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Abstract
Introduction: This study examines experiences with a family planning segmentation counseling tool that is used during the
provision of family planning services. Based on answers to a series of questions, women are segmented into one of �ve
categories of family planning users and counseled based on their identi�ed segment. This study aimed to qualitatively assess
provider perspectives on implementation of the tool.

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

Results: All providers in the study reported positive outcomes associated with segmentation, especially the bene�t of spending
extra time with each client. This extra time results in more meaningful interactions between clients and providers, leaving
clients with a deeper understanding of family planning and of the different methods available. The implementation of the tool
did not change other aspects of service delivery, except that a segmentation sheet was required to be �lled in and kept in each
patient’s �le. Di�culties reported included translating the segmentation tool questions into local languages, training enough
health care providers and avoiding stock outs of the segmentation sheets.

Conclusion: The segmentation process is of bene�t to family planning clients in Niger and the scale up of the strategy could
bring higher quality services to women. If this approach is brought to scale the implementation challenges uncovered need to
be addressed, especially adequate training. Further research is needed to determine if segmentation leads to changes in family
planning use outcomes.

Plain English Summary
This is a study about what nurses and other health care staff in Niger think about a segmentation counseling tool that is used
during family planning services. Segmentation means that during counseling each woman is asked a series of questions and,
depending on her answers, she is segmented into one of �ve ‘client type’ categories and counseled based on that ‘client type’ or
segment. Face-to-face interviews with health care staff took place in the Dosso region of Niger among 16 staff who were using
the tool with their patients. The facilities chosen for interviews were part of a larger study assessing how well segmentation
was working. Staff were asked about training, supervision, how segmentation occurs at the facility, how segmentation changes
how they interact with patients, and any di�culties faced with implementation. All the interviews were then analyzed. All
providers in the study had positive things to say about segmentation, especially the bene�t of spending extra time with each
client. This extra time results in more meaningful interactions between clients and providers, leaving clients with a deeper
understanding of family planning and of the different methods available. Di�culties reported included translating the
segmentation tool questions into local languages, training enough health care providers and avoiding stock outs of the
segmentation sheets. The segmentation process is of bene�t to family planning clients in Niger and can contribute to higher
quality family planning services for women. The challenges that were found need to be addressed, especially adequate
training.

Introduction
Niger has long been recognized as a country with high fertility and low contraceptive use. The 2012 Demographic and Health
Survey estimated that the total fertility rate was 7.6 births per woman.1 In 2017, the Performance Monitoring for Action (PMA)
project estimated that the modern contraceptive prevalence in Niger was 15.2% among all women and 18.1% among women
married or in union.2 PMA also found that only 27% of women in union was visited by a health worker or visited a health
facility and discussed family planning with a provider2; this suggests gaps in family planning awareness for women who may
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need information to help them to delay or avoid childbearing. The Government of Niger has made signi�cant commitments as
part of their engagement in the FP2020 initiative to increasing contraceptive use to help improve the health and well-being of
women throughout the nation. In 2012, the government set an ambitious goal of attaining a modern contraceptive prevalence
of 50% by 2020; it is clear that they are not on track to meet this goal.3

Ensuring high quality health services is not only a human right but also important for ensuring that all women, men, and
children are able to attain their highest potential in terms of health and well-being.4 Numerous strategies have been
implemented to improve the quality of family planning services provided, including whole-site training, clinic makeovers,
commodity security strategies, task shifting, integration of family planning with other maternal and child health services, and
both clinical and counseling training of health care providers.5–8 One strategy initially launched in the late 1990s by the
Population Council is the Balanced Counseling Strategy (BCS). BCS was found to lead to improved quality of services and was
associated with increases in clients’ knowledge and use of effective methods of family planning.9–10

In Niger, recently the government has identi�ed a segmentation counseling strategy that it intends to scale up; this
segmentation approach is similar to BCS because it identi�es categories of women and provides counseling speci�c to each
group’s needs. Supporting the roll out of the segmentation strategy is one of many ways the government is seeking to increase
contraceptive use; this will support the goal that all women visiting a family planning provider are offered high quality services,
including being introduced to a range of methods to meet their current family planning needs. This new strategy was
developed based on �ve identi�ed segments of women that came out of a 2013-2014 nationally representative family planning
survey of women in Niger.11 Implementation of the segmentation counseling strategy involves asking women seeking family
planning services at a health facility 12 questions related to their family planning experiences and expectations (S1 Figure).
Based on the answers to these questions, women are categorized into one of the �ve categories and counseled based on their
identi�ed category.12 In Niger this strategy was �rst introduced into the health system in collaboration with (removed for
anonymity) in 2017.

In the initial testing of the segmentation approach in Niger, (removed for anonymity) found that providers found it easy to use,
were able to use it, and it was associated with method adoption.13 Based on these �ndings, segmentation is considered a
promising strategy that is meant to optimize the time that providers spend with clients and improve the services that they
receive during a family planning visit. Recommendations from the pilot were that segmentation should be scaled up, however,
before taking it to scale, it was requested that the (removed for anonymity) �rst undertake a mixed methods evaluation of the
strategy. This paper reports the qualitative �ndings from providers about their experiences with segmentation at facilities where
segmentation has been implemented.

Methods

Setting
This study was part of a larger assessment of the segmentation counseling strategy that included data collection in 45 Centres
de Santé Integré (CSI), or type 1 and 2 level health centers, in the Boboye, Dosso, Doutchi, Falmey, Loga, and Tibiri health
districts of Dosso region of Niger. Dosso is one of eight regions in Niger and is in the extreme southwest of the country
bordering Benin and Nigeria (S2 Figure). The Dosso region had a total population of 2,459,812 people in 2017 and is the
historic center of the Dosso Kingdom, which had its capital at Dosso.14 Dosso region is predominately rural, with only 8.9% of
the population living in urban settings in 2017.14

Study Design
The study reported here comprised the qualitative portion of a mixed methods quasi-experimental evaluation study
implemented in the Dosso region between February and March 2020. The design of the qualitative study used a grounded
theory approach to analyze in-depth interview data. The three-arm study was designed to assess provider and client experience
with the family planning segmentation counseling tool being implemented in the CSIs by (removed for anonymity) and the
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Government of Niger. A total of 15 CSIs in Doutchi, Dosso, and Loga health districts, where segmentation had been in use since
the IMPACT 1 project (2014-2018), constituted Arm 1 of the study. Implementation of the segmentation counseling tool began
in late 2019 in the 15 CSIs assigned to Arm 2; these CSI were located in Doutchi, Boboye and Tibiri health districts. The 15 CSIs
assigned to Arm 3 of the study were located in Falmey and Tibiri health districts. In all CSIs, the IMPACT 2 project that supports
system strengthening for family planning is underway; however, Arm 3 CSI do not include use of the segmentation counseling
tool.

A total of eight CSIs in each arm were selected to participate in the qualitative portion of the study. For CSIs selected from Arms
1 and 2 of the study, one health care provider in each of 16 CSIs was invited to participate in an in-depth interview (IDI) if they
had been trained on segmentation. The remaining IDIs were conducted among providers in Arm 3 of the study. The Arm 3
interviews did not contain questions about segmentation since the tool was not in use and so results from Arm 3 are not
included here. See S3 Figure for visual presentation of overall study design.

Interview Guide Development
The primary assessment questions for the study related directly to the use of the segmentation tool and these questions were
used to develop a semi-structured interview guide for the IDIs. The IDI interview guide was divided into two parts. Part 1
included two vignettes about hypothetical family planning clients asked in all arms. Data from Part 1 is not included in this
paper. Part 2 of the guide included questions about use of the segmentation tool at the CSI. Data drawn from questions in Part
2 of the guide are presented in this paper. Part 2 of the interview guide was divided into these topic areas: 1) training on the
segmentation tool, 2) experiences with using the segmentation tool, 3) in�uence of the segmentation process on family
planning methods offered by the provider or chosen by the client, and 4) general feedback on segmentation. Each of the
questions in the guide included probes to draw out more rich information about segmentation. The interview guide was piloted
with four health care providers outside the study area before data collection began to ensure the questions were appropriate; all
questions were re�ned based on feedback during the pilot. During training of interviewers, the team discussed the translation
of each question into Zarma and Hausa since these are generally not written languages. The �nal interview guide is provided in
the Supplement.

Data Collection
In-depth interviews were conducted in private rooms at the CSIs where the chosen provider was located. The entire interview,
including both Part 1 and Part 2, ranged in length from 32-100 minutes. There were two interviewers, one female and one male,
who conducted the IDIs in Zarma, Hausa, and French. All interviewees provided demographic information regarding their
gender, age, health care cadre, training and education, number of years working at the facility and number of years offering
family planning services. All interviews were audio recorded after obtaining written consent from the providers. The Zarma and
Hausa audio recordings were translated and transcribed into French and the French audio recordings were transcribed. The
�nal de-identi�ed French transcriptions were uploaded onto a web-based collaborative qualitative research platform called
Dedoose.15 Analysis was undertaken in French and the quotes presented in this paper were translated into English by our Niger
study team and checked for clarity by our USA study team.

Data Analysis
Preliminary codebooks for Part 1 and Part 2 of the guide were developed based on both the questions in the interview guide
and a review of the content in three randomly selected interview transcripts. The codebooks contained both major themes
called ‘parent’ codes and sub-themes called ‘child’ codes. These codes were then entered into Dedoose. These preliminary
codes were piloted and revised after coding the �rst 6 interviews. Four investigators (SC, AM, BA, IC) coded parent codes for all
interviews. Once parent coding was complete, two investigators (AM, BA) coded the segmentation child codes for all interviews
in the same manner. Inter-rater reliability (IRR) testing was conducted once for the four coders who coded parent codes and
twice for the two coders who coded child codes, both compared to a master coder (EM). The IRR tests were conducted in
Dedoose. Dedoose code-speci�c application results are reported using Cohen’s kappa statistic.16 Analysis consisted of a
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thematic analysis and summary of each parent code and its associated child codes, focusing on the objectives of the study
and differences by descriptors for each theme.

Results
A total of 16 health care providers participated in the study, with a 100% participation rate. The 16 providers interviewed had all
been trained in segmentation and had been using the segmentation tool for a mean of 16 months (range 1-60 months).
Although the plan was to include eight providers from each arm, in the end, interviews were collected from seven providers
from Arm 1 of the study (44%) and nine providers from Arm 2 (56%). The providers represented four different roles at the CSIs:
Chief of the CSI (19%), Deputy Chief of the CSI (19%), Nurse (31%), and Midwife (31%). The mean age of the providers was 38
years and they were predominately female (81%). Half of the 16 interviews were with providers from Boboye health district,
with the rest of the interviews represented by Dosso (19%), Doutchi (19%) and Loga (12%) health districts. The mean number of
years providing family planning services was eight years, with a range from 1 to 28 years. There were two types of trainings
offered in segmentation, either a full �ve-day training or an on-site brie�ng at the CSI by either another CSI staff person who
had attended the full training or by someone associated with (removed for anonymity). In total 44% of those interviewed had
received the full �ve-day training in segmentation (3 in Arm 1 and 4 in Arm 2) and 37% had received a brie�ng (1 in Arm 1 and 5
in Arm 2). Three providers (19%) did not specify the type of training received. See S1 Table.

All four coders involved in coding the segmentation parent codes had an average Cohen’s kappa score of 0.79 and a range of
0.72 to 0.89, when each was compared to a master coder. The two child code coders had an average Cohen’s kappa score of
0.69 for coding of the segmentation codes when compared to a master coder (see S2 Table). All these scores show substantial
agreement (between 0.61 to 0.80 kappa score) and two show almost perfect agreement (between 0.81 to 1.00 kappa score).17

Training
Since all 16 interviewees had received training on the segmentation tool, they were asked about what the content of the training
had been. A total of 15 respondents (94%) provided information on the content of their training. All respondents reported that
the segmentation training, in whatever format, mainly focused on how to implement the segmentation tool and the
accompanying counseling cards.

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

- Deputy Chief who received a brie�ng on segmentation

A little over half of the respondents (53%) reported that the training included content on best practices for counseling using the
segmentation approach, though many respondents did not mention counseling as a speci�c content area.

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

We were trained in Dosso, we were trained on the segmentation strategy, on how to assess women's knowledge about FP
[Family Planning], how to classify a woman regarding her knowledge. During the training, we had no problems, the trainers
were really impeccable because they trained us very well, we learned a lot from them.
-Chief who attended full segmentation training

A total of 10 respondents provided information on the type of additional content they would desire in a training (62%). A main
theme that emerged among respondents was a desire to have more in depth training on segmentation. This was reported
especially from those health care providers who had been briefed on segmentation instead of attending a full training.
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What I want is that my capacities regarding the segmentation strategy be strengthened. I need training on that.
-Midwife who received a brie�ng on segmentation

Supervision
Most of the 16 respondents con�rmed that they had received a supervision visit after the training (69%). The visits
concentrated on refreshing previously-trained providers on the use of the segmentation tools and brie�ng untrained providers
on how to use them. Respondents reported that the supervision visits included (removed for anonymity), health district agents
and agents from the regional public health directorate (Direction Régionale de la Santé Publique). In addition to a review of
segmentation procedures, the majority of the providers (62%) reported that the supervision team reviewed the CSI’s data in
terms of the proportion of clients segmented.

Yes, there was a visit during which, when the team came, they took the cards to count the number of women segmented and
those who are not. Then they did the percentage calculation. This is what they did in addition to checking the product inventory.
Then they asked us questions about what we need to be clari�ed.
- Deputy Chief who received a brie�ng on segmentation

A total of eight providers, of the 11 who had stated that they had received a supervision visit, provided re�ections on the
supervision visits (73%). Five of these eight providers (62%) re�ected that the supervision visit helped them with segmentation.

This bene�ted me because there are parts where I did not understand anything about the questionnaire during the training,
because the trainers are Hausa. But when the supervision came, they explained it to me and I understood.
-Midwife who received a brie�ng on segmentation

Process of Implementation
During the interviews, the 16 providers were asked about the process used in their CSI to segment clients. Providers reported
that �rst, when a client arrives at the clinic, they welcome and register all clients as they normally would, asking the reason for
their visit. When the client begins a family planning consultation, the providers check a woman’s family planning �le to see if
the segmentation tool has been �lled out and �led previously, and if not, they proceed to segmentation. Half of the providers
responded that they segment only new clients to the CSI (50%) but many said they also segment returning clients if they have
not yet been segmented (38%). The rest did not specify.

Anyone that comes has a card. For example, this one is an old one, she has a card and has never been segmented. We segment
her and we mention it on the card. If it's a �rst visit case, we also segment her and mention it on her card.
-Midwife who received a brie�ng on segmentation

All providers said that they use the segmentation tool with every kind of family planning client—young, married, unmarried,
multiparous and nulliparous.

Interviewer: For all clients that come, do you need to do the segmentation for them or not?

Provider: Me, for all women that come, I do the segmentation.

Interviewer: And the counseling cards, do you use them with all women or not?

Provider: I use it with all women.
-Chief who attended full segmentation training

The steps of the segmentation process during a clinic visit were explained fully by a few providers, especially for new family
planning clients.
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After that I'm going to record the woman, give her a number like she is really new. I'm going to give her a FP card, this woman
should be segmented, we must segment her, ask her questions. Now after having segmented her, we will see in which group
she falls and we will check and see the kind of advice that the girl needs to give her according to the different segments, if she
is a traditional autonomous, a conservative passive or something like that ...
-Deputy Chief who received a brie�ng on segmentation

Impact of Segmentation
The 16 providers interviewed were asked about the way in which segmentation changed family planning services. All the
providers except for one (94%) responded that the use of the segmentation increased the amount of time needed for the
delivery of family planning services. Respondents said this extra time allowed them to provide more information about family
planning to their clients and led to more individualized counseling.

Interviewer: Are the questions you are asking, are they taking longer now than when there was no segmentation?

Provider: We need much more time now. Because, it was just the method before. But now, in addition to the method, there is
segmentation, so it takes more time.

- Midwife who received a brie�ng on segmentation
“It allows you to interact more with the client and spend more time. The client becomes comfortable and trust develops
between you.”

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

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

- Deputy Chief who received a brie�ng on segmentation
The providers explained that the clients who had been segmented had a better understanding of family planning, of the utility
and importance of family planning, and more knowledge of different family planning methods and how they worked.

There is really a difference, because now you take your time, before doing FP, you make it very clear to the woman by
explaining to her in her language, she answers you and you take note and after that you take the advice card, you explain to the
woman how things work… now with segmentation you are obliged to go step by step so that the woman understands, and with
the advice card you explain again to the woman. There are women who say, at the end of their counseling, that they are able to
explain to other women who don’t understand FP.

- Deputy Chief who received a brie�ng on segmentation
And usually, women receive much more information, even regarding the method they are using. They are using these methods,
but before, it’s the system that doesn’t allow us to give all the information about the methods.
-Chief who attended full segmentation training

Some providers stated that women learned about the segmentation approach from other women in their communities and their
interest in family planning grew from there (50%). Some providers noted that segmentation reduced beliefs in rumors about
family planning (19%). One provider gave an example of a client who asked why she was not segmented during her visit (the
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provider said she was too busy to segment that day) so the client came back another day to be segmented and learn about the
methods available to her.

Interviewer: Has it [segmentation strategy] improved or disadvantaged the FP service you offer?

Provider: It has improved the service.

Interviewer: how?

Provider: Before, clients did not come abundantly for FP; but now, due to the conversations, we explain to them and they
understand the usefulness of family planning. There are many to come.
- Nurse who did not specify the type of training received
Provider: First, with the old counseling method, where there was no segmentation, it was not possible to explain much to the
woman the importance of FP, whereas with segmentation, with the questions that we ask the woman, we understand to which
segment she belongs, and this helps to better sensitize her so that she accepts FP better, but also that she makes others accept
as well. We transform her into a kind of relay so that she sensitizes other women to use FP. So, when a woman comes here, a
hesitant woman, or a woman who does not have too much con�dence, after the segmentation, we are sure that she is 100%
con�dent in using FP, but also, she can ensure that other women also trust FP.
-Chief who attended full segmentation training

Di�culties with Segmentation
Fourteen of the 16 respondents who had experience with using the segmentation tool provided insight into the most common
di�culties they faced when using the tool (87%). The responses indicated that there were three main themes that emerged in
regards to di�culties with the tools: lack of comprehension of the questions by the clients (57%), di�culties in translating the
questions into the local languages (50%) and the need for further training in segmentation (43%) (see Training above).

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

Interviewer : What are the di�culties you encounter in using the segmentation tool?

Provider : Sometimes it's the questions, because at least and fortunately for others there is the translation into Zarma, but when
it's in French how to translate on the spot by asking the questions, sometimes it's really di�cult. In any case, that's the di�culty,
translating the questionnaire into Zarma, the client may not understand what you really mean, you have to explain the question
again, that's my great di�culty.
-Midwife who received a brie�ng on segmentation

The lack of comprehension of questions in the tool is closely linked with di�culties associated with translating tool questions
into the local language. This was another main di�culty that emerged from the interviews. However, it did seem that this was a
di�culty that improved over time.

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

Discussion
In this qualitative sub study, part of a larger assessment of segmentation counseling in Niger, the majority of health care
providers interviewed found the client segmentation process to be of bene�t to women seeking family planning. When health
care providers use the segmentation tool in their health centers they have more time to discuss family planning with their
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clients and to ask them pertinent and targeted questions about their family planning needs. The in-depth counseling that
accompanies segmentation allows women to better understand the different methods available and increases their con�dence
that they, and other women in their community, should use family planning. Such in-depth counseling is vital to family planning
service provision.17–20 Although the implementation of the tool had some identi�ed bottlenecks, such as stock outs of the
segmentation sheet, inadequate training of providers, and translation issues, all providers agreed that the tool greatly improves
the quality of family planning services. These �ndings are timely for the Government of Niger as they consider supporting scale
up of the segmentation strategy nationwide. Central to this scale up process, and all scale up processes, is ensuring quality of
services and this is where the segmentation tool can be of great use.21–23 If the implementation issues can be systematically
addressed during scale up of this approach, the impact on family planning services in Niger could be manifold.

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

One way to support CSIs in their segmentation activities is to assure adequate supervision after training. In our study 69% of
the CSIs had received a supervision visit after training and this proportion could be increased to 100%. The responses from
those interviewed clearly indicate that the supervision visit was in fact an important opportunity for further coaching and
support on segmentation implementation and not just a visit for stock checking and data collection. The example given of a
provider who was given assistance in interpreting tool questions during a supervision visit was a typical experience.

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

When asked about how the segmentation process in�uenced family planning service delivery, the providers offered rich
information about how they felt it changed their work and how they believed it impacted the clients themselves. Almost all
providers reported that segmentation increased the amount of time they spent in consultation with a family planning client,
allowing them to better explain the different methods and to better understand the client’s background and needs. As noted,
this aspect of counseling is an essential component of quality family planning services.17–20 It may be that the process of
segmentation, and the questions included in the tool, are less important than the extra time and attention paid to clients as a
result of segmentation. This question would need to be explored with more rigorous research but clearly, regardless of the
mechanism, we found evidence that the segmentation process results in more individualized family planning services during
which women learn much more about family planning methods and why family planning is important than during the pre-
segmentation counseling session. We also document provider beliefs that segmentation attracts more family planning clients
and that segmentation ultimately decreases family planning rumors. These two �ndings would need more data and research to
be fully veri�ed, but it is likely that family planning demand could grow under segmentation. Notably, due to rapid population
growth, the number of women is increasing very quickly and coupled with higher demand, it is possible that a capacity problem
may arise in the early years of scaling up segmentation.
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As noted above, the process of implementation was not without di�culties. The task of translating the segmentation tool
questions into local languages was a main challenge for providers, a process that often started during the training but
continued well into the introduction of the tool at the CSIs. When providers started using the questions that had been translated
into a local language, often the clients did not understand the translated question and the provider revised the translations yet
again. Given the signi�cant challenges with translation, it may be best for implementers to pilot and �nalize translated tools in
all local languages well before starting the training of providers, including piloting the tools with clients who speak the
language.

Another di�culty reported by providers were stock outs. Stock outs of the segmentation sheet were common and resulted in
temporary halts of segmentation activities at the CSIs, since the sheets list the questions and are essential to identi�cation of
the client’s segment. Preventing stock outs of the segmentation sheets, and less commonly the counseling cards, should be
prevented as much as possible during implementation in order to ensure continuation of the program. There may be innovative
ways to assist providers in accessing the tool and avoiding stock outs, such as including the tool as part of the Ministry of
Health’s vital commodities for health centers. The other important challenge was the need for comprehensive training of
providers that has already been noted. Providers also encouraged that more providers are trained at facilities and not just one
per facility; this will ensure that all clients are able to be segmented and not just those who come on the day a trained provider
is present.

Limitations
The characteristics of the interviewers may have in�uenced the results, since they were not gender- or age-matched with
interviewees. The interviewees may also have believed that the interviews were part of a performance evaluation and changed
their responses to be more positive, although it was made clear during the informed consent process that this was not a
consideration. This study was based on in-depth interviews with 16 health care providers. Although the 16 providers varied
considerably in gender, age, position at the CSI, and other characteristics, the study could have been improved with a larger
number of participants, even though when reviewing the codes we did feel saturation was reached after 6-8 interviews.24 The
number of interviews may have especially in�uenced themes where only a subset of the 16 participants provided responses
(e.g., supervision). The inter-rater reliability (IRR) scores in the study showed substantial agreement but there still could have
been coding errors occurring that may have in�uenced the results of this study.16 This is particularly true for the more complex
and numerous child codes used for �ner content analysis of segmentation themes, where the Kappa score from IRR testing
was 0.69 on average. We worked to reduce such errors as much as possible through numerous discussions of coding
applications between the master coder and the two other segmentation child code coders. The results of such discussions
included changes to the code de�nitions, recoding of applied codes and additions, reductions or merging of codes. Another
limitation in the study is the fact that 46% of the providers, among those who reported the type of training, had received a
brie�ng instead of a full 5-day training in segmentation. Although it is evident that these providers learned how to conduct
segmentation “on the job,” the lack of formal training in segmentation may have in�uenced the depth and sophistication of the
responses to our questions about segmentation implementation. However, this may re�ect more real-world implementation of
the program.

Conclusions
Providers’ reports indicate that the segmentation process improved the quality of family planning services in their respective
CSIs. It is clear that the questions in the segmentation tool allow for longer consultations with women, during which women
gain a more in depth understanding of the need for family planning and of the different family planning methods available.
This �nding shows that segmentation could have multiple bene�ts for improving the quality of family planning in Niger, where
family planning use is low and fertility rates are high. More research is needed to understand the exact mechanisms by which
the segmentation process achieves this positive result and studies are needed to determine whether segmentation increases
the number of family planning clients, affects continuation of a method among those who adopt, and reduces incorrect rumors
about family planning methods. If segmentation is brought to scale in Niger it is important to address implementation issues
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having to do with translation of the tool, stock outs of segmentation sheets and ensuring comprehensive training of one or
more health care providers in each facility. Training additional providers could help ensure that all women seeking family
planning bene�t from segmentation and would likely lead to improved family planning services for all clients.
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