Share of providers attended 0.983 N/A 0.975
Share of facilities with full participation 0.944 0.902 0.795
Connect

Average in-person participation 0.783 N/A 0.798
Low participation 0.361 0.390 0.282
Medium participation 0.306 0.317 0.385
High participation 0.333 0.293 0.333
Non-Financial Awards

Attended 0-1 ceremonies 0.00 0.146 0.00
Attended 2 ceremonies 0.00 0.415 0.077
Attended 3 ceremonies 1.00 0.439 0.923

Notes: Connect participation categories in Tanzania and Burkina Faso using the average number of providers
that attended in-person Connect sessions quarterly as a percentage of the total number of family planning
providers employed at the facility. Low represents <70% of providers participating, medium participation
represents 71-84% of providers participating, and high represents >80% of providers participating. In Pakistan,
low participation represents 24 quarters of passive activity on WhatsApp Connect.
represents 2+ quarters of inconsistent activity (i.e., providers participating every other week or twice a month).
High participation represents 24 quarters of consistent activity (i.e., participating in Connect activities every

week).

Source: Pathfinder International program monitoring data
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Table A20: Association between unbiased index and primary outcomes in the control group
(mystery clients)

Counselled on Full Given Any Method Perceived

Range Treatment Index
0 @) 3) (4) (5) (6)
Pooled 0.208** 0.207** 0.032 0.038 0.097 0.110
SE (0.098) (0.100) (0.110) (0.106) (0.175) (0.175)
N 366 366 368 368 366 366
Tanzania 0.357* 0.446* 0.240 0.307 -0.009 -0.018
SE (0.198) (0.262) (0.209) (0.280) (0.264) (0.313)
N 148 148 148 148 148 148
Pakistan 0.148 0.148 -0.227* -0.230** -0.275 -0.281
SE (0.178) (0.186) (0.111) (0.103) (0.358) (0.364)
N 62 62 62 62 62 62
Burkina Faso 0.170 0.310** 0.073 0.208 0.350 0.242
SE (0.145) (0.121) (0.173) (0.171) (0.216) (0.160)
N 156 156 158 158 156 156
Controls No Yes No Yes No Yes

Notes: Each estimate is the coefficient on the unbiased index in place of treatment in equations 1 or 2 with only
the control group included. Odd columns are from unadjusted regressions (pooled unadjusted models include
only country fixed-effects). Even columns include controls. Clinic-clustered standard errors are in parentheses.
Controls include 8 randomization strata and indicators for each mystery profile.

¥ p<0.01, ** p<0.05, * p<0.1

Source: Mystery client data collected at endline
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Table A21: Sensitivity analyses to non-participation in Pakistan

Unbiased Index

(Provider Survey)

(1) 2)

Counselled on Full
Range

(Mystery Clients)
3) (4)

Given Any Method

(Exit Survey)

() (6)

Perceived
Treatment Index

(Mystery Clients)
(7) (8)

Pakistan ~ 0.159%* 0120  0.228%%%  0.266%* 0.004 0119  0.334%%%  (.423%%
SE (0.074)  (0.109)  (0.084)  (0.113)  (0.052)  (0.075)  (0.087)  (0.125)
q-value [0.025] [0.164] 0.013] [0.038] [0.305] [0.087] [0.002] [0.007)
Cntl Mean  -0.000 0.056 0.309 0.325 0.813 0.763 -0.000 -0.097
N 70 38 150 84 4659 2705 150 84
Pooled 0.2200F%  0.227%%%  0.065* 0.025 0.019%  0.021%% 02150 (.186***
SE (0.038)  (0.041)  (0.036)  (0.040)  (0.011)  (0.010)  (0.051)  (0.060)
q-value [0.001] [0.001] [0.045] [0.155] [0.045) [0.029)] [0.001] [0.004]
Cntl Mean  -0.000 0.000 0.632 0.710 0.907 0.925 0.001 -0.000
N 642 572 752 602 30886 26227 752 602

Notes: Each estimate is the coefficient on treatment from equation 1 (Pakistan only) or 2 (Countries pooled
excluding Pakistan). Odd columns are identical to table 4 and include all clinics. Even columns in Pakistan
exclude treatment providers who were added after randomization and control providers who said they would
not participate in a Summit. Even columns in the pooled analyses exclude Pakistan. Clinic-clustered standard
errors are in parentheses. Sharpened g-values are in brackets. The data source is in parentheses at the top of

each column.

% 520,01, ** p<0.05, * p<0.1

Source: Mystery client data and provider surveys were collected at endline.

collected continuously and is aggregated over the full 12 month intervention period.
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Table A22: Effect of treatment on client exit survey outcomes including clients of all ages

Person-Centered FP Care Qutcomes

Method Dispensing Outcomes

Sie  Range QL MO G, LARC Dnjtable i
Pooled 0.015 0.082%* 0.056* 0.080** 0.020* -0.002 0.004 0.024*
SE (0.009) (0.037) (0.029) (0.036) (0.012) (0.015) (0.018) (0.013)
Cntl Mean 0.976 0.460 0.674 0.650 0.899 0.307 0.458 0.876
N 76246 26609 76618 67185 73784 73784 73784 73548
Tanzania 0.040%* 0.118* 0.082 0.112 0.053** -0.011 0.046 0.055%*
SE (0.024) (0.071) (0.050) (0.071) (0.024) (0.034) (0.032) (0.025)
Cntl Mean 0.944 0.446 0.698 0.658 0.895 0.509 0.264 0.870
N 26859 11444 25910 23197 25159 25159 25159 25122
Pakistan -0.000 0.040 0.122%* 0.121 -0.018 0.054 -0.047 0.001
SE (0.004) (0.063) (0.060) (0.082) (0.061) (0.045) (0.075) (0.068)
Cntl Mean 0.994 0.177 0.655 0.687 0.803 0.108 0.505 0.736
N 8272 5516 9749 7706 9731 9731 9731 9568
Burkina Faso 0.000 0.058 0.027 0.052 0.006 -0.008 -0.013 0.008
SE (0.003) (0.043) (0.040) (0.044) (0.008) (0.015) (0.020) (0.009)
Cntl Mean 0.995 0.644 0.660 0.635 0.929 0.222 0.576 0.915
N 41115 9649 40959 36282 38894 38894 38894 38858

Notes: Each estimate is the coefficient on treatment from equation 1 or 2. All models are unadjusted. Pooled
unadjusted models include only country fixed-effects. Clinic-clustered standard errors are in parentheses. Full
range means “counselled on full range of methods” and was only assessed for new family planning clients or
clients switching a method. *** p<0.01, ** p<0.05, * p<0.1

Source: Client exit survey data was collected continuously and is aggregated over the full 12 month intervention

period.
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