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REPORT SUMMARY
 

A. 	Contract Information
 

1. 	Project Title: "Research in Utilization of Family Planning Services"
 
Contract No: AID/csd-2512
 

2. 	Principal Investigator: Clark E. Vincent, Ph.D.
 
Contractor: Behavioral Sciences Center, Bowman Gray School of Medicine
 

of Wake Forest Uni-ersity, Winston-Salem, N.C. 27103
 
Key 	U.S. Personnel: Carl M. Cochrane, Ph.D., C. Allen Haney, Ph.D.,
 

Robert L. Michielutte, Ph.D.
 
3. 	Contract Period: From July 1, 1969 to August 31, 1972
 
4. 	Period Covered by Report: From July 1, 1969 
to August 31, 1972
 
5. 	Total AID Funding of Contract: $360,303
 
6. 	Total Expenditures and Obligations Through Previous Contract Years: $211,639
 
7. 
Total Expenditures and Obligations for Current Year (7/1/71-8/31/72): $148,152
 
8. 	Estimated Expenditures for Next Contract Year: 
 None -- Contract ended 

B. 	Summary of Accomplishments and Utilization
 

An interview schedule consisting of pretested demographic, psychological, and
 
sociological items was administered to 1,652 female2s comprising a stratified
 
random quota sample drawn to produce four clinic-status categories ("Active,"

"Drop-out," "Never-Been-Aware," and "Never-Been-Unaware") in each of six communi
ties (4 urban, 2 rural) served by FP clinics in Costa Rica. The emphasis of
 
AID/Washington on increased utilization of FP services 
as the primary objective

of the project, rather than research on motivation, led to processing of the
 
survey data in the form of marginal frequencies on every item, by clinic community

and by clinic-status category, and the early feedback of these data to the host
 
country for use in designing community-action programs, and in changing clinic
 
procedures. These descriptive data and the discussions of their implications

comprised a 173-page 	report that was submitted by the Contractor to AID/Washington

and that now is being published in three parts, in Spanish, by the University of
 
Costa Rica. A separate 44-page report "Recommendations for Family Planning

Programs in Costa Rica," prepared by the Contractor during the third year of the
 
contract and based on respondents' suggestions regarding FP services and on
 
analysis of their changes in clinic-status during action programs, is also being
 
published in Spanish by the University of Costa Rica.
 

The 	feedback of survey data has been accompanied by (a) upgrading of clinic
 
records, (b) training of community-action personnel, (c) evaluation and innovation
 
of community-action programs for both males and females, (d) opening two "non
medical" clinics, 
(e) 	changes in clinic procedures suggested by respondents, and
 
(f) the Costa Rican Ministry of Health's acceptance of a number of the project
recommendations that are now being implemented on a national level. Although the
 
utilization of FP services has increased markedly throughout Costa Rica during

the 	3-year period of the project, the increases in new patients at the six experi
mental clinics have been nearly double the increases reported by other FP clinics
 
in Costa Rica, and nearly triple the new cases for other comparable FP clinics
 
within the same Provinces as the six experimental clinics. Reports include the
 
four being published in Spanish in Costa Rica, several descriptive and programmatic

guides being prepared by the Costa Rican personnel, three papers submitted 'for
 
publication and six in preparation by U.S. perponael who, with the end of the AID
 
contract, will c6ntinue analytic treatment of the data with support from other
 
sources.
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A. GENERAL BACKGROUND
 

On the basis of an-ongoing FP research and demonstration project on
 

"the hard-to-reach" in North Carolina, the principal investigator was
 

invited by AID/W to submit 
a 5-year 	research proposal to replicate relevant
 

aspects of this project in two LDCs, with an emphasis on motivational
 

variables related to utilization of YIP services. A major rationale for
 

this emphasis was the assumption that, after the initial focus of 
the AID
 

population program on the development and delivery of FP information and
 

services 	succeeds in making such information and services appropriately
 

available, there would be an increasing need for research on 
factors
 

associated with motivating the hard-to-reach to use such FP information
 

and services.
 

B. 	STATEMENT OF PROJECT OBJECTIVES AS STATED IN THE CONTRACT
 

The general objectives of the project were "to ascertain and evaluate
 

those factors which contribute significantly toward fertility control,
 

those which contribute to indifference or 
apathy, and those which contribute
 

to strong resistance." These general objectives were specified by 
contract
 

to involve a program of research that was projected for three years each in
 

two LDCs, with the third or middle year involving completion in the first
 

country 	and initiation of the project in the second country. 
 Research in
 

the first country (Costa Rica) was 
to be followed by similar research in an
 

African or Asian country if at the end of the first 
two years the progress
 

of the project in the first country was 
considered by AID/W to be satisfactory.
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Progress was not considered by AID/W to be satisfactory at the end of the
 

first two years, and third-year funding was provided to complete the
 

project in Costa Rica; an additional extension of two months through
 

August 31, 1972 was granted to obtain clinic data and expenditures reports
 

from Costa Rica through June 30, 1972.
 

The specific objectives of the research to be conducted in the "action

demonstration evaluation context" included:
 

"(1) Discover which females do and do not utilize family planning
 

services and why they do or do not.
 

"(2) Implement changes 
as agreed upon with host country officials
 

in the procedures, methods, and approaches of existing family
 

planning services (or create new ones) which the respondents
 

indicate would increase their participation and effectual
 

practice of birth control.
 

"(3) Ascertain the birth control methods, the personnel and
 

approaches that are the most effective in reaching these
 

females and helping them to become and remain consistent
 

and effectual in the practice of birth control.
 

"(4) 
Provide a continuous feedback of information for the train

ing of field personnel, community leaders, and volunteers
 

in the methods, problems and approaches related to achieving
 

the overall objective of the project."
 

The research procedures stipulated by contract for achieving the fore

going objectives included: 
(1) the designing, pretesting, and post-study
 

revising, of a field instrument; (2) the interviewing of women in samples
 

that included at least three clinic-status categories, as drawn from at
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least three communities (2 urban, 1 rural) served by FP clinics; (3) the
 

establishment of at least two non-medical model FP clinics. 
 The Contractor
 

changed these procedures to expand from three to 
six (4 urban, 2 rural)
 

the number of communities studied, and to expand from three to four 
tne
 

number of clinic-status categories (Actives, Drop-outs. Never-Bcen-Aware,
 

and Never-Been-Unaware).
 

The most important change in project objectives involved a shift f,-om
 

research to action-demonstration emphasis at 
the end 	of the first year.
 

This shift reflected a difference in interpretations concerning the primary
 

objective of the project. The Contractor perceived research on motivation
 

variables related to utilization of FP services as 
the primary objective
 

of the project; AID/W perceived the primary objective of the project to be
 

that of effecting increases in utilization of FP services in the host
 

country. The emphasis desired by the host country changed from research,
 

to action, and then back to research, reflecting somewhat the three changes
 

in Directors of CESPO during the project period. 
Thus this final report, as
 

was true 	of the 190 pages of reports at the end of the second year, reflects
 

the emphasis of AID/W and is focused more in action programs than on research
 

results.
 

C. 	CONTINUED RELEVANCE OF OBJECTIVES
 

The objectives related to increased utilization and evaluation thereof
 

continue to be relevant and important: (1) as discussed in the following
 

sections "D" and "E," (2) as part of the Contractor's plans to provide
 

further data summaries to 
the host 	country after the contract expires, and
 

(3) as ongoing objectives of the host country with separate funding from
 

AID/W and the Ford Foundation.
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The objectives related to research and evaluation continue to be
 

relevant and will continue to be pursued by HUR/CESPO in Costa Rica with
 

other funding and by other U.S. personnel permitted extended duty in
 

Costa Rica. These research objectives will also become the concerted
 

focus of two key U.S. personnel of the Bowman Gray team (Drs. Haney and
 

Michielutte) who will use other sources of funding to 
carry out more
 

analytic and complex treatment of the voluminous data that up to now have
 

been processed primarily for descriptive, comparative, and action-program
 

purposes.
 

D. ACCOMPLISHMENTS TO DATE
 

1. General
 

(a) The field instrument that was designed, pretested, and used foc
 

collection of "before" data in 1970, was 
shortened and revised
 

on the basis of individual-item analysis of responses. This
 

revised instrument (Addendum A) included items for a modified
 

"Semantic Differential Scale," a modified Rotter Internal-


External Control Scale, a constructed "Need Evaluation Test"
 

(NET), and a constructed "Internal-External Blame Attribution
 

Scale" (I-E-B). 

(b) The basic survey data that were obtained in 1,652 interviews
 

(1,498 usable) and then coded and transferred to approximately
 

26,000 computer cards, were returned to the host country in the
 

form of (1) a complete duplicate deck, (2) printouts of marginal
 

frequencies on every item, by clinic community and by clinic

status category, (3) a descriptive and comparative report of
 

173 pages, and (4) copies of working papers.
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(c) A number of forms were designed and procedures suggested for
 

improved record keeping at 
clinics and for evaluation of action
 

programs. These suggested forms and procedures (see Sections I
 

and II of first 2-year report) provided information (1) that has 

been processed in descriptive form and returned to the host
 

country in the form of a 44-page report (Addendum B) and a 24

page report (Addendum C), 
and (2) that will continue to be collected
 

and evaluated by IIUR/CESPO after the contract is ended.
 

(d) Two non-medical model units were established during the second year
 

of the project, one in an urban area 
(Sagrada Familia) and one in
 

a rural area (Limon). Each of these units has 
now become a "Centro
 

de Informacibn Sobre Planificaci6n Familiar" (CIPF). The initial
 

activities of these units, modeled after the C.S. Units 
in the
 

U.S., are described on pages 15-17 of our two-year report and on
 

pages 10-12 of Addendum D to the present report.
 

Increases in utilization of these units, and in utilization
 

by males are encouraging:
 

- during the last six months of 1971, there were 232 
cases -

of which 47% were males requesting condoms; 

- during the first six months of 1972, there were 474 cases 

of which 74% were males requesting condoms.
 

(e) The implementingof "changes as 
agreed upon with host country
 

officials in the procedures, methods, and approaches of existing
 

FP services" has been an ongoing accomplishment during the three

year project. It has been possible to implement many of the
 

changes suggested by respondents in the initial baseline study,
 

by home-meeting attenders, by field workers, by clinic patients,
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and by the Contractor on the basis of the North Carolina project.
 

The changes suggested by the respondents during the initial survey
 

included, for example: (1) more freedom to choose their own
 

method, (2) the presence of a nurse during the pelvic examination,
 

(3) doctors being more punctual to reduce waiting time, and (4)
 

clinic hours to coincide with nonworking hours of patients, and
 

(5) individual rather than group consultations prior to pelvic
 

examination. 
Many of these and other suggested changes (presented
 

in detail, by selected characteristics of those making the
 

suggestions, in the two-year report) have been tested and imple

mented through the considerable influence of Dr. Alfaro who has
 

been the part-time medical coordinator on our subcontract payroll,
 

and who has served as Director of CESPO, the Director of Population,
 

and currently as number two man in the Ministry of Health.
 

(f) There was 
increased utilization of services at the six "experimental"
 

clinics, as shown in the following comparisons:
 

Average No. of New Cases Per Clinic
 

6 "Experimental" Remainder of
 
Year Clinics Clinics*
 

1969 232 
 no data
 
1970 273 135
 
1971 
 315 182
 
1972** 
 325 146
 

* 82 in 1970, 89 in 1971, 91 in 1972
 
** Projected for full year on basis of 
1st 6 months
 

When comparisons are restricted to only those clinics (1) that were
 

in the same two provinces as the six study clinics, (2) that will
 

have been operating a minimum of three years by December 1, 1972,
 



- 7 - AID/csd-2512
 

and (3) that had approximately the same number of clinic hours
 

per week: ,
 

- the six study clinics
 

- had a total of 9,959 new cases, with an 11% overall
 

drop-out rate since they began operating, and
 

-
ill 1972 (the 3rd or 4th year of operation) averaged
 

325 new patients per clinic, with a drop-out rate
 

of 15%;
 

- the remaining 13 clinics
 

- had a total of 8,975 new cases, with a 21% overall
 

drop-out rate since they began operating, and
 

- in 1972 (the 3rd or 4th year of operation) averaged
 

130 new patients per clinic, with a drop-out rate
 

of 31%.
 

As discussed in Section II of 
the two-year report, however, the
 

foregoing and other results from the action program reflect the
 

projects and efforts of many organizations directed toward family planning
 

in Costa Rica. 
Also, previous experiences with community-action
 

programs had led us to expect 
at least three factors to complicate
 

any evaluation of changes in utilization. First was the phenomenon
 

of a "newness response" which consists of the tendency for each
 

new approach or method to have an initial period of numerical
 

success, followed by a leveling off or plateau phase, and then
 

followed by declinngsuccess. This pattern was evident in the
 

tabular data presented in the two-year report. This 
"newness response"
 

phenomenon is similar to the "Hawthorne Effect" 
-- a positive response
 

of the subjects 
to any method or approach that they interpret as
 

reflecting an interest in them. This suggests (1) that a particular
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method or approach may be secondary to the fact that it com

municates an interest in the subjects, and (2) that the methods 

and approaches need to be changed periodically when "old" or 

familiar methods are 
taken for granted and thereby not interpreted
 

by the subjects as an interest in them.
 

The second factor consisted of the attitude of an unknown
 

number of women who are "ready and waiting" for contraceptive
 

services to be made available. The combination of these first two
 

factors means that the initial offering of family planning services
 

and the initial action programs are quite likely to produce the
 

kinds of results that comprise reports on early "successes" in
 

increasing utilization. (See Cristo Rey and Filadelfia as examples
 

in Table 72 of the two-year report.)
 

The third factor was the decreasing pool of potential new
 

cases, which is chronologically a consequence of the first 
two
 

factors. This decreasing pool means that eventually there is 
a
 

leveling out if not a decrease in new cases, at 
the same time that
 

there is an almost inevitable increase in clinic drop-outs from
 

among the early attenders. (See 1972 drop-out percentages in fore

going comparisons.) In view of the decreasing pool of potential
 

new cases, the foregoing figures on new cases 
in 1972 are quite
 

encouraging.
 

A fourth factor which complicates evaluation of any single
 

program in-put in the case of Costa Rica is 
a composite of (1) the
 

past and ongoing use of mass media at the national level to inform
 

audiences about family planning, (2) the fact that early educational
 

efforts in the "study" communities spilled over to adjacent "non

study" communities and were subsequently used in the latter communities,
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and (3) the preference of some study subjects to attend a clinic 

not located in their home community.
 

(g) That the involvement of males (an early objective based on prior
 

experience in North Carolina, and described in 
the two-year
 

report) has increased utilization is indicated by the figures 
on
 

the males attending the non-medical units (section "d"). It is
 

also indicated by the data obtained by asking new patients what
 

influenced them to come to the clinic. The latter data from one
 

urban clinic show that 13% of 
the new patients were influenced by
 

their husbands to co.e to a clinic in 1968, but that 32% were
 

similarly influenced in 1972. The respective percentages for a rural
 

clinic were 2% in 1968, but 29% 
in 1972 (see Addendum E).
 

The forms that were designed to obtain this information provide
 

monthly data from each clinic, showing for each new patient the
 

factor (person) influencing them to come, by age, parity, income,
 

and marital status (see Addendum F). These data enable the clinic
 

personnel to remain reasonably up-to-date on which programmatic
 

efforts are influencing which types of women remaining in the un

tapped pool of non-patients.
 

The involvement of males is also reflected in the monthly reports
 

of educational activities. During the most recent six months for
 

which full data are available on 
the six study clinics, 31 educa'Lonal
 

activities were held for a total of 1,560 individuals -- 52% of whom 

were males. These activities include lectures in factories and for 

workers in agricultural institutions, and the development of "clubs 

for fathers" similar to the "Mother's Clubs" which function as 
part
 

of the FP clinics (Sanitary Units).
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2. Summary of Action Findings and Recommendations 

As noted previously the data obtained during the project wercL pro

cessed and reported initially with all emphasis on descriptive and 

comparative aspects relevant to action programs. A more analytic
 

treatment of the data has been undertaken whenever time permitted,
 

particularly during the two months extension of July and August of
 

1972. This section contains brief summaries of some of the major
 

recommendations and findings relevant to action programs and research.
 

The majority of findings relevant to action programs have been
 

incorporated into a series of recommendations for family planning
 

programs in Costa Rica. These recommendations discussed in more detail
 

in Addendum C, have been shared (verbally and in writing) with the
 

appropriate Costa Rican personnel throughout the period of the controct.
 

(a) 	Interest in Family Planning
 

(1) 
A careful evaluation should be made of the effectiveness
 
of home meetings. It may be that their only value is
 
in making most women aware of family planning and clinic 
services, rather than convincing them to practice family
 
planning. If this is the case, the dissemination of
 
information could be accomplished more cheaply on a
 
broader scale and as effectively by other means such as 
the mass media. 

(2) 	It may well be, however, that the meetings play a role 
in conviticing women to make a visit to the clinic, at 
which time their decision to actually begin family 
planning is made. If this is the case, the emphasis of
 
the home meetings should be placed on eliminating
 
resistance to visiting a clinic. The suggested eval
uation will provide information on whether or not to
 
take 	this approach.
 

(3) 	The data would seem to iadicace that meetings at the 
clinics would be much more effective. Therefore, it is 
suggested that more emphasis be placed on clinic 
activities (e.g., special lectures) as a 	means of stimu
lating interest in family planning and providing information
 
designed to facilitate the making of fi'rm decisions about
 
family planning.
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(b) 	Contraception
 

(1) 	A detailed inquiry should be made into the 
reasons for
 
contraceptive failure among so many women. 
Is it lack
 
of initiative on 
the part of the women, faulty instruc
ticn in the clinics, faulty contraceptives, or some
 
othor unspecified reason? 
 The answer to this question
 
would point out weak links in the overall family planning
 
program in Costa Rica.
 

(2) A study should be conducted to determine why so many
 
women quit using the pill for reasons of health. How
 
often is this a reaction to the actual side effects of
 
the birth control pill, imagined fears, or some combi
nation of these reasons? This would help to determine
 
what 	changes should be made in the educational program
 
(and possibly mass media campaigns), and whether or not
 
a different type of pill should be distributed. Special
 
emphasis should be placed on determining why this problem

is particularly prevalent among women with more education
 
and higher income, and among older women.
 

(3) Even before conducting the study suggested in the fore
going paragraph, at the clinics more attention should be
 
devoted to discussion with the clients about what the
 
actual contraindications for the pill are, what common
 
misconceptions are false, possible side effects and their
 
importance, and other topics aimed at better informing
 
the clients. This is particularly true for the better
 
educated women.
 

(4) 	A study should be conducted to determine exactly what
 
aspects of using the pill are considered too complicated
 
by the women. This would lead to specific modifications
 
in the program of instruction.
 

(5) 	Both of these studies could be conducted fairly simply
 
by having the physicians or other medical personnel keep
 
a record as 
they 	talk to the wotien in the clinics.
 

(6) 	A study should be conducted to determine why so many
 
women discontinued use 
of the IUD for reasons of health.
 
Is this a reaction to the physical problems (e.g., dis
comfort) encountered in the use of the IUD, imagined
 
fears, or some combination of these reasons? Special
 
emphasis should be placed on determining why the problem
 
is particularly prevalent among older and younger women,
 
and women in the higher education and income groups.
 

(7) As with the pill, more specific discussion should be
 
offered to better inform the clients about health dangers
 
with the IUD.
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(8) 	 Referring back to recommeuidation #i, apparently the problem 
of contraceptive failure is more prevalhnt for the IUD. 
Since the failure rate is typically higher for this method 
than for the pill, we would recommend a careful evaluation 
of the examination procedure and instructions given to 
women who choose this method, with the goal of reducing 
the failure rate.
 

(9) 	A wider variety of contraceptives should be made available
 
to women who attend the clinics based on the medical model.
 
This recommendation will be discussed further in a later
 
section.
 

(10) 
 Unless there are valid health reasons for encouraging a
 
woman to select a particular type of contraceptive, she
 
should be allowed to choose the technique with which she
 
feels most comfortable.
 

(11) Many contraceptives do not require a medical exam and can
 
be communicated easily to large numbers of women. They
 
are: (a) condom, (b) foam tablet, (c) rhythm method,
 
(d) withdrawal, (e) jelly, and (f) suppositories. Of
 
these only the condom is currently known by appreciable
 
numbers of women. 
Steps should be taken to disseminate
 
information on these techniques, both to men and women.
 

(12) Increased emphasis should continue to be placed on 
the
 
mass media as a source of information about a variety of
 
contraceptive techniques.
 

(13) Special attention should continue to be directed toward
 
developing and using family planning messages that 
can be
 
transmitted to and understood by lower class women and
 
men. This includes, among other things., a continuing use
 
of the special printed materials and radio messages for
 
outlying villages, and continued experimentation with the
 
comic-book-type approach now being used.
 

(c) 	Improvements in Clinic Procedures
 

(1) 	It is essential to experiment with different procedures
 
in order to find the most efficient methods of handling
 
problems such as inadequate instruction on methods of
 
contraception. Specifically, we would recommend again the
 
procedure suggested by the respondents that clinics try

setting up appointments for the women. 
 If not by the hour,
 
at least by the day. Secondly, when the doctors or other
 
personnel meet the women they should reserve certain
 
appointments for discussion of family planning and contra
ceptives only. 
This 	should also help provide better
 
instruction on contraceptive methods. Implementation of
 
these procedures would, of course, require a high degree of
 
cooperation from the medical personnel.
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(2) 	 Although it is highly desirable to interest as many women 
as possible in family planning, the clinics should not 
try to bring in more women than can be adequately handled. 
The importance women place on the problem of long waits 
suggests that a clinic which tries to handle too many
 
women may actually hurt the family planning program by
 
producing negative feelings among the women. 
Recruitment
 
campaigns should be geared to attracting only as many
 
women as can be adequately treated in the clinics.
 

(3) Clinic hours should continue to be varied in each clinic
 
area until a schedule is found which effects the best
 
compromise between the personnel in the clinics and the
 
clients. We would further recommend that at least one
 
clinic experiment with almost continuous hours. This
 
would be expensive, but may pay off in terms of more
 
successful family planners. 
 It may be, for example, that
 
one centrally located clinic open all reasonable hours
 
will attract more women and develop more successful family
 
planners than two clinics open at special hours.
 

(4) 	In order to reduce the stigma attached to a free clinic.,
 
a nominal fee could be charged. This could be on a
 
sliding scale according to income.
 

(5) 	As noted in an earlier section, the data indicate a need
 
for improvement in that part of the educational program
 
concerned with the dangers of contraceptive use and what
 
can be done to minimize these dangers.
 

(6) A comparison should be made between,the urban and rural
 
clinics with respect to clinic procedures in order to
 
determine if the favorable attitudes of rural women result
 
from-differences in operation.
 

(7) 
A comparison of clinic procedures in Alajuelita and
 
Nicoya should be made to determine if these clinics differ
 
in the way they relate to husbands in the community.
 
(See detailed data in two-year report.)
 

(d) 	Sources of Information on Family Planning
 

(1) Since the mass media are the most effective methods of
 
spreading information on family planning quickly and with
 
low cost, they should continue to be fully utilized. They
 
could be made more effective, however, by taking advantage
 
of the high regard with which professional persons are
 
held. Printed materials, for example, could be endorsed
 
and associated with doctors and nurses, and special radio
 
or television segments could be presented by doctors or
 
educators.
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(2) 	 A program designed to convince people that it is desirable 
to talk about family planning and contraception may have 
positive results with respect to the influence of friends, 
relatives, and neighbors on one another. 

(e) 	Changes in Clinic Status
 

The preceding recommendations are based 
on data obtained in
 

the initial survey. Additional data were obtained over time
 

which showed the changes in clinic status of women in the original
 

sample (Addendum B). Some major findings based 
on preliminary
 

analysis of these data are as follows:
 

(1) Of 	the original actives, those women who dropped out were
 
somewhat higher in the class st:ucture than the women who
 
remained active.
 

(2) 	The iural clinics lost proportionally fewer of the women
 
originally classified as active in the baseline sample
 
than did the urban clinics.
 

(3) 	A larger proportion of the active women who dropped out
 
were ambivalent toward family planning at 
the time of the
 
initial interview than was 
the case for women who remained 
active. 

(4) Of 	 the original women in the drop-out and never-been 
categories, those who became active were somewhat lower
 
in the class structure than the women who remained drop
out or never-been.
 

(5) 	Rural clinics had a larger proportion of new actives
 
(formerly never-been status) and drop--cats who returned
 
to active status than did urban clinics.
 

(6) 	A larger proportion of women who remained drop-out were
 
ambivalent toward family planning at the time of the
 
initial interview than were 
those who returned to active
 
status.
 

3. Summary of Analytic Research
 

Only a few analytic findings were presented in the two-year report,
 

because of the emphasis at that time on descriptive material and infor

mation relevant to action programs. Part of the material in that report
 

has been utilized for the testing of research hypotheses, and additional
 

analyses concerned with fundamental research questions have been conducted.
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Three of these have been summarized as research papers (Addenda I,
 

J, and K). Data analysis has been completed on a fourth and will
 

soon 	be in preliminary draft form. A brief summary of the major
 

findings is presented below:
 

(a) 	Credibility of Sources of Information on Family Planning
 

The data did not support the hypothesis that friends, relatives,
 
and neighbors would be perceived as the most credible sources of
 
information on family planning. Additional information, however,
 
indicates that personal sources are important. It was suggested
 
that the concepts of credibility and influence must be separated.
 
Thus, personal sour.-es are seen as influential but not necessarily
 
credible. The mos t important factor in communication between
 
friends, relatives, and neighbors iso-not the quality of the
 
information but the positive or negative reinforcement accompany
ing the communication.
 

(b) 	Factors Associated with Utilization of Family Planning Clinics
 
in Costa Rica
 

The most important results with respect to clinic attendance
 
suggested that psychological variables may be of greater importance
 
than previously believed. The results with regard to clinic
 
continuation suggested that fears and negative experiences
 
relating to contraception and clinic procedures, and contraceptive
 
failure, are more important than characteristics of the women
 
in predicting whether they would be actives or drop-outs.
 

(c) 	Characteristics of Consensual and Legal Marital Union, in Costa Rica
 

The data clearly indicated that women in consensual unions differ
 
from women in legal unions with respect to indicators of social
 
class and class-related factors such as sexual knowledge, sexual
 
experience, and medical care. As 
a group, women in consensual
 
unions are lower in the class structure, have less sexual knowledge,
 
less favorable medical care, and marry, have intercourse, etc.
 
at an earlier age.
 

The data ilsn indicated, however, that the reproductive behavior
 
of women in consensual and legal unions is quite similar, regardless
 
of age, marital stability, or social class.
 

(d) 	Rural-Urban Differences in Petal and Infant Mortality
 

Preliminary analysis of these data indicate that fetal mortality
 
is slightly higher in urban areas, while infant mortality is
 
slightly higher in the rural areas. 
 However, the differences are
 
quite small, suggesting that the considerable differences in infant
 
mortality often found between rural and urban 
areas with period data
 
may not obtain when examining the total mortality experience of a
 
cohort of women.
 



-- 
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(e) Preliminary Psychological Findings (Addenda L and M) 

The psychological measurement properties of the instruments in 
their initial form were not stable transnationally (U.S. and 
Costa Rica.) After initial factor analytic analyses: (1) the
 
Internal-External Control Scale was 
split into two dimensions
 
(an "Activism" versus a "Fatalism" Scale, and a scale we
 
believe to measure tendencies to allot blame and criticism),
 
and (2) the Semantic Differential Scale was modified to include
 
only the dimensions of "Evaluation" and "Potency."
 

-- Becoming and staying active in family planning are 
positively associated with the belief that one can
 
control one's own life rather than being a victim
 
of external forces.
 

--	 Women who are aware of clinics and will not attend 
are more fault finding and critical than are those 
who are aware and attend. 

-	 The Semantic Differential ratings for "Evaluation" 
were associated with beginning attendance at a
 
clinic but not to continuation -- the "Actives" and
 
"Drop-outs" being equal, but different from those 
who would not attend.
 

-- The tendency of the "Actives" to rate a variety of 
people and activities more favorably was interpreted 
as 	 indl.catLing a generally more positive and optlmistic 
SUL toward life.
 

What we have called the "Power" ratings (powerful,
 
vigorous) show that those who quit or will not attend
 
clinics have less faith in doctors and family planning
 
as powerful.
 

Those who do not attend see authority and institutions
 
(judge, husband, church) as less powerful.
 

Ratings of self confirm the I-E Scale findings; both
 
the initiation and continuation of family planning
 
are positively related to seeing self as relatively
 
powerful, rather than weak. 

--	 Implications of the foregoing include using the current 
experimenting with forms of encounter group and sensi
tivity training in Costa Rica: (1) to emphasize family 
planning as a means of controlling one's life (not 
being a victim of fate), and (2) to alter fatalistic 
attitudes. 
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E. DISSEMINATION AND UTILIZATION OF RESULTS 

1. Efforts to Disseminate Results In the Host Country 

The specific contractual objective (#4) uf providing the host
 

country with a "continuous feedback of information for the training
 

of field personnel, community leaders, and volunteers..." involved
 

(a) the 	processing and feedback to the host 
country of the considerable
 

survey data described on pages 6-7 of the two-year report, (b) the
 

descripti.,e and comparative reports of 173 pages, 44 pages (Addendum B),
 

and 24 pages (Addendum C), (c) the visits of U.S. personnel to Costa
 

Rica (214 days) and the visits by Dr. Alfaro and Mr. Gonzalez (47 days)

to observe various action programs and clinic record keeping in Winston-


Salem, and (d) materials and consultations for the training of 23
 

interviewers, 13 community-action educators, and 5 persons for the
 

non-medical units in Costa Rica.
 

2. 	Use of Findings in the Host Country
 

That the survey data and reports thereof prepared by the Contractor
 

were 
deemed useful by the host country is evidenced by (a) the circulation
 

among field workers of the resumes (in Spanish) of the earliest feedback
 

information (see Addendum G, in English), (I, the translation to Spanish
 

and publication: (1) of a 173-page report in three parts (see Addendum H
 

for Part 	1; Parts II and III will be available in November), (2) of a
 

44-page 	report on "Recommendations" (Addendum C), and (3) of some survey
 

and action-program data in various mimeographed reports issued by CESPO.
 

3. 	Other Uses of or Requests for Findings
 

Requests for information, methods, results, and reports have been
 

received from personnel at the Universities of. Alabama, California
 

(Berkeley), Columbia, Cornell, Florida, Michigan, Princeton and Tulane;
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from the 	Latin American Bureau, the Population Center of the University
 

of North Carolina, the Ford Foundation, and NICHD; from Guatamala,
 

Indonesia, the Alaska Native Health Service, and the Philippines; from
 

the Community and Family Study Center of the University of Chicago, the
 

International Research Institute, the Office of Economic Opportunity,
 

Planned 	Parenthood of New York, and Planned Parenthood World Population.
 

Some of these requests, as well as others from individuals, are
 

undoubtedly routine and we have no way of assessing the use made of the
 

materials sent. Dr. Harrison Gough of the University of California
 

(Berkeley) has been particularly interested in the psychological measures
 

developed, 
as has Dr. Klein, Director of the Division of Human Development
 

in Guatamala, for whom Dr. Cochrane provided a consultation visit in
 

Guatamala.
 

4. 	Involvement of LDC Personnel
 

During the first three months of the contract arrangements were made
 

to locate the project within the organizational structure of Centro de
 

Estudio Sociales y de Poblaci~n (CESPO) which is part of the University
 

of Cosca Rica. This decision was made jointly by personnel from AID/San
 

Jose, the University of Costa Rica, the Costa Rica Demographic Association
 

and the Bowman Gray team. The project was given the designation, HUR/CESPO
 

(Health Utilization Research/CESPO). With the recommendation of Drs. Huyck,
 

Morgan, and Alfaro, Mr. Daniel Gonzalez was selected as the full-time
 

Costa Rican Field Director of HUR/CESPO. Dr. Oscar Alfaro was designated
 

as the Costa Rican Medical Coordinator.
 

Drs. Cochrane and Haney of the U.S. worked together with their Costa
 

Rican counterparts (Dr. Gonzalo Adis, Dr. Eugenio Fonseca, and Dr. Ferdinand
 

Rath who had participated in the CELADE fertility study) in revising the
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U.S. research instruments for applicability to Costa Rica. Additional
 

items were included at 
the request of Costa Rican social scientists
 

(prima ily Drs. Adis, Fonseca, and Rath), to replicate existing research,
 

and to investigate some closely related variables which they indicated
 

had been neglected in other related research. Additional items for the
 

field instrument were also suggested by Dr. Earl Huyck, Population
 

Officer of AID/San Jose.
 

Key personnel at the University of Costa Rica and CESPO involved
 

directly or indirectly in the HUR project include: Mr. Daniel Gonzalez,
 

Project Director of HIUR/CESPO, Dr. Rodrigo Gutierrez (M.D.), Dean of
 

the Medical School; Lic. Ricardo Jimenez, current Executive Director of
 

CESPO; Dr. Oscar Alfaro (M.D.), Medical Coordinator for the HUR/CESPO
 

project and former Director of CESPO, and now Director of the Population
 

Office at the Ministry of Health; Dr. Amador, former Director of CESPO;
 

Lic. Eugenio.Fonseca, Sociologist; Dr. Gonzalo Adis, Psychologist; Dr.
 

Ferdinand Rath, United Nations 
-- Latin American Demographic Center. Mr.
 

Gonzalez' staff included Miss Ilse Ascosta, Psychologist Advisor and Field
 

Supervisor for the community action programs; a fluctuating number of
 

interviewers, community educators, and various secretarial and clerical
 

personnel.
 

A number of other Costa Rican professional persons and agencies whose
 

activities are interrelated with the HUR/CESPO project and with the overall
 

results of increased utilization of family planning services were referred
 

to in the two-year report. The "Administrative Section" of that report
 

also described in more detail the involvement of LDC personnel.
 

The contract stipulation that there was to be no extended duty of U.S.
 

personnel in Costa Rica furthered the reliance on Costa Rican personnel.
 

I 
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This factor slowed project progress initially, but in the long run has
 

had many beneficial results as evidenced by the continuation of most of
 

the action-evaluation aspects of the project by Costa Rican personnel
 

with other funding after the termination of the subcontract.
 

Report and Addenda Prepared By:
 

Carl M. Cochrane, Ph.D.
 

C. Allen Haney, Ph.D.
 
Robert L. Michiclutte, Ph.D.
 
Clark E. Vincent, Ph.D. (Project Director)
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F. STATEMENT OF TIME EFFORT AND EXPENDITURES
 

1. Time Effort
 

Contract AID/csd-2512, as amended, stipulated that a total of 227.0
 

man-months were to be provided during the contract period of three years.
 

The actual total provided by the Contractor was 377.0 man-months, as
 

shown below, which includes the 9.5 man-months during the two-month's
 

extension of July-August, 1972.
 

Contract Stipulation Actual
 
of U.S. Man Months Man Months
 

(Total Contract Period)
 
U.S. Personnel 

Professional 59.2 75.0 
Technical 108.4 152.0 
Secretarial 26.2 109.0 

U.S. Total 193.8 336.0 
CostE Rican Personnel 

Professional 33.2 41.0 
Total 227.0 377.0 

2. Research Assistants 
 Research Assistants' Salaries
 
(Contract stipulated that only (Total Contract Period)
 
50% of costs for Research
 
Assistants on the project could AID Funds Non-AID Sources Total
 
be paid from AID funds) $30,536 $41,280 $71,816
 

3. Computer Time 
 Computer Time Expenditures
 
(Contract stipulated that only (Total Contract Period)
 
50% of costs for computer time
 
on project could be paid from AID Funds. Non-AID Sources 
 Total
 
AID funds) $11,558 $12,424 $23,982
 

4. Supplies 
 Supplies Expenditures
 
(Contract stipulated only 50% (Total Contract Period)
 
of AID funds could be paid fo.:i
 
supplies) AID Funds Total
Non-AID Sources 


$6,910 $11,124 $18,034
 

5. Secretarial 
 Secretarial Salaries
 
(Contract stipulated for the third Year (Third Year Only)
 
only that 50% of secretarial/
 
clerical costs could be paid from AID Funds Non-AID Sources Total
 
AID funds) $16,486* $16,065 $32,551
 
*Includes $3,736 of clerical help
 

at Costa Rica FP Clinics
 

6. Expenditures Report
 

The following six pages of expenditures reports, by line item for U.S.
 

and Costa Rica, cover the period of three years and two months (7/1/69

9/31/72) of Contract'AID/csd-2512, as amended.
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Contract AID/csd-2512 


Line Item 


Salaries and Wages 


Fringe Benefits 


Overhead 


Travel and Per Diem 


Equipment & Space Rental 


Supplies 

Other Direct Costs 


(Including IBM)
 

Totals 


Actual 

Expenditures 

p2-Yr. Report) 

7/1/69-6/30/72 


$128,036 


7,793 


38,228' 


18,515 


7,036 


5,200 

6,831 


$211,639 


Behavioral Sciences Center
 
Bowman Gray School of Medicine
 
Wake Forest University
 

CUMULATIVE 
LINE-ITE1M SUNMARY OF 

THREE-YEAR + TWO MONTH'S EXPENDITURES 

7/1/69-8/31/72 

Total
 
Actual 

Expenditures 
July/August 

1972 
Total 
Contract 

Award for 
Estimated Final 

(3rd Year) Extension Expenditures Costs Balance* 
7/1/71-6/30/72 Expenditures 7/1/69-8/31/72 Amendment No.4 8/31/72 

$ 75,975 $ 9,357 $213,368 $207,721 $(-5,647) 

10,956 970 19,719 21,176 1,457 

30,997 4,647 73,872 73,775 ( 97) 

4,844 166 23,525 25,205 1,680 

1,361 - 8,397 9,862 1,465 

1,710 - 6,910 8,604 1,694 

7,124 45 14,000 13,960 C- 40) 

$132,967 $ 15,185 $359,791 $360,303 $ 512* 

*Oct/Nov trip to AID/W for Review Meeting 
4 round trip air tickets @ $56 = $224 
Ground Transportation/Meals @ $10 40 

Final Balance $ 248 

" Clark E. Vincent, Ph.D.
 
Project Director 
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Behavioral Sciences Center
 
Contract 
 Bowman Gray School of Medicine
 
AID/csd-2512 
 Wake Forest University
 

CUMULATIVE
 
REPORT
 

ACTUAL EXPENDITURES
 
(BY LINE ITEMS FOR U.S.A.)
 

July 1, 1969-August 31, 1972
 

Total
 
Man % Time Grant
 

SALARIES AND WAGES 
 Months On Project* Amount
 
Professional Personnel
 

Vincent, G.E., Ph.D. (Project Director) 15.4 40% $ -

Cochrane, C.M., Ph.D. (Psychologi3t) 12.0 
 30% 20,145
 
EV n , D.K,, PhD. (Field Coordinator) 11.8 30% 16,196
 
Gobble, F.L., M.D. (Medical Coordinator) 4.8 
 15% 6,100
 
Haney, C.A., Ph.D. (Sociologist) 
 18.6 50% 23,420
 
Michielutte, R.L., Ph.D. (Sociologist) 12.4 
 50% 10,058
 

75
 
Technical. Personnel
 

Research Assistants
 
Carter, M. (26 1/2 Months) 
 100% 5,996
 
Casey, D. (9 Months) 
 100% 1,443
 
Earl, H. (13 Months) 
 100% 2,552
 
Hartley, S. (14 Months) 
 100% 3,247
 
Foulds, S. (1 Month) 
 100% 353
 
Moore, L. (2 Months) 100% 554
 
Nicholson, J. (20 Months) 
 100% 3,388
 
Van Komen, S. (31 Months) 
 100% 5,533
 
Skamarak, C. (10 1/2 Months) 
 100% 2,763
 
Strickland, C. (7 Months) 
 100% 1,132
 
Wiist, S. (18 Months) 100% 
 3,575
 

Secretarial/Translator/Typist
 
Cc,lville, S. (11 Months) 
 100% 2,798
 
Crawford, L. (16 Months) 
 100% 3,800
 
Mauldin, J. (10 Montns) 
 100% 1,883
 
Rapela, C. (2 Months) 
 as needed 152
 
Salas, L. (5 weeks) 
 100% 425
 
Seawell, P. (26 Months) 
 100% 6,138
 
White, J. (4 Months) 100% 
 846
 
White, M. (26 Months) 
 100% 9,093
 
Wilcox, A. (2 Months) 100% 41
 
Villalon, T.(l Months) 100% 
 3,458
 

Total Salaries & Wages $135,479
 

FRINGE BENEFITS 10,644

TRAVEL AND -PER DIEM 14,432
 
EQUIPMENT AND SPACE RENTAL, 
 1,820
 
SUPPLIES 
 1,012
 
OTHER DIRECT COSTS
 

IBM 
 11,558
 
Telephone 
 1,361


OVEPHEAD 73,872 
Total Expenditures USA $250,178 

*Although the research assistants and secretarial personnel 
(3rd year only) were 100% on the family planning research 
for the period of times indicated, the per cent of their K ( 
total salaries were never more than 50% paid from the -. 
AID/csd grant, as per contract. Clark E. Vincent, Ph.D.
 

Project Director
 



Behavioral Sciences Center
 
Contract 
 Bowman Gray School of Medicine
 
AID/csd-2512 
 Wake Forest University
 

THIRD YEAR
 

REPORT
 
ACTUAL EXPENDITURES
 

(BY LINE ITEMS FOR U.S.A.)
 
July 1, 1971.-June 30, 1972
 

Man % Time
 
SALARIES AND WAGES 
 Months On Project* Amount
 
Professional Personnel 

Vincent, C.E., Ph.D. (Project Director) 4.8 40% -
Cochrane, C.M., Ph.D. (Psychologist) 4.0 25% 6,624.96 
Evans, D.K., Ph.D. (Field Coordinator) 2.2 15% 3,000.03 
Haney, C.A., Ph.D. (Sociologist) 7.0 60% 8,199.96 
Michielutte, R.L., Ph.D. (Sociologist) 6.0 60% 7,729.18 

Technical Personnel
 
Research Assistants
 

Carter, M. (12 Months) 
 100% 2,339.58
 
Earl, H. (1 Month) 100% 
 152.33
 
Hartley, S. (12 Months) 
 100% 2,360.51
 
Van Komen, S. (11 Months) 
 100% 1,759.78
 
Wiist, S. (8 Months) 100% 
 1,716.90
 
Skamarak, C. (9 Months) 
 100% 2,025.00
 
Foulds, S. (1 Month) 
 100% 353.09
 

Secretarial/Translator/Typist
 
Colville, S. (3 Months) 100% 
 516.93
 
Crawford, L. (12 Months) 
 100% 2,880.00
 
Mauldin, J. (10 Months) 100% 
 1,883.07
 
Rapela, C. (6 Months) as needed 152.00
 
Seawell, P.( 2 Months) 100% 
 2,363.37
 
White, M. (12 Months) 
 100% 2,799.96 

Total Salaries & Wages $ 46,906.65 

FRINGE BENEFITS 
 4,241.80
 
TRAVEL AND PER DIEM 
 2,433.82
 
SUPPLIES 
 62.62
 
OTHER DIRECT COSTS 

IBM 
 6,000.00
 
Telephone 
 645.16
 

OVERHEAD 
 30,997.17 
Total Expenditures USA $ 91,287.22 

*Although the research assistants and secretarial personnel were
 
100% on the family planning research for the period of times
 
indicated, the per cent of their total salaries were never
 
more than 50% paid from the AID/csd grant, as per contract.
 

-'-Clark Ei.Vincent, Ph.D. 
Project Director
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Behavioral Sciences Center
 
Contract 9., 
 Bowman Gray School of Medicine
 
AID/csd-2512 
 Wake Forest University
 

EXTENSION PERIOD
 

U.S.A.
 
ACTUAL EXPENDITURES
 

July and August, 1972
 

Man % Time
 
SALARIES AND WAGES 
 Months On Project Amount
 
Professional Personnel
 

Vincent, Clark E., Ph.D. (Project Director) 1.0 50% $ -

Cochrane, C.M.,:Ph.D. (Psychologist) 2.0 100% 1,395.00
 
Haney, C.A., Ph.D. (Sociologist) 2.0 
 100% 1,800.00
 
Michielutte, R.L., Ph.D. (Sociologist) 1.6 75% 2,328.33
 

Technical Personnel
 

Research Assistants
 
Carter, M. (1 1/2 Months) 100% 645.12
 
Skamarak, C. (1 1/2 Months) 
 100% 738.04
 

Secretarial/Translator/Typist
 
Seawell, P. (2 Months) 
 100% 1,100.00
 
White, M. (2 Months) 100% 
 1,350.00
 

Total Salaries & Wages $ 9,356.49
 

FRINGE BENEFITS 
 970.00
 
TRAVEL & PER DIEM 
 166.42
 
OTIIER DIRECT COSTS 

Telephone 
 45.30
 
OVEUEAD 4 647.00 

Total Expenditures $15,185.21 

Clark E. Vincent, Ph.D.
 
Project Director
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Contract Behavioral Sciences Center 
Cotrctd- 2 Bowman Gray School of Medicine 
AID/csd-2512 Wake Forest University 

CUMULATIVE 
REPORT 

ACTUAL EXPENDITURES 
(BY LINE ITEMS FOR COSTA RICA)
 
July 1, 1969-June 30, 1972
 

Total
 
Man Three
 

SALARIES AND WAGES 
 Months Years
 
Professional Personnel
 
Gonzalez-Dobles, D. (HUR Project Director) 
 24.0 $ 20,447
 
Alfaro, Oscar, M.D. (Medical Director) 
 8.0 3,164

Social Scientists 
 9.0 7,614

Field Supervisor 
 41.0 2,960
 
Medical/Nursing 
 651
 
Health Educator Trainee 
 1,988
 

Technical Personnel
 
Community Educators 
 3,916

Secretari al/Translators 
 9,211
 
Interviewers 
 12,471

Clerical Help/Clinics 
 5,467 

Total Salaries & Wages $ 77,889 

FRINGE BENEFITS 
 9,075

TRAVEL AIND PER DIEM 9,093

EQUIPMENT AND SPACE RENTAL 
 6,577

SUPPLIES (Including Family Planning Meetings) 
 5,897
 
OTHER DIRECT COSTS
 

Telephone/Telegrams 
 1 ,081 
Total Expenditures CR $ 109,612 

Clark E. Vincent, Ph.D.
 
Project Director
 

(Page 6 of 7 Pages)
 



Behavioral Sciences Center
 
Contract 
 7 '" Bowman Gray School of Medicine 
AID/csd-2512 
 Wake Forest University
 

THIRD YEAR
 

REPORT
 
ACTUAL EXPENDTTURES
 

(BY LINE ITEMS FOR COSTA RICA)
 
July 1, 1971-June 30, 1972
 

Man
 
Hours Amount


SALARIES AND WAGES
 
Professional Personnel
 

Gclizales-Dobles, D. (HUR Project Director) 
 12.0 $ 6,360.72
 
Alfaro, Oscar, M.0. (Medical Director) 2.0 1,676.76
 
Social Scientist 
 6.0 2,815.72
 
Field Supervisor 
 2,960.15
 
Medical/Nursing 
 9.44
 

Technical Personnel
 
Community Educators 
 6,372.30
 
Secretarial 
 2,175.32
 
Translators 
 2,961.28
 
Clerical Help/Clinics 
 3,736.43
 

Total Salaries & Wages $29,068.12
 

FRINGE BENEFITS 
 6,714.30
 
TRAVEL AND PER DIEM 
 2,410.33

EQUIPMENT AND SPACE RENTAL 1,360.58
 
SUPPLIES (Including Family Planning Meetings) 
 1,646.98
 
OTHER DIRECT COSTS
 

Telephone/Telegrams 
 478.42
 
Total Expenditures CR $41,678.73
 

Clark E. Vincent, Ph.D.
 
Project Director
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CODE INTERVIEWER DATE AREA QUESTIONNAIRE
No. No. 

REVISED FIELD INSTRUMENT 

Developed Under
 

Contract AID/csd-2512
 
"Research in Utilization of Family Planning Services"
 

with the
 

BEHAVIORAL SCIENCES CENTER
 
BOWMAN GRAY SCHOOL OF MEDICINE
 

WAKE FOREST UNIVERSITY
 

and a Subcontract with
 

HUR/CESPO
 

UNIVERSITY OF COSTA RICA
 



SAMPLE SELECTION ITEMS *5. 	 a. How long have you lived in this community? 
A. 	 (1) Do you know of any clinic or facility where family 0 [ Less than 1 year 

planning services are provided for the public? 1 [ One year 
1 [ ] Yes 2 [ Two years 
2 [ ] No 3 [ Three years 

(2) 	 If yes, what is the name of this clinic or facility? 4 [ Four years
5 [ Five-Ten years 

6 [ Eleven-Fifteen years 

B. Have you ever gone to such a clinic or facility for 	 7 [ Sixteen or more (Not all my life) 
a consultation? If yes, ask question C. 	 8 All my life 

1 [ 	 ] Yes b. How long have you lived at this address?
2 [ 	 ] No 0 [ 	 ] Lessthan 1 year

C. Have you ever made use of any of the family 	 1 [ ] One year
planning services of this clinic? If yes, ask 2 [ Two years
 
question D. 3 [ Two years
 

1 []Yes Yes3 [ 	] Three years4 [ 	 ]Four years 

2 [ 	 ] No 5 [ 	 ] Five-Ten years
3 [ ] Has Never Gone 	 6 [ I Eleven-Fifteen years 

D. Are you using the services of this clinic now? 	 7 [ I Sixteen or more (Not all my life) 
1 [ 1 Yes 8 [ ] All mylife 
2 [ ] No *6. How many people are permanently living with you 
3 [ ] Has Never Gone in this household? 

ON THE BASIS OF THE ABOVE QUESTIONS, CLASSIFY STATUS 	 Number of People 
(QUESTION 1 BELOW) 	 *7. How many of your own children are living with 

1. Activity Status 	 you in this household? 
1 [ 1 Active Number of Children 
2 { ] Dropout *8. What isyour present marital status? 
3 [ 1 Been to Clinic, but never used 1 [ 1 Single 
4 [ ] Never been to Clinic - aware 2 [ ] Unmarried (living together) 
5 [ ] Never been to Clinic - unaware 3 [ ] Married (church) 

*2. Clinic Area 4 [ ] Married (civil) 
Codes to be determined 5 [ ] Widowed 

GENERAL INFORMATION 6 [ ] Separated 
*3. a. In what year and month were you born? 7 Divorced 

*9. How many times have you gotten married or start-
Year 	 ed living together? 

Month 	 Number of times 
b. 	 How old are you? (Check against (a) after com- *10. How old were you when you first got married or 

pleting interview) started living together?
 
... Years ................................. Years
 

c. 	 Age Group - Based on (b) *11. a. How long did your first union last?
 
00 -- no first union
1 [ ] 15-19 


2 [ 1 20-24 .Years.................................
 
3 1 ] 25-29 b. How long did your second union last?
 
4 [ 1 30-34 00-- no second union 
5 [ 1 35-39 
6 [ 1 40-44 Years 
7 [ ] 45-49 *12. a. Do you consider it difficult for a woman that has 
8 1 50+ had children before marriage to marry? 

*4. Where were you born? 0 [ ] Don't know 
1 [ 	 1 Yes
1 Yes

1[] This country 

2 [ 1 Another country ........................................
 
(Area codes to be determined) b. If yos, how many children?
 

Number of children 



c. 	 If yes or no, why? *22. Medical Doctor not personally known to you 

1 2 3 4 5 

*23. 	 Nurse personally known to you 
1 2 3 	 4 5 

*24. 	 Nurse not personally known to you 

1 2 3 	 4 5 

13. 	 a. If you could be a wife or mother, but not the two *25. Midwife personally known to you 
things at the same time, which one would you 
choose? 1 2 3 4 5 

1 [ ] Wife '26. Midwife not personally known to you 

211 Mother 1 2 3 4 5 
b. Why? 	 *27. Priest, Minister, Holy man personally known to you 

1 2 3 	 4 5 

*28. 	 Priest, Minister, Holy man not personally known 

to you 

1 2 3 	 4 5 

*29. 	 Your relativesCOMMUNICATION 
1 2 3 4 5(Interviewer: Please hand Card No. 1 to respondent. Determine 

if respondent can read card and check the following.) *30. Your close friends 

*14 	 Reading ability 1 2 3 4 5 

1 [ ] Can read *31. Your neighbors 

2[1 Cannot read 1 2 3 4 5 

If respondent cannot read, go over answers with her until she *32 Other (specify) 
understands them. Then ask: 

1 2 3 4 5 
If you heard some information related to family planning, how 

would you consider the reliability of the following sources of HISTORY OF PREGNANCIES 
information? 
(Which response on the card best fits each source of 	 33. a. Please tell me the names of each of your children 
information?) 	 presently living. Begin with the oldest. 

Record on Pregnancy Sheet Provided 
Card No. 1 

1 - Completely reliable b. Now tell me how old is each one. 
2 - Reliable with only small doubt Record on Pregnancy Sheet Provided 
3 - About 50% reliable 
4 - Serious doubts abcout reliability C. What are their dates of birth? 
5 - Completely unreliable 

*15. Television* 15.Televsion........................................ Record on Pregnancy Sheet Provided 

1 2 3 4 5 d. Write the sex of each one of them. 

*16. Newspapers Record on Pregnancy Sheet Provided 

1 2 3 4 5 34. a. Have you had other children who have diec.? 

*17. Radio 1 [ ] Yes 

1 2 3 4 5 2 [ No 
........................................ 

*18. Magazines, Pamphlets, Bulletins b. If yes, tell me their dates of birth, their sex, and 

1 2 3 4 5 the years in which they died. 

*19. School Teacher personally known to you Record on Pregnancy Sheet Provided 

*20. 
1 2 3 4 5 

School Teacher not personally known to you 

35. a. Many women have pregnancies that end with a 
miscarriage, abortion, or a stillbirth. Have ',ou 
ever had a miscarriage, abortion or stillborn? 

*21. 
1 2 3 4 5 

Medical Doctor personally known to you 
1
2 

[1
[ ] 

Yes
No 

........................................ 
1 2 3 4 5 



b. 	 If yes, between which children did this occur? 
What year did this happen? (Try to determine if 
each miscarriage-abortion was induced or 
spontaneous 

Record on Pregnancy Sheet Provided 

Now go over the pregnancy sheet. Ask for any information 
that may be missing. Check again with the respondent to see if 
she has forgotten any pregnancies. If there is an interval of two 
or more years between two births or miscarriages, ask her and 
write. 

Why so much time between your and your 
pregnancy? 

Then ask: 

36. a. Are you pregnant now? 

1 [ ] Yes 

2 [ No 
---------.----------------------------

b. If yes, ask her: When do you expect the baby? 
Record on Pregnancy Sheet Columns 4-5 

SUMMARY 	OF PREGNANCY HISTORY 

INTERVIEWER: Please skip this section and go to question 
number 41. 
37. 	 a. Number of Total Conceptions 

Number 

b. 	 Number of Total Live Births 

Number 

c. 	 Number of Stillbirths 

Number 

d. 	 Number of Miscarriages 

Number 	 
e. 	 Number of Abortions 

Number -_ 

f. 	 Number of Live Births Now Dead 

Number 

g. 	 Number of Live Births Surviving After One Year 

Number 

38. 	 Age at First Six Conceptions 
00 -- No conception this number 
01 -- Can't determine 

First 

Second
 

Third 
Fourth 
Fifth 
Sixth 

39. 	 Age at First Four Abortions/Miscarriages
 
00 -- No abortion this number
 
01 Can't determine
 

First 

Second 

Third
 
Fourth
 

40. 	 Respondents pattern of child-spacing,
 
First Six Children
 

1-- 12 months or less
 
1-- 13-18 months

2 -- 19-24 months 

3-- 25-31 months
 
4 - 32-36 month:
 
5-- 37-42 months 
6 -- 43-48 months 
7 -- more than 48 months 
8-- no child this number 
9 -- can't determine this number 

1-2 

2-3
 
3-4
 
4-5
 
5-6
 

FAMILY 	ASPECTS 

*41. What do you think is the ideal number of child
ren for a family like yours? 

Number of Children 

*42. 	 How many children would there have to be in a
family before you consider it large? 

Number of Children 

*43. 	 How many children would there have to be in a 

family before you consider it small? 

Number of Children 

*44. 	 If you could start all over again, would you like to 
have children? (If answer is NO, mark 00 for 
number of children) 
If answer is Yes, how many children would you 
like to have? 

Number of Children 

*45 	 How many years of school would you like your 
sons to get? 

Code to be Determinpd 

*46. How many years of school would you like your
daughters to get?

Code to be Determined 

*47. 	 What kind of job would you like your sons to do 
when they grow up? 

Code to be Determined 



3 

PREGNANCY HISTORY
 

PREG-
NANCY 
NUMBER 

33. LIVE BIRTHS 34. LIVE 
BIRTHS NOW 
DEAD 

35. NOT ALIVE 

NO. CODE NAME AGE 
BIRTH DATE SEX DATE OF 

DEATH 
STILL-
BORN 

MISCAR-
RIAGE 

ABOR-
TION 

YEAR 
OCCURRED 

MO. YEAR M F MO. YEAR 

1 2 3 4 5 6 7 8 9 10 11 12 13 
1 

5 

6 

12
7 

8
 

14
9 

10 

11 

12 

13 

14 

15 

16 

T
 



*48. a. Who do you think should make the decision about b. From whom did you learn that women could use 
the number of children a couple should have? "something?" 

1 [ ] The husband (If 52a doesn't know, circle code 9) 
2 [ ] The wife 0 After I got pregnant 
3 [ ] Both 1 My friends 
4 Other 2 My mother 

b. Reason for answer 34 [f My husband 
The teacher 

5 Relatives 
6 The doctor 
7 The publications 
8 Other 

*49. Do you ever talk with your partner about the 9 Doesn't know 
number of children a couple should have. *53. How old were you when you first had sex 

1 [ ] Never relations? 

2 [ ] Hardly ever Age 
3 
4 

[ 
[ 

] 
] 

Now and then 
Very often 

*54. How long can you go without sex and still feel 
good? 

*50. a. How old were you when you learned how a Number of days 
woman gets pregnant? 
00 --Doesn't know 

*55. How long an your husband go without sex and 
still feel good? 

Age Number of days 

b. From whom did you learn it? 
(If 50a isdoesn't know, circle code 9) 

Now I am going to ask you some things about human 
reproduction. 

0 
1 

[ 
[ 

] 
] 

When I got pregnant 
My friends 

When the respondent has an erroneous knowledge, 
circle ..... 1 

2 [ ] My mother When the respondent has a fair knowledge, 
3 [ ] My husband circle ..... 2 
4 [ ] The teacher When the respondent has a good knowledge, 
5 [ ] Relatives circle ..... 3 
6 [ ] The doctor *56. How do you think a woman gets pregnant? 
7 
89 

[
[ ]] 

The publications
OtherDoesn't know *57. 

1 2 3 

What isthe function of the testicles? 

51. What do you enjoy and not enjoy about 
pregnancy? *58. 

1 2 3 
What isthe function of the ovaries? 

1 2 3 

*59. What is the spermatozoid? 

1 2 3 

*60. What isthe function of the spermatozoid? 

1 2 3 
*61. What is the feminine ovum? 

1 2 3 
*62. What isthe function of the feminine ova? 

1 2 3 
*63. Where and how is the child formed? 

1 2 3 
'52 a. How old were you when you learned that women Now I would like to ask you about some of the methods people 

could use "something" to avoid getting pregnant? are using to plan the size of the families. (Hand Card Number 2 
00 -- Doesn't know to the respondent and ask her which methods mentioned on the 

Age 
........................................ 

card does she know. If the respondent cannot read, go over each 
method with her.) 



- - - - - - - - - - - - - - - - - - - -

ASK HER: 	 IF NO, GO DIRECTLY TO QUESTION 80. SKIP THE 
OTHER 	QUESTIONS. AFTER THE INTERVIEW IS 

*64. a. 	 Have you heard of the method; have you used it? COMPLETED, RETURN TO QUESTIONS 70-79 AND 

Record on Contraceptive Knowledge Sheet 	 MARK NOT APPLICABLE 
IF THE ANSW ER TO QUESTION 69 WAS YES GO ON........................................-

WITH THE FOLLOWING QUESTIONS:

b. 	 If she has used the method, ask: 

How old were you when you first used it?
 
00 -- Never used it *70. Which clinic is it that you know of?
 

0 -- Not applicableRecord on Contraceptive Knowledge Sheet 
........................................ Codes to be determined 

c. 	 If she has used the method, ask: *71. When did you first hear about it?
 
Do you like this method? 0 -- Not applicable
 

Record on Contraceptive Knowledge Sheet 	 Codes to be determined 
d. 	 How does it work? *72. From whom did you hear about it? 

Record on Contraceptive Knowledge Sheet 	 0 [ Not applicable 
*65. a. 	 If a couple is going to use contraceptives in general, 1 [ Doctor 

who do you think should use the contraceptive, the 2 [ Nurse 
man or the woman? 3 [ Social Worker 

1 [ ] The man 4 [ Friend 
2 [ ] The woman 5 [ Minister/Priest 
3 [ ] Either or both 6 [ Relatives 

-.-..-----------------------------------	 7 [ Printed Material 
b. 	 Why? 8 [ Other 

*73. a. 	 Have you told your relatives and friends about 
these services? 
(If answer isno, mark 00 for number). 

*66. 	 In your case, who uses it? Number 

1 [ I I b. If answer is yes, ASK: How many persons have you 
2 [ ] My partner told? and mark this number. 
3 [ ] Both 99-- Not applicable 
4 [ ] Neither *74. If answer to previous questions was yes, ASK: Are 

*67. Where do you get your contraceptives? you responsible for any of them going to the 
clinic? If answer was no, mark: "did not tell 

1 [ I In the Sanitary Unit anybody." 
2 [ ] In the drugstore 

(without medical prescription) 0 [ ] Not applicable 
3 [ I From private doctor 1 [ ] Yes 
4 [ ] Other 2 [ ] No 

5 [ ] Other 3 [ I Doesn't know 

*68. Whom would you be most comfortable with in 4 [ I Did not tell anybody 

talking about family planning and contraceptive 75. a. Have you ever gone for a consultation at the 
methods? family planning clinic? 

(IF THEY ANSWER NO, SKIP TO 80)
0 [ No one 
1 [ 1 Doctor 0 [ 1 Not applicable 

2 [ 1 	Nurse 1 [ I Yes
 

Social Worker 2 [ No
3[] 
4 ] 	 Friend 

b. 	 How long ago did you first go?
5 Minister/Priest 

0 Not applicable6 [ I Relatives 
1 Less than 6 months7[] Other 
2 6-12 months 

Now I would like to get back to some questions about family 3 13-24 months 
planning clinics and services. 4 25-36 months 

*69. Do you know of a clinic where family planning 5 37-48 months 
services are proviced? 6 Over 4 years 

1 [ ] Yes ................................... 

2 [ ] No 



CONTRACEPTIVE KNOWLEDGE SHEET 

64. 
Contraceptive 
Method 

Has never 
Has heard 

A 
heard of ..... 
of . ....... 

... 
. 

1 
2 

B 
At what age 
used it 

C 
Never used ..... 
Likes . ....... 

... 
. 

0 
1 

D 
Knows well . 
Knows some 

. 
. 

. 

. 
.1 
. 2 

Has used .. ......... .3 00 -- Never heard Indifferent ..... ... 2 Doesn't know . . . 3 
Is currently using ........ . 4 01 -- Never used Doesn't like ....... 3 (Includes never heard of- it) 

Rhythm 1 2 3 4 0 1 2 3 1 2 3 

Douche 1 2 3 4 0 1 2 3 1 2 3 

Sterilization 1 2 3 4 0 1 2 3 1 2 3 

Pills 1 2 3 4 0 1 2 3 1 2 3 

Withdrawal 1 2 3 4 0 1 2 3 1 2 3 

Diaphragm 1 2 3 4 0 1 2 3 1 2 3 

IUD 1 2 3 4 0 1 2 3 1 2 3 

Jelly 1 2 3 4 0 1 2 3 1 2 3 

Suppositories 1 2 3 4 0 1 2 3 1 2 3 

Abortion 1 2 3 4 0 1 2 3 1 2 3 

Condom 1 2 3 4 0 1 2 3 1 2 3 

Abstinence 1 2 3 4 0 1 2 3 1 2 3 



c. Why did you go? c. If yes, why did you choose this method? 

76. a. What family planning method did you choose? 78. a. Are you using the services of the family planning 

00 Not applicable clinic now? 

01 Rhythm 0 [ ] Not applicable 

02 Douche 1 [ ] Yes 

03 Sterilization 2 [ ] No 

04 
05 

[ ] Pills 
Withdrawal b. - - - - - - - - - - - - - - - - - - -If no, why did you drop it? 

06 Diaphragm 
07 IUD 
08 Jelly 
09 Suppositories 
10 Abortion 
11 
121 

Condom 
LIAbstinence[ Other 79. Now I will read you some things that might be wrong with the family planning services. Please tell 

14 Did not choose method me if you agree with these complaints. 
b. Are you still using the method? 0 - Not applicable 

0 
1 

[ ] 
[1 

Not applicable 
Yes 

1 -
2-

Yes 
No 

2 [ ] No a. The doctor is not punctual 

c. 
3 [ I Did not choose method 

If no, why?.... ._.._.... .... .. ... ... b. 
0 1 2 

There is not enough privacy between the doctor 
and patient. 

0 1 2 

c. There is not enough instruction on contraceptive 
methods. 

77. a. Are you now using another method? 

0 [ ] Not applicable 

d. 
0 1 2 

There is no opportunity to choose and change the 
method. 

1 [ ] Yes 0 1 2 
2 [ ] No 

........................................ e. Family planning consultations should be separate 
b. If yes, what method? from other consultations. 

00 ] Not applicable 0 1 2 
01 [ Rhythm f. The consultation schedule should be changed to 

02 [ Douche more comfortable hours. 
03 ] Sterilization 0 1 2 
04 ] Pills ........................................ 
05 ] Withdrawal If yes, what hours? 
06 ] Diaphragm 0 [ ] Not applicable 
07 ] IUD 1 [ ] Morning 
08 [ Jelly 2 [ ] Afternoon 
09 
1011 

]
[]] 

Suppositories
Abortion
Condom g. 

3 [ ] Evening 

The clinic is too small and uncomfortable. 

12 [ Abstinence 0 1 2 

13 [ Other h. The personnel are not helpful and courteous. 
14 ] Not using another 0 1 2 

........................................ 



i. There is not enough information about the services *81. Marriage 

provided. a. Kind 1 2 3 4 5 6 7 Inconsiderate 

0 1 2 b. Soft 1 2 3 4 5 6 7 Hard 

j. The contraceptives should be sold at the same clinic. c. Dishonest 1 2 3 4 5 6 7 Honest 

k. 

0 1 2 

The clinic location is too far away. 

d. 
e.
f. 

Robust 
Fast
Just 

1 2 
12
1 2 

3 4 
34
3 4 

5 
55 

6 
676 

7 
7 

Thin 
SlowUnjust 

0 1 2 g. Big 1 2 3 4 5 6 7 Small 

1. There is not enough time allowed in case the h. Bad 1 2 3 4 5 6 7 Good 
patients are late. i. Weak 1 2 3 4 5 6 7 Strong 

0 1 2 j. Active 1 2 3 4 5 6 7 Passive 
m. There is nobody to take care of the children while *82. Yourself 

I go to the clinic. 

0 1 2 a. 
b. 

Kind 
Soft 

1 
1 

2 
2 

3 
3 

4 
4 

5 
5 

6 
6 

7 
7 

Inconsiderate 
Hard 

n. Do you have any other suggestions or complaints c. Dishonest 1 2 3 4 5 6 7 Honest 
about the clinic, the doctor, the nurse, or some-
body else there? 

d. 
e. 

Robust 
Fast 

1 

1 

2 

2 

3 

3 

4 

4 

5 

5 

6 

6 

7 

7 

Thin 

Slow 
f. Just 1 2 3 4 5 6 7 Unjust 
g. Big 1 2 3 4 5 6 7 Small 
h. Bad 1 2 3 4 5 6 7 Good 
i. Weak 1 2 3 4 5 6 7 Strong 
j. Active 1 2 3 4 5 6 7 Passive 

*80. At what age would you favor family planning 
*83. 

a. 
Family Planning 

Kind 1 2 3 4 5 6 7 Inconsiderate 

information for your children in school? .b. SoftSoft 11 22 33 44 55 66 77 HardHard 
Age c. Dishonest 1 2 3 4 5 6 7 Honest 

d. Robust 1 2 3 4 5 6 7 Thin 
e. Fast 1 2 3 4 5 6 7 Slow 

INTERVIEWER: THE NEXT SECTION ON SEMANTIC f. Just 1 2 3 4 5 6 7 Unjust 
DIFFERENJCES IS TO BE FILLED OUT BY THE RESPON- g. Big 1 2 3 4 5 6 7 Small 
DENT. IF RESPONDENT CANNOT READ, PLEASE REP: h. Bad 1 2 3 4 5 6 7 Good 
THE INSTRUCTIONS TO HER AND MAKE SURE SHE i. Weak 1 2 3 4 5 6 7 Strong 
UNDERSTANDS WHAT IS TO BE DONE. THEN GO OVER j. Active 1 2 3 4 5 6 7 Passive 
THE LIST OF CONCEPTS AND WORDS WITH HER. 

SEMANTIC DIFFERENCES 

INSTRUCTIONS TO FILL OUT THE SEMANTIC 

*84. 
a. 
b. 

The Church 
Kind 1 2 
Soft 1 2 

3
3 

4
4 

5
5 

6
6 

7
7 

Inconsiderate
Hard 

DIFFERENCES. b. Soft 1 2 3 4 5 6 7 Hard 

In this part of the juestionnaire, you will decide how to 
c. Dishonest 1 2 3 4 5 6 7 Honest 

answer according to the procedure illustrated in the follow
ing example: e. Fast 1 2 3 4 5 6 7 Slow 

f. Just 1 2 3 4 5 6 7 Unjust 
Here you will find two words with opposite meanings. For ex- g. Big 1 2 3 4 5 " 7 Small 
ample, if you mark number 4 in the line, that would indicate h. Bad 1 2 3 4 5 6 7 Good 
that "to eat" is neither "bad" nor "good" for you. If you had i. Weak 1 2 3 4 5 6 7 Strong 
marked number 3, you would be indicating that "to eat" is 
"good," and number 1 would mean "very good." Now to in- .. Active 1 2 3 4 5 6 7 Passive 
dicate that to eat is "very bad," Vou would mark number 7. *85. Husband 
For example: 

Good 1 2345 60 Bad a. Kind 1 2 3 4 5 6 7 Inconsiderate 
b. Soft 1 2 3 4 5 6 7 Hard 

c. Dishonest 1 2 3 4 5 6 7 Honest 
Here are the concepts: Marriage, yourself, family phnning, the d. Robust 1 2 3 4 5 6 7 Thin 
church, husband, men and having babies. rhey are seven con- e. Fast 1 2 3 4 5 6 7 Slow 
cepts that indicate ideas or different persons. Circle number f. Just 1 2 3 4 5 6 7 Unjust 
according to your opinion. . g. BigBig 1

1 
2
2 

3
3 

4
4 

5
5 

6
6 

7
7 

S mall
Small 

h. Bad 1 2 3 4 5 6 7 Good 
i. Weak 1 2 3 4 5 6 7 Strong 
j. Active 1 2 3 4 5 6 7 Passive 



*86. Men *94. Don't like clinic personnel to mind their business. 

a. Kind 1 2 3 4 5 6 7 Inconsiderate Many People You 

b. Soft 1 2 3 4 5 6 7 Hard 1 [ 1 Yes 1[] Yes 

c. Dishonest 1 2 3 4 5 6 7 Honest 2 [ I No 2 []No 

d. Robust 1 2 3 4 5 6 7 Thin *95. Don't like the medical exam. 
e. Fast 12 34 5 67 Slowf. Just 1 2 3 4 5 6 7 Unjust Many People You 

1 [ ] Yes 1 [ ] Yes 
g. Big 1 2 3 4 5 6 7 Small 2[] No 2 [ No 

h. Bad 1 2 3 4 5 6 7 Good 
i. Weak 1 2 3 4 5 6 7 Strong *96. Afraid the doctor will hurt them. 

j. Active 1 2 3 4 5 6 7 Passive Many People You 
"- I Yes 1 [ ] Yes 

*87. Having Babies 2 [ I No 2 [ 1 No 

a. Kind 1 2 3 4 5 6 7 Inconsiderate *97. It is uncomfortable to talk about sex with the 
b. Soft 1 2 3 4 5 6 7 Hard clinic personnel. 

c. Dishonest 1 2 3 4 5 6 7 Honest Many People You 
d. Robust 1 2 3 4 5 6 7 Thin 1[1 Yes 1 [ Yes 

e. Fast 1 2 3 4 5 6 7 Slow 2 [ No 2 [ No 
f. Just 1 2 3 4 5 6 7 Unjust 

g. Big 1 2 3 4 5 6 7 Small *98. Don't think a free clinic is any good. 

h. Bad 1 2 3 4 5 6 7 Good Many People You 

i. Weak 1 2 3 4 5 6 7 Strong 1 []Yes 1 []Yes 

j. Active 1 2 3 4 5 6 7 Passive 2 []No 2 [ No 
*99. Don't like to wait too long to be seen. 

NEGATIVE ASPECTS OF FAMILY PLANNING Many People You 

Some persons don't use the family planning services. I am g -- 1 [ ] Yes 1 [ ] Yes 
ing to mention some of the reasons why they may not want to 2 [ 1 No 2 [ ] No 
use these services. 

100. Afraid their husbands might not like their going to 
Tell me first if you think that many people think that way, and the clinic. 
also tell me if you think that way. Many People You 

*88. Afraid friends and neighbors think she is doing 1M Yes 1PelYes 

something wrong. 2 [ ] Ye 2 [ 1 No 
Many People YouMany Ye You[ Ys101. If the answer to Question 100 is yes for the respon
1 [ Yes 1 Yes dent, find out why her husband doesn't want her to 
2 [ ] No 2 [ ] No go totheclinic. 

*89. Think that to practice family planning is a sin. 

Many People You 
1 [ I Yes 1 [ I Yes 
2 [ No 2 [ 1 No 

*90. Afraid contraceptives will make them sick. 

Many People You *102. a. Would you be interested in having couples or 
1 [ ] Yes 1 [ ] Yes women in your home to discuss family planning? 

2[ No 2 [ No 1[] Yes, couples only 
*91. Afraid contraceptives cause cancer. 2 [ I Yes, women only 

Many People You 3 [ ] Yes, both 

1 [ ] Yes 1 [ ] Yes 

2 [ ] No 2 [ ] No b. 

4 [ ] No 
-  - - - - - -  - - . . . . . . . . . . . . . . . . . . . . . . . . . . . 

Would you be interested in participating in meet

*92. Afraid contraceptives reduce sexual pleasure. ings of this type at other people's homes? 

Many People You 1 [ I Yes 

1 [ ] Yes 1 [ I Yes 2 [ ] No 

2 [ I No 2 [ ] No ........................................ 
c. Do you feel it would be better to have meetings of 

*93. Afraid contraceptives will eliminate sexual desire. this type in people's homes or to have them at the 

Many People You family planning clinics? 

1 [ I Yes 1 [I Yes 1 [ I People's homes 
2 [ ] No 2 [ 1 No 2 [ 1 At theclinics 



Information about the Family b. Unfortunately, an individual's worth often passes

*103. How many brothers and sisters do you have? unrecognized no matter how hard he tries.
 

Number 2 [ ] 
*114. a. Children get into trouble because their parents*104. 	 How many years of school do you have? punish them too much. 

Code to be determined 1 [ I
 
*105. Are you" .. ......................................
b. 	 The trouble with most children nowadays is that 

1 [ ] Housewife their parents are too easy with them. 
2 [ Student 2 [ ] 
3 Pensioned *115. a. Without the right breaks one cannot be an
4 Employed effective leader. 
5 [ ] Other .__ 1 [1

*106. 	 Who is the main wage earner in your home? ........................................
 

1 [ ] The respondent b. Capable people who fail to become leaders have not
 
2 [ ] Husband or Partner taken advantage of their opportunities.
 

3 [ Both the same 2 [ ]
 
4 [ ] Other *116. a. No matter how hard you try some people just
 

*107. 	 Counting all wages, rents, interests, salaries and don't like you. 
things like that, how much is your total monthly 1 [ 1 
income? ---------------------------------------

(If they receive earnings from different sources, b. People who can't get others to like them don't 
help them to calculate the total income.) 	 understand how to get along with others. 

Code to be determined 2 [ ] 
*108 What is your religion? **117. a. 	 Heredity plays the major role in determining one's 

personality.
Code to be determined 1 [1
 

*109. How ofte n d o y ou a tten d relig io nis serv ice s? 
 b. 	 ----------------------------------------It is one's experiences in life which determine 

1 [ 	 ] Never what they're like. 
2 [ ] Once ayear 2[]
 
3 [ ] Several times a year
 
4 [ ] Once a month *118. a. 
 When I make plans, I am almost certain that I can 
5 [ ] 2-3 times a month make them work. 
6 [ ] Once aweek 1 [ ] 
7 [ ] More than once a week ........................................ 

b. 	 It is not always wise to plan too far ahead because*110. 	 (For women with husbands or permanent partners) many things turn out to be a matter of good or badHow many years of school does your partner have? fortune anyhow. 

Code to be determined 2 [ ] 
*111. What kind of work does your husband or partner do? *119. a. Who gets to be the boss often depends on who was 

Code to be determined lucky enough to get in the right place first. 

1 [ 	 ]I-E SCALE 

In this section, I am going to read you sets of two phrases. b. Getting people to do the right things depends upon
Tell me the one you agree with. ability; luck has little or nothing to do with it. 

*112. a. Many of the unhappy things in people's lives are 2 [ I 
due to bad luck 	 *120. a. There are certain people who are just no good. 

1 [1 	 11 

b. 	 People's misfortunes result from the mistakes b. There is some good in everybody.
 
they make.
 

2[] 2[]
*113. 	 *121. a. As tar as world affairs are concerned, most of usa. In the long run people get the respect they deserve 	 are the victims of forces we can neither under

in this world, stand, nor control. 

1 [1 	 1 [
........................................
 

........................................
 



b. 	 By taking an active part in political and social GENERAL INFORMATION 

affairs, the people can control world events. To be filled out by the interviewer 

2 [ ] 	 OBSERVE AND WRITE 

*122. a. Most of the people don't realize the extent to 1. Interviewee's race. 
which their lives are controlled by accidental 1 White 
happenings. 2 [ ] Black 

1 [1]3 [ Indian 

b. 	 There really is no such thing as "luck." 4 [ ] Oriental 
2 [ ] 5 [ Other 

*123. a. One should always be willing to admit mistakes. 2. Type of house 

1 [ 1 1 [ ] Very poor (marginal) 
-----.-----..-.....---.---.-....-..-. . 2 [ ] Poor 

b. 	 It is usually best to cover up one's mistakes. 3 [ ] Modest with comfort 

2[] 4 [ ] Comfortable 
*124. a. It is hard to know whether or not a person really 5 Luxurious 

likes you. 6 [ ] Impossible to classify 

1 [ ] 3. Presence of other persons 
........................................ 1 [ I 	 Husband or partner

b. 	 How many friends you have depends upon how 2 [ I Mother 
nice a person you are. 3 Adult woman 

2[] 4 [ ] Adult man 
*125 a. Many times I feel that I have little influence over 5 [ ] Small children 

the things that happen to me. 6 [ I Nobody 

1 [ 	 ] 4. Duration of the interview 
b. 	 It is impossible for me to believe that chance and Hour(s) 

luck play an important role in my life. 	 Minutes 

2 [ ] 	 5. Cooperation 

IF THE 	RESPONDENT INDICATED NO KNOWLEDGE OF 1 [ I Bad 
FAMILY PLANNING CLINICS, GIVE HER A DETAILED 2 [ ] Fair
 
EXPLANATION OF THE FAMILY PLANNING SERVICES. 3 Good
 
ASK HER IF SHE HAS ANY QUESTIONS AND ANSWER 4
 
HER. 4 [ I Very good
 

Questions (Write the questions asked by the respondent.) 6. Precision of the answers
 
1. 	 1 [ ] Totally reliable
 

2 [ I Partially reliable
 

31] 	 Not reliable2. 

3. 

4. 

*Questions marked with an asterik could also be asked, (with 

some modification) of a male sample. 
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INTRODUCTION
 

A wide variety of information on family planning, contraception, and
 

clinic utilization was presented in the two-year report on the family planning
 

program in Costa Rica. Due to the broad scope of this report, much of the
 

information, while of considerable programmatic importance, has not yet been
 

utilized as a basis for suggesting changes in the family planning program.
 

The purpose of the present report is to reexamine some of the most important
 

information presented in the earlier report in order to develop specific
 

recommendations for improvement of the family planning program. With this
 

goal Jn mind, additional data analyses have been conducted to complement these
 

earlier findings.
 

One of the most important results of this investigation has been to
 

point out and emphasize the areas of knowledge in which there is insufficient
 

information. Therefore, some of our recommendations suggest research that
 

should be undertaken to provide the missing information which can be used to
 

direct future action and implementation.
 

The topics considered in this report include: (1) interest in family
 

planning, (2) contraception, including contraceptive practice and knowledge,
 

(3) means of improving clinic procedures, and (4) credibility of information
 

sources in family planning.
 

INTEREST IN FAMILY PLANNING
 

The initial findings with respect to home meetings as a method of stim

ulating interest in the family planning clinics indicated that approximately
 



- 2Behaioral Scieences Center 

siXty-nine percent of th1e w\.omen were willing to attend home meetins. Alo, 

about siXty-nine percent were willing Lo hostess meetings for couples or
 

women. An analysis by 
various cvnaroj, variables revealed ess;entially the
 

same fildings. 
 Well oveir fifty percent of the women ill every subeCategory
 

e wi].Jing at tend and hios tess the:;e mlieelt [ngs.
were to 

ut.nese resu].ts sgges ed th11:tLme mWe t:[gswould he an important 

means of presenting information about family planning. However, the responses 

to another question which required women to evaluate various methods of
 

convincing couples to practice family planning did 
not reveal the same high 

regard f.or meetings. Only twenty-eight percent of the women indicated that 

they felt having meetings was a good idea, as compared to sixty-seven parcent
 

who responded positively to the suggestion that women be taken to the clinics
 

to hear lectures. This finding essentially indicates that, although women
 

are willing to attend home meetings, not many of them believe the meetings
 

are a particularly effective means of convincing couples 
to practice family
 

planning. 
A more complete analysis of these data is presented in Table 1.
 

Table 1 shows, within categories of selected variables, the percentage 

of women who believe that certain methods of convincing couples to practice 

family planning are effective. The methodj shown are (1) have the couples 

consult with a doctor, (2) have meetings, and (3) have the couples come to 

clinics to hear lectures. Also shown is the proportion of women who don't 

think it is a good idea to convince couples to practice family planning. 

The percentages within categories of the control variables are consistent 

with the results previously mentioned. In all instances, a much larger per

centage of women believe comning to the clinics or consulting with a doctor 

would be 
.t 

a more effective method than having mieeings. is also interesting
 

http:resu].ts
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to note that in general a very small percentage of women feel nothing should 

be done (9.3 percent for the total sain!!e), t is significant, however, 

that the oldest group of women (40-49), those with the least education and 

income, and those with the highest parity, znd those in the 	never-been unaware 

group show the highest percentages who feel no-hing should be done. 

On the basis of these results we would make three recommendations with 

respect to the use of home meetings:
 

1. 	A careful evaluation should be made of the effec-:iveness of
 
home meetings. It may be that the:,.r only value is in 
making most women aware of family planning and clinic 
services, rather than convincing them to practice family 
planning. If this is the case, :he dissemination of infor
mation could be accomplished more cheaply on a br'oader 
scale and as effectively by other means such as the mass
 
media.
 

2. 	It may well be, however, that the meeting play a role in
 
convincing women to make a visit to 
the 	clinic, at which
 
place their decision to actually begin family planning is 
made. If this is the case, the emphasis of the home 
meetings should be placed on elimin;,cing resistance to
visiting a clinic. The suggesrted evaLuation wi].provide
 
infioria tlion on whether or not to 
take thi.s approach.
 

3. 	The data would ,eem to indicate that mcctin.s ;It Lhu
 
clinics would be much more effective. Therecore, it is
 
suggested that more emphasis be placed on clinic activ
ities (e.g., special lectures) a: a mcans oJ. stinnl,ating

interest in family planning and providing information 
designed to facilitate the making of firm decisions about
 
family planning.
 



PERICIENTAGE 0 W1OMEN WIO K..;L;:.IT K S 2 KCI.C
 

SUCGES"IONS 2'U CO'NVINCING COULLS TO XC!:C 

AMIL. PLAXNNIG, CY SILCVlD C',TU> VAAIL"S 

V crv"La 


.. S aMPI±-o ! 

R.a C '..

W,.hit,: 

Nonwhite 

25-29 

30-34' 

35-39 

00-49 


2Lv.'i.y incompil te 
Coi,,pitd± 

High School + 


(,-599 

40,-099¢ 

700-9 9q 


u 


C Inia S14:= 6,

.cziv. 

:r:.".o uZ 

,Ncvur-cn Aware 

Nvar-lwaa Unaware 


.: 


149 3 


1 92 

306 


386 

312 

283 

223 

291 


8'4 

400 

254 


616 


365 

156 


137 

224 


51941 

283 

383 

313 


.. ..
 

45.1 


42.5' 

58.5 

47 . '. 
42.3. 
44.4 

51.6 

45.4 

45.6 
47.0 

46.1 


'2" 

45.2 

43.6 


4..-

62. 5 


.8 

42.S 
55.6 

44.4 

, 


2 ,.G 	 07.2 9..
 

25.a 7.9 9.0
 
S.2 	 64.4 10.5
 

76.9 6. 
6.7 9.9 

23.2 	 63.3 10.1 
27.4 	 65.9 6.7
 
26.5 	 60.5 13. 8
 

27.1 	 10.4 11. 7
 
Y".5 65.5 7.8
 
"1.9 78.7 3.5
 

" .	 62.5 10.2 
25.8 	 67.. 8.5 
2.3 	 73.7 7.7 

74.. 5.1 
32. 	 71.0 11.6 

27.6 	 7.3 5.0 
27.6 	 67.5 11.3 
33.7 	 66.3 8.4
 
22.0 	 61.0 15.3 



(co i UUd) 

c!"fJuCiiLa 
C1lare 

1-
102 

.: 
...435 

__.4-'.7
12.8 7"4. ° i . 5

7.9 

Xiatii11 ,,c j c u 3
341 n as 

39.a 24.3 119.
71.0 

5
8.5 

Nicoya 287 53.0 15.9 61.3 10.1 
Santa Cruz 307 45.% 29.6 58.6 8.5 

Pa i ty 
0-1 2. 4 .2 9 . 3 71. 6 6.5 

4 
5 

/. 
395 
71 

154 

.5 
4. 0 
/-3.5 

7J9 / 
-7. E 

• -

6 
67 .2 
67 .2 
64.3 , 3 

110 .3 
10.3 
10.5 
10.10 .4 

6 
7
8+ 8+ 

134 
1.4 
"..27 

52. 
45.6 
4L4" 7' I-7/ 

70 .9 
70. 2 
60.8 

5.2 
5.3 

12.1 

2- lave c i u ws 

3- Have couplcs coZ,'c 'o clinic .o hc.r lectures 

4- Would riot like to corvince couples 



6 Behavioral Sciences Center 

CONTI ACEPTION 

The initial analysis of reasons for dropping out of the clinics revealed 

that pregnancy (24%), health reasons (10%), and dislike of the contraceptive 

method (10%) were the factors most frequently mentioned by the women. All of 

these reasons essentially refer to some problem with the contraceptive method,
 

.... and--therefore-suggest that- specialattentionshoul- be-devoed-to otraceptive

techniques and the problems encountered by women in using these methods. Since 

over twice as many women indicated that pregnancy was the reason for dropping 

out as compared to any other reason, we would first recommend the following: 

1. A detailed inquiry should be made into the reasons 
for
 
contraceptive failure among so many women. Is it lack 
of initiative on the part of the women, faulty instruction
 
in. the clinics, faulty contraceptives, or some other 
unspecified reason? The answer to this question would
 
point out weak links in the overall family planning
 
program in Costa Rica.
 

Since the major reasons for dropping out of the clinics concern problems
 

with the contraceptives, a more detailed analysis of women who have discontinued
 

use of the two most popular contracbptive techniques, the pill and IUD, has been 

conducted. The results of this analysis are shown in Tables 2 and 3.. 

Pill. The data in Table 2 indicate that approximately sixty-eight percent
 

of the women who discontinued use of the pill quit for reasons directly con

cerned with the contraceptive method. By far the most important reason mentioned
 

is that the wcmen feel this method is harmful to their health. Also important
 

is the fact that slightly over sixteen percent of the women indicated that the
 

pill is too complicated, while less than six percent indicated that contra

ceptive failure was the reason for discontinuing use. 

The same patterns are found within categories of the control variables. 

It is significant, however, that older women (40-49) show the largest percentage 

who believe the pill is harmful to their health. it may be that these women
 

suffer more from the side effects of thebirth control ill. 
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The 	differences by education and income 
are perhaps surprising. As would
 

be expected, a smaller percentage of better educated women 
and 	women of higher
 

income feel this method is too complicated. However, a larger per:centage of 

these women indicated that the pill is harmful to their health. This differ

ential is also reflected in the urban and rural clinics, where generally a 

larger proportion of women in the urban clinics feel the pill is harmful to
 

their health. Apparently, women with relatively higher social status 
are
 

more concerned with the real and imagined side effects of the birth control
 

pill. It is possible that this is due 
to these women being better informed
 

but not truly well enough informed. Reading more, they may have encountered
 

"scare" articles in popular publications about the side effects of 
contra

ceptives.
 

It is also significant to note that the majority of actives who quit
 

using the pill reported they changed methods as opposed to citing a specific
 

reason. 
On the other hand, none of the dropouts changed methods, rather they
 

quit using contraceptives altogether.
 

On the basis of these findings we wculd recommend the following with
 

respect to use of the birth control pill:
 

2. 	A study should be conducted to determine why so many women
 
quit using the pill for reasons of health. How often is
 
this a reaction to the actual side effects of the birth
 
control pill, imagined fears, or some combination of these
 
reasons? This would help to determine what changes should 
be made in the educational program (and possibly mass media 
campaigns), and whether or not a different type of pill
 
should be distributed. Special emphasis should be placed
 
on determining why this problem is particularly prevalent
 
among women with more education and higher income, and
 
among older women.
 

3. 	Even before conducting tl- study suggested in (2), at the
 
clinics, more attention should be devoted to discussion
 
with 
the clients about what the actual contraindications 
for the pill are, what common misconceptions are false, 
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IUD. The data shown in TLalu 3 indicate tiz a' was the case with the 

pill, the major reason reported for disconcinuin., use of the U is concerned 

with health problems. AlMost forty perent Of CL wn who quit usin; the 

IUD indicated chat it was bad for their .a.lt.. in contrast to the findings
 

reported for the pill, howevur, the second mos:" i.purzz reason 
 for discon

tinuing use of the IUD 
 is that the Method filed. Sli-htly les Rhan eight 

percent believe the IUD is more complicatcf. 

Within categories 'of the contrl v- ... s, ussenni ly the same patterns 

as found for the pill can be soen to exist to th most important 

reason for discontinuing use of hu UD. A .L.:, po.. cc lac of woman who 

have a higher level of cducatlo" .:L incoma, Lid to are in tAe Ur. n Clinics 

reported they quit the IUD for renons V: halzh. Age, an thu o:.. ... d, 

shows some deviation from the patna observed for the pill. Woman in the 

oldest and youngest groups show ti !a=eSw L prttentage reporting tha RUD is 

bad for their health. hy clinic scLzus, mosu aceOvs reporoci they changad 

methods (from the IUD to the pill) ra.ier than cizing a reason for cscontinuing 

use of the IUD, while almost forty-four percent of the drop.ous cited health 

reasons. 

Focusing on contraceptive failure, Lsal or p:cen:age of older women, 

those with higher levels of income and education, women in the urban clinics, 

http:cun/i:,.ic
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and women of low parity repoeLUd hey discfiinuud use due to failure of the 

IUD to prevent pr-egnancy. Also, a much larger proo)ortion of dropouts re

ported the meh1od failed. 

On Lh Ii:i lb .:CC rC L WC.w I.A 1:c0MMc1nd the fu,1. Iow nt wiLh 

respect L u:oc ul* Llth I[JI : 

2L.Ludy 
dis uontinuedj use oi toLe IUD ;or Zcz.sons orl":;uu us. -s Lrhis 
a react.Lo*. to the physicl pro; icis (e. . df..oor 
encouuot- :ed in' th use c.f . L 

6. A ;oul.d hc co :c. tucto acLu:,L C why so .any wo-.iin 

,, :,'nc fears, or somecon i,,ation o1 t:;ase rcasoxs.s? Spcial c:mho, s sotuld be 

higher education and income groups. 

7. As with the pill, more ;),cific d:Lscus ion soul;d eI offred 
to better inform the clientu about haluh da ge -swith the 
IUD. 

8. zeferriitobock recomcendLow yL), apparcn iy reroblem 
of conL raccrt Lve failure is o: Lc\,0Ic:nL for U., iu'D. 
Since the failure rot is typic ly o cii''uo's Iethod 
than for the pill, w.lc would reccmr.und a caroeful ZvLuaof the c:-amination procedure and ins -tru tons givan to 

ion 

women who choose this mutihod, with the goal oL reducing
the failure rate. 

Choice of Contraceptive. The focus in the rcin discussion on the 

pill and IUD implies that these are Zlc 'o~t popular conraceptive techniques 

provided by the clinics. In fact, virtually all of the w3n.n 'ho havu 

attended the clinics were initi...y v h, --.4 po 'e IUD 

(18.6 percent) . Only three percent 01 c:. aclivcs or dropauts originally 

selected another method. Although the pill ad 7 - arc!hea-ong moL 

reliable contraceptive technicus, family planningshould not be 

limited to these methods. For some women, health or p-ycnologaal factors 

may suggest the use of other methods. Therefore, we would recommend the 

following: 

http:react.Lo
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9. A wider varie-y of conrraceptives shoulR bu availabe 
to women who attend he clinics based on M. mu. l model. 
This recommendation will be OLscussed further in a tL-er 
section. 

Given the current emphasis on the pill ad IUD, however, it is instructive
 

to examine variations in their use by rlevant backgrou:ni variables. Table 4 

shows the results of this analysis. These data indicate that woman who are 

older, of higher parity, lower educational attainicoz and lower income are 

more 	 likely to have chosen the IUD. Also, actives are more likely to have 

chosen the IUD than dropouts.
 

The data for clinic areas show wide variations in the percentages of 

women selecting the pill and IUD. In one rural clinic, Santa Cruz, over fifty 

percen, of the women selected the IUD, while in the other rural clinic, "icoya, 

less than sixteen percent chose the IUD. The variation is somewhat less in 

the urban clinics, but even here the percentage o! women selecting the IUD 

ranges from approximately thirty-nine percent in.Aajuwi ta to slightly less 

than fourteen percent in Cinco Esquinas and Raciilo. Thuse variations 

apparently reflect biases on 
the part of the "adical personnel in the clinics. 

Such biases, however, can be detrimental to the eventual success of a family 

planning program. Therefore, we would re coMend the foi ing: 

10. 	 Unless there are valid henlzh zaasons for encouarning a
 
woman to select a par-icular LyPe of conrace:ptive, she
 
should be allowed to choose the technique wich which
 
she feels most comfortable.
 

Contracen tive jnowiled]e. The strong u.phasis on the pill and 1UD in the 

clinics is reflected in the general level of contraceptive knowledge for all 

women in the baseline sample. Slightly over cighty-nine percent of the women 

have at least heard of the birth control pill, and approximazely sixty-six 

percent have heard of the 	 UD. The only other technique that approaches these 
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percentages, however, is the condom. Approximately sixty-two percent of the 

women have heard of this technique. Less than thirty percent of the women 

hava 	 heard of any of the other methods of birLh control. This would appear 

to be a serious limitation in the family planning program. Therefore, we 

would recommend the following: 

11. 	 Many contraceptives do not require a medical exam and can
 
be communicated easily to large numbers of women. TAey
 
are: (a) condom, (b) foam tablet, (c) rhyzhm method, (d)
 
withdrawal, (c) jelly, and (f) SuIpositoRies. Of these
 
only the condom is currently known by appreciable numbers
 
of women. Steps should be taken to disseminate infor
mation on these techniques, both to men and women.
 

Logically, one of the most effective methods of communicating this infor

mation would be the mass media. In this light, it is instructive to examine 

the means by which women in the sample have learned about the pill and IUD. 

This 	information is shown in Table 7. These data indicate that the most
 

importan, sirle source of information for both the pill and IUD is "friends." 

Medical sources, however, form the most important c,:te:oary of sources for both 

the pill and IUD. It is particularly significant to note that very few of 

the women learned of either .ethod through the mass media. 

Although some interesting variations can be seen in the breakdown by 

relevant background variables (Tables 6 and 7), essentially the same conclusion 

holds within categories of each control variable. The mass media are relatively
 

under-utilized sources of information, 
even among women in tohe higher education 

and income categories. Therefore, given the capacity of the mass media to 

reach large numbers of people, we would recommend the following:
 

12. 	 Incroa;ed ,mphasl;s ;should be placed on L.on,m 1iae;d: a;s 
a source of ifnfo raLion about a variety of. coot raceptive 
techniques. 
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It should be noted that this recommendation has already been followed to
 

some extent. Since these data were collected, more extenYive use has been
 

made 	 of the mass media.
 

Opinion of Pill and IUD. 
 In general, the preceding discussion has 

suggested that the level of contraceptive knowledge is low in Costa Rica. This
 

is true even for the most widely known methods, thu pill and IUD. The data in
 

Table 8 report the women's general opinion of these methods. Taken together 

with 	 the data presented in the preceding section, these percentages clearly 

demonstrate the general lack of knowledge. While almost ninety percent of the 

women had heard of the pill, over forty-three percent were not familiar enough 

with the techniques to state an opiaion. Furthermore, over sixty-five percent 

of the women did not state an opinion of the IUD. It is significant, however, 

that among women who did state an opinion, the pill appears to be more highly 

regarded than the IUD.
 

Within categories of the selected background variables, the information
 

shown in Tables 9 and 10 suggests a general pattern in terms of the character

istics of women who failed to state an opinion of the pill and IUD. This 

pattern essentially suggests that the presence or absence of an opinion on 

these 	methods is at least partially a function of social class, lower-class
 

women being less likely to have an opinion on these methods of contraception.
 

This 	 conclusion is based on the assumption that race, age, education, income, 

parity, and clinic area (urban vs. rural clinics) can be considered indirect 

indicators of social class in Costa Rica.
 

Additional data presented in the earlier report also support this conclu

sion, It was found that many of the factors most closely related to a
 

contraceptive knowledge score based on all contraceptive methods were indi

cators of social class.
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Since it would be expected that lower-class women will have a lower
 

degree of contraceptive knowledge and therefore be less likely 
to have an
 

opinion of each method, these findings are not startling or unusual. However,
 

they document the generally low degree of contraceptive knowledge, and point
 

out the need for special emphasis on bringing information to lower class 

women. Thus, we would recommend the following: 

13 . Special attention should be directed toward developing 
family planning messages thdt can be transmitted to and
 
understood by lower class women 
(and men). This may
 
mean, among other things, delivery of special printed
 
materials to villages, provision of a radio 
or possibly
 
taped messages for remote villages. A variety of 
techniques should be considered. 
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TABLE 2
 

DISTRIBUTION OF REASONS FOR DISCONTINUING USE OF
 

PILL, BY SELECTED CONTROL VARIABLES 

Reason 

Variable N 1 3 5T 

Total Sample 247 36.8 5.7 16.2 8.9 32.4 100.0 

Race 
White 221 36.6 5.4 16.7 9.0 32.3 100.0 
Nonwhite 26 38.5 7.7 11.5 7.7 34.6 100.0 

15-24 82 23.2 4.9 17.1 4.9 49.9 100.0 
25-29 61 41.0 6.6 14.8 9.8 27.8 100.0 
30-34 50 48.0 4.0 20.0 14.0 14.0 100.0 
35-39 36 36.1 11.1 13.9 5.6 33.3 100.0 
40-49 18 55.6 0.0 11.1 16.7 16.6 100.0 

Education 
None-Primary Incomplete 143 35.0 5.6 17.5 9.1 32.8 100.0 
Primary Complete 65 36.9 7.7 16.9 7.7 30.8 100.0 
High School + 39 43.6 2.6 10.3 10.3 33.2 100.0 

Income 
0-399A 112 33.0 7.1 17.0 4.5 38.4 100.0 

400-6990 68 36.8 4.4 22.1 11.8 24.9 100.0 
700 + € 42 47.6 2.4 4.8 19.0 26.2 100.0 
Unknown 25 36.0 8.0 16.0 4.0 36.0 100.0 

Clinic Status 
Active 37 13.5 8.1 13.5 51.4 13.5 100.0 
Dropout 210 41.0 5.2 16.7 1.4 35.7 100.0 

Clinic Area 

Urban 
Alajuelita 28 39.3 3.6 10.7 0.0 46.4 100.0 
Claret 16 50.0 0.0 12.5 6.2 31.3 100.0 
Cinco Esquinas 
Hatillo 

60 
67 

41.7 
32.8 

8.3 
6.0 

20.0 
17.9 

6.7 
10.4 

23.3 
32.9 

100.0 
100.0 

Rural 
Nicoya 46 37.0 6.5 13.0 8.7 34.8 100.0 
Santa Cruz 30 26.7 3.3 16.7 20.0 33.3 100.0 
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TABLE 2
 
(continued)
 

Reason
 

Variable 
 N it 2 	 43 	 5 Total 

Parity
 
0-1 33 24.2 6.1 12.1 6.1 51.5 
 100.0

2 
 46 34.8 2.2 17.4 
 4.4 41.2 100.0
 

30
3 	 33.3 3.3 20.0 6.7 36.7 100.0
4 	 33 45.4 3.0 12.1 12.1 27.4 100.0
 
18
5 	 33.3 11.1 5.6 11.1 38.9 100.0


6 
 33 33.3 21.2
9.1 9.1 27.3 	 100.0
7 
 18 44.4 5.6 27.8 
 5.6 16.6 100.0

8+ 36 47.2 8.3 13.9 16.7 13.9 100.0
 

1- Bad for health
 

2- Method failed 

3- Method too complicated 

4- Changed method
 

5- All other (wanted baby, 	lives 
alone, husband against it,
 

moral or economic reasons, 
couldn't return to
 

health unit)
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TABLE 3 

DISTRIBUTION OF REASONS FOR DISCONTINUING USE
 

OF IUD, BY SELECTED CONTROL VARIABLES
 

Reason
 

Variable 
 N 1 9 3 4 5 To 1 

Total Sample 
 66 39.4 21.2 7.6 16.7 15.1 100.0
 

Race
 
White 
 60 40.0 21.7 8.3 16.7 13.3 100.0
 
N onwhite 
 6 .............
 

Age 
15-24 
 16 43.8 25.0 0.0 25.0 6.2 100.0
 
25-29 
 22 31.8 22.7 4.6 
 18.2 22.7 100.0
 
30-49 
 28 42.8 17.8 14.3 
 10.7 14.4 100.0
 

Education
 
None-Primary Incomplete 46 
 37.0 23.9 10.9 13.0
15.2 100.0
 
Primary Complete + 20 45.0 
 15.0 0.0 20.0
20.0 100.0
 

Income
 
0-399¢ 
 41 31.7 26.8 9.8 21.9
9.8 100.0
 

400 + € 
 18 
 50.0 11.1 0.0 33.3 5.6 100.0
 
Unknown 
 7 --


Clinic Status
 
Active 
 18 27.8 11.1 
 0.0 61.1 0.0 100.0
 
Dropout 48 
 43.8 25.0 10.4 0.0 20.8 100.0
 

Clinic Area
 
Urban Clinics 36 
 47.2 16.7 5.6 22.2 8.3 100.0
 
Rural Clinics 
 30 30.0 26.7 10.0 10.0 23.3 100.0
 

Parity
 
0-3 
 24 
 41.7 16.7 0.0 29.2 12.4 100.0
 
4-7 
 22 36.4 27.3 9.1 -.9.1 18.2 100.1
 
8+ 
 20 40.0 20.0 15.0 15.0
10.0 100.0
 

?91- Bad 
for health
 
2- method failed
 
3- Method too complicated
 
4- Changed method
 
5- All Gther
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TABLE 4
 

PERCENTAGE OF WOMEN 
(ACTIVES AND DROPOUTS) WHO
 

CHOSE PILL OR IUD AT THE CLINIC,
 

BY SELECTED CONTROL VARIABLES
 

Method
 

Variable 
 N Pill IUD Total
 

Total (Actives & Dropouts) 764 73.6 26.4 
 100.0
 

Race
 
White 
 671 73.5 
 26.5 100.0

Nonwhite 
 93 74.2 
 25.8 100.0
 

Age

15-24 
 226 80.1 19.9 100.0

25-29 
 198 72.2 27.8 100.0
 
30-34 
 150 76.0 24.0 100.0

35-39 
 112 61.6 38.4 100.0
 
40-49 
 78 70.5 29.5 100.0
 

Education
 
None-Primary Incomplete 448 
 69.0 31.0 
 100.0

Primary Complete 197 
 78.7 
 21.3 100.0

High School + 
 119 82.4 17.6 100.0
 

Income
 
0-399c 
 382 66.2 33.8 100.0


400-699¢ 
 186 61.2 18.8 100.0

700-999¢ 
 72 88.9 
 11.1 100.0

1000+ € 
 47 85.1 
 14.9 100.0
 
Unknown 
 77 70.1 
 29.9 100.0
 

Clinic Status
 
Active 
 504 69.8 30.2 100.0
 
Dropout 
 260 80.8 
 19.2 100.0
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TABLE 4
 
(continued)
 

Method
 

Variable 
 N Pill IUD Total
 

Clinic Area
 

Urban
 
Alajuelita 83 
 61.4 38.6 100.0
 
Claret 
 54 72.2 27.8 100.0
 
Cinco Esquinas 158 
 86.1 13.9 100.0
 
Hazillo 
 175 86.3 13.7 100.0
 

Rural
 
Nicoya 
 140 84.3 15.7 i00.0
 
Santa Cruz 
 154 
 43.5 56.5 100.0
 

Parity
 
0-i 
 81 82.7 17.3 100.0
 
2 
 122 80.3 19.7 100.0
 
3 
 108 78.7 21.3 100.0
 
4 
 98 81.6 18.4 100.0
 
5 
 81 72.8 27.2 1
100.0
 
6 
 77 72.7 27.3 100.0
 
7 
 59 67.8 32.2 100.0
 
8+ 
 138 55.8 44.2 100.0
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TABLE 5
 

SOURCES OF INFORMATION ON PILL AND IUD
 

Pill IUD 

Source N % N % 

PILL 

Hospital or Health Unit 
Physician 
Nurse 
,'ricnds 
Neigh0bors 
Husband or Other Family 
Relatives 
Mass Media 
Other 
No Answer/Don't Know 

147 
295 
-169 
450 
65 
81 
32 
53 
28 

178 

9.8 
19.7 
11.3 
30.0 

4.3 
5.4 
2.1 
3.5 
1.9 

11.9 

140 
239 
160 
284 
53 
50 
19 
16 
9 

528 

9.3 
16.0 
10.7 
19.0 

3.5 
3.3 
1.3 
1.1 
0.6 

35.3 

TO_'AL 
 1498 99.9 1498 100.1
 



TABLE 6 

SOURCES OF IXFOR-LA'TON ON PILL, 

BY Si:L-CTi:D c " VARIA, ES 

VnrNnb 

VUIJ te 
No1-.-.1 i 

A" 

15-24 
25-29 
30)-- 3' 
3 .5 39 
4 0! 9 

e 

t e 

N_______ 

2:nN 

1192 
306 

386 
312 
286 
223 
291 

-

1" 

--

die 1. a.cPer-

42. 6 
33.6 

42.0 
47.4 
42.6 
41.3 
29.9 

nan 
rs 

40.5 
47.0 

43.1 
40.3 
42.3 
4.6 
4..9 

bb 

Source 
j -:_ed~ rY c 

lC. 

3. 6 
4.3 

4.6 
2.3 
2.4 
1.8 
5.8 

Ot e 

e 

1.8 
2.0 

1. 6 
2.2 
1.4 
1.8 
2.4 

__. __._ns, 

11. 5 
13.1-

8.8 
7.7 

11.2 
13.5 
19.9 

c 
I 

100.0 
100.0 

100. 
9.9 
99.9 

100. 0 
99.9 

,o 

Hi 

-l ri i-ry 

C--:-'y(Co pete) 
h School + 

844 

400 
254 

41.6 

41.7 
36.6 

41.1 

2.1 
4 .6 

3.9 

2.1 
4.3 

1 9 

2.0 
3.9 

1.2. 

12.1 
10.6 

100.0 

100.0 
100.0 

0 3 
40- C.S-G 

]00 € 
U"-, 

616 
365 

156 
1137 
224 

48.1 
39.0 

3C,..5 
28.5 
34.4 

37.6 
-' 
". 5 
-'3.8 
46.s 

2.4 
4.3 
2.6 
8.1 
3.1 

0.S 
1.6 
3.2 
6.6 
1.3 

11.0 
11. 2 
12. 2 
13.1 
14.3 

99.9 
1000 
100.0 
100. 

99.9 

F 

f 

S-; 
,. A aro 

UnaarC 

519
'283 

383 
313 

59. 267.2 
20.6 
11.2 

3C.5
25.8 
5C.8 
57.3 

1.2
1.4 
5.5 
7.0 

1.5
0.7 
2.3 
2.9 

7. 7
4.9 

1/.7 
21.7 

100.
1(,0.0 

9 9 
100. 1 

C 



TA01,. 6 
(contiru. cl) 

Va- _ _N Necbicala --
N 

N . 
. 
. . 

;.. 
c 
. . . 

0 th 
.. ... . . 

. 
r " 
. .. 

Do-- l ron.:
No P:,':':r 

r.c. . . . . . . .- . . . -. 

Ci i:: c A' :a 

zi C'.lit 

C101et 
Ci-2 E 

110 

a 

U 1 L S 

156 

10! 
306 
341 

35.3 

44.5 
41. 8 
36.4 

46. 8 

37.7 
45.1 

41.3 

6 . 4 
3.0 
3.3 

2. 7 

0.6 

2.0 
1.6 

3.2 

10.9 

12. 9 
8.2 

16.!i 

100 . 0 
10'0i.1 
]00.0 

100.0 

Cic; 
SZn Z Cr:1 

2F7 
307 

41.8 
45 .3 

4.1.8 
38.4 

5.9 
1.3 

2.4 
0. 7 

8.0 
14.3 

99.9 
100.0 . 

". 215 33.0 51.1. 4. 7 3. 2 7.9 9.9 
2 
3 
" 

6 
7 

2;2 
195 
17. 
5]:K 

1-
,li:-

273 

30 4 
395 
42 .C 

4_.5 

/7.2 
/7 7 
1,3 6 

46.0 
1.0 
3-. 
3-5.3 

4:_. o 
4: 1. 
35.2 

3. 
2.6 
4: .1 
4 .5 

2.2 
2.6 

3.3 

2.1 
1.0 
2. 3 
2.6 

-

1 .8 

1.5 

9.1 
13.) 
]. l-

. 

9 
8 

1 6.5 

0 1.-. 
99.9 

. 
9. 

!00o 
. C) 

1.OOI 

co' .:ita! or ],cc:3 t>- unit:, phy:,sic:ian, nurse 

Il ic tl's iI'it - -
, h; n,mnd, 1 i dC'La ': e fain,ily, rc ntires 

Printed zater-ri j-,I TV, raclio 
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SOURCES Of IE FO " ....ATION ON IUD, 

BY SELECTED CO§FTROL VARIAILES 

Variabilo N __ ,ila Ps 1 h 
Ibi ,.. 

c Oth 1: 
Don' 
No 

t Knot. 
Tot-',:erTotal 

, . i t c 

Nnh7 11.Lo 
1192 

306 
37.4 
30.8 

27.6 
25.1 

1.0 
1.3 

0. 6 
0. 7 

33. 4 
42.1 

100.0 
100.0 

1 5-2Z4 
25-29 
30-34: 
35- 39 
40-I;) 9 

386 
312 
286 
223 
291 

34.5 
41.6 
44.1 
37.6 
22.8 

29.0 
28.2 
22.7 
25.0 
29.3 

2.4 
0.3 
0.3 
1.0 
1.0 

0. 8 
0.3 
1.0 
0.0 
0. 7 

33. 4 
29.5 
31. 8 
36.4 
4C.3 

100.1 
99. 9 
99. 9 

100. 0 
100. 1. 

1P:: - (Co-!'.lte) 
I +: -'4 

... 

400 
37.4 
37 5 
2S.8 

26.9 
27.0 
27.9 

0.8 
0.8 
2.4 

0.4 
0.5 
1.6 

3..5 
34 

39.4 

J.C;, 0 
PiO.] 

0 ,. 

1 

P 

p 

I 
, 

' 

" 

-

-

c~ ,qtttus 

' 

i 
:A'rc 

Una-

.6 

365 

156 
137 

2224 

519 
S)283 
383 
313 

-1 . 

31.3 

31.4 
28.4 

33 .9 

53. 5 
56.4 
18.3 
9.9 

22. 3 

33. 1 
32.6 
32.1 

2 ;.7 

21.4: 
14.5 
37. 
35.4 

0.5 

0.8 

1.9 
41.4 

0.4 

0.8 
0.4 
1.3 
1.9 

• 

0.." 

0.5 

1.3 
1.5 

0.0 

0.2 
0. 7 
1.3 
0. 3 

34..4 

3'.2 

322.7 
3,.6 

42 .0 

24.1 
27.9 
1 7 
52 . 

:-9 

00.. 

99.9 

99.9 
00.0 

0 0 

]00, 0 
9. 

1 00.0 
99.: 

y . .C-

C" 

" 



TABLE 7 
(continued) 

I,:. bo C, 

C ,Jc A rea 

N , "' a Pe S C)d 

Sour cc 
IbMass 

a " c O 0-ye 

c 
j 

, 

lc..ita 

I, squnas 
:10 

156 
101 
306 
341 

32.7 
40.5 
27.J. 
3:.0 

28.8 
25.8 
32.0 
27.0 

0.6 
0.0 
1.6 
1.8 

0.6 
0.0 
0.3 
0.6 

Nicc : 
Santa 

( -
2 
3 
4 

5154 
67 

8± 

Cruz 
287 
307 

215 
242 
195 
171 

134114 

273 

31. 4 
51.5 

2/.6 
31.8 
33.8 
;7.4 

35.0 
43.243.9 

42.8 

24.7 
24.1 

31 .2 
30.6 
30 .3 
23.1 
22 7 
223.7 

23.0 

0.7 
0.7 

2.4 
1. 6 
1.0 
0.6 
0.0 
0.0.00.9 

1 

1.4 
0.3 

1.9 
0.4 
0.5 
0 0 
0.6 
0. 00.9 

0.4 

llospita! 

bb]-r'i c 

C rili 

K: 

ucd 

, 

o- cz~ 

nc3ejiib 

t 

u 

z u.;t ,,s 

, huv. -:r , 

TV rad-o 

c a nursoe 

i1:m.,Jiat fanily, rel a tivos 

Don't K1-no:
L -AMdio A ,-- .er To tal 

37.2 
33.7 
38.9 
36.7 

99.9 
100.0 

99.9 
100.1 

41.8 
234 

0.0 
35.5 
34 .3 
36.9 
41.6 
32. 130.7 

30.8 

100.00 
100.0 

100. 1 
99.9 
99 9 

100 0 
C!0, 
99.9100.1 

100. 

L 
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TABLE 0
 

OPINION OF PILL ANL iUD 

0o 11io1 ,i 

PoSi rive 

C;a ri 

Don't iKnow, No Answer 

602 

242 

654 

10. 2 

106. 

43.6 

20S 

314 

976 

13.9 

21. 0 

65.1 

TOTAL 1498 100.0 1498 i00 



¢',L-O'L "8 ,cC!2C.; CQA C
 

')
 

OIVENION; 0O: 2.ILL,,ZY
 

SEL ,Cr.:"D CQ'JRG,L V'AY.'...J,2 S
 

Ra c 
he 

Nonwhite 
1192 

306 
43.13. 
28.7 

.7.0 
13.1 5 

. 
.2 

. .0 
100.0 

15-24 
25-29* ~312 

386 
51.0 

10.9 
1;.7 35.3 

19.4100.0 
!00.0 

3 
35-39 
40-49 

286 
223 
291 

37.0 
35. 4 
23.0 

23.1 
13.1 
16.9 

35.9 
4.4 
58.1 

100.0 
99.9 

100.0 

Ed(u ca t ion 
one-Pri,-ary (Inc.) 
P arary (Complete) 
ligh School + 

844 
400 
254 

36.3 
42.3 
50.0 

16.2 
17.5 
13.3 

47.5 
40.'2 
36.2 

103.0 
100.0 
100.0 

I n c o::;". 
o-399 

400-699 
700-999¢ 
1000 + ¢ 
Unknown 

616 
365 
156 
137 
224 

41. 2 
43.8 
43.0 
43.S 
27.2 

14.0 
17.3 

. . 

.2 
14.7 

44. 
31. 
3. 
%.0 
56.0 

1 30.0 
100.0 
1100.0 
100.0 

99.9 

C in:LcAccive Status 519 6,0.3 10. 6 29 .1 100.0 
Dropout 
Never-een- Aware 
Never-Been Unaware 

23 
3%3 
313 

50.3 
23.8 
17.6 

17.3 
i.0 
22.0 

3 2.2 
5 .2 
60.4 

l00.0 
i00.0 
100.0 
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TABLE 9 
(continued) 

i v 

Opinion 
C! o t '"i'" 

Clinic Area 

U 1i;i 11 
Aliaj uliLa 
Clare -101 
Cinco Esquinas 
liatillo 

1.56 

306 
341 

37.8 
42.5 
46.4 
41.3 

24.4 
12.9 
17.0 
13.2 

37.8 
44.6 
3.6 
40.5 

100.0 
100.1. 
100.0 
100.0 

Rural 
Nicoya 
Santa Cruz 

287 
307 

40.1 
37.2 

12.5 
13.4 

47.4 
53.4 

100.0 
100.0 

Parity 
0-1 
2 
3 
4 
5 
6 
7 
8+ 

215 
242 
195 
171 
154 
134 
114 
273 

35.8 
46.3 
45.6 
43.9 
43.5 
43.3 
34. 2 
31.1 

14.4 
2.0 

12.3 
20.5 
1.5.6 
23.5 
17.5 
17.2 

49.8 
41.7 
42.1 
35.7 
40.9 
3 
L3.2 
51.7 

100.0 
100.0 
100.0 
100.1 
100.0 
100.0 

99 .9 
100.0 
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TABLE 10 

OPINION OF IUD> BY 

SELECrED CONTROL VARiIABLES
 

Variable N Positive Ne~z-tve 
Don z Knowi 
No Answer Total 

Race 
White 
Nonhite 

1192 
306 

14.8 
10.5 

22.3 
15.7 

62.9 
73.9 

100.0 
100.1 

15-24 
25-29 

386 
312 

13.5 
17.3 

23.3 
25.0 

62.7 
57.7 

100.0 
100.0 

30-34 
35-39 

286 
223 

14.0 
18.4 

24.1 
17.0 

61.9 
64.6 

100.0 
100.0 

40-49 291 7.2 12.7 80.1 100.0 

E du c a t i o n 
None-Primary (Inc.) 
Primary (Complete) 
High School + 

844 
400 
254 

13.9 
13.5 
14.6 

21.2 
20.3 
21.2 

64.9 
66.2 
64.2 

100.0 
100.0 
100.0 

In c o in, 
0-399¢ 616 16.6 2-10.9 62.5 100.0 

400-699¢ 365 13.7 20.8 65.5 100.0 
700-999c 
1000 + 
Unknown 

156 
1137 
224 

12.2 
14.6 

7.6 

28.2 
24.1 
14.3 

59.6 
61.3 
7. 

100.0 
100.0 
1100.0 

Clinic Status 
Active 519 24.5 22.5 53.0 100.0 
Dropout 
Never-Been Aware 
Never-Been Unaware 

283 
333 
313 

13.4 
7.3 
4.8 

24.7 
19.3 
16.9 

61.8 
73.4 
78.3 

99.9 
100.0 
100.0 
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TABLE 10 
(continued) 

Variable 

Clinic Area 

Urban
 
Alajuelita 

Claret 

Cinco Esquinas 

hatillo 


Ri.ral 
Nicoya 

Santa Cruz 


Parity
 
0-1 

2 

3 


4 

5 

6 
7 

8+ 


N 

156 
101 

306 

341 


287 

307 


215 

242 

195 


171 

154 

134 

114 

273 


Positive 

12.2 
16.8 

10.8 

11.7 


10.8 

22.2 

9. 

10.: 

14. 4 
16.4 

13.0 

1.4.9 

14.9 

17.6 


ODinion 

Ne ativc 

23.7 
21.8 

25.5 

19.6 


17.4 

19.5 


21.4 

21.1 

26.2 


19.9 

19.5 

7 9 
93 


.-0.5 


Don': Know 
No Answer Total 

64.1 100.0 
61.4 100.0 
63.7 100.0 
68.6 99.9 

71.8 100.0 
58.3 100.0 

68.8 100.0 
68.2 100.0 
59.5 100.1 
63.7 100.0 
67 .5 100.0 
67.2 100.0 

15800.0 
61.9 100.0 
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Improvements in Clinic Procedures." Data presented in the earlier report 

indicated that the medical improvements suggested by the largest percentage of 

actives and dropouts in the sample fall into three categories: (1) the doctor 

should be 
more punctual, (2) the family planning consultations should be 

separated from other consultations, and (3) more inst"uction should be given 

- . on the methods of contraception. Approximately twice as many women cited the 

first method as being the most important. This finding fits with other data,
 

to be discussed later, which show that one 
of the most important specific
 

complaints about clinics has to do with the long waiting period once women get
 

to the clinics.
 

The 	initial analysis also indicated that, with slight variations; these
 

reasons 
remained most important even when controlling for clinic area, education,
 

age, race, parity, and frequency of church attendance. Thus, these results are
 

not 	limited to particular subgroups of women.
 

On the basis of the preceding discussion we would recommend the following:
 

1. 	It is essential to experiment with different procedures in 
order to find the most efficient methods of handling 
problems such as inadequate instruction.on methods of . 
contraception. Specifically, we would recommend that some
 
clinics try the procedure of setting up appointments for
 
the women. If not by the hour, at leaSt by the day.
 
Secondly, when the doctors or other personnel meet the
 
women they should reserve certain appointments for dis
cussion of family planning and contraceptives only. This
 
should also help provide better instruction on contra
ceptive methods. Implementation of these procedures
 
would, of course, require a high degree of cooperation
 
from the medical personnel.
 

2. 	Although it is highly desirable to interest as many women
 
as possible in family planning, the clinics should not try
 
to bring in more women than can be adequatc.Iy handled.
 
The importance women place on the problem of long waits
 
suggests that a clinic which tries to handle too many
 
women may actually hurt the family planning program by
 
producing negative feelings among the women. Recruitment
 
capaigns should be geared to attracting only as many women
 
as can be adequately treated in the clinics.
 

44. 	 .
 ii /
 

http:adequatc.Iy
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A second area of suggested improvements dealt with in thae initial report 

concerns administrative problems in the clinics. The most prevalent problem 

in this area is concerned with scheduling of clinic hours. Over sixty-five 

percent of the women felt the clinic hours could be improved in some way. 

Again, the results of controlling for the selected variables generally sup

ported this finding. Thus, we would reco- mend the following: 

3. 	Clinic hours should be varied in each lc.in:lt area until a
 
schedule is which e Lc best- romr> U
fIould :'.c t ., 
bh twoel the pe sOnle]. illLihu c'-l.1ic- nd Lt ciLen ts. 
We would furthier rccommiend that: at ]e,.st oae Cli:lic 
experi[mun '.,,il aLmost0 con t.inluOLs hou-s . '.ii would(Z be 
expensive, but may pay off in erm.s of more saccc.sfui 
family planners. It may be, for example, that one 
centrally located clinic open all reasonable .hours will 
attract more women and develop more successful family 
planners than two clinics open at special hours. 

Specific Complaints. in general, the women in the baseline sample have
 

positive attitudes toward contraception, family planning, and the clinics.
 

Analysis of a question concerned with specific complaints in these areas, 

however, revealed that certain criticisms and fears are common to many women 

in the sample. Data reported in the earlier report indicated that health and 

medical aspects of contraception, the fact that the clinics are free, and the 

long waiting period in utilizing the clinic services are the most prevalent 

complaints.
 

In order to determine if the percentage or wom-en agreeing with these 

problems varies for certain subgroups of women, additional analyses have been 

conducted controlling for relevant background variables. These data are shown 

in Table 11.
 

Although some variations exist within categories of each control variable,
 

the results tend to be fairly consistent. The percLntage of women agreeing
 

with each negative statement varies within a rel-Lively restr:ictcd range. For
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the total sample, the largest percentage is slightly over forty-four percent 

(fear of cancer) , and the smallest is approximately thirty-six percent (don't 

like medical examinations). It should be emphasized at this point that some 

responses are partially based on experience and partially on conjecture. For
 

example, a dislike for the medical examination in the clinic is based on 

expoience among actives and dropouts, while it is based on an assumption by
 

women in the never-been groups.
 

Despite the relatively small differences, the data indicate that certain
 

subgroups of women place varying emphasis on specific problems. By race, a
 

slightly larger percentage of white women dislike the waiting period in the
 

clinics and fear that contraceptives will cause cancer or make them sick. By
 

age, a larger percentage of older women are afraid contraceptives will cause 

cancer or make them sick, while a larger percentage of younger women are afraid 

the doctor will hurt them. 

Only small differences exist by education. In general, the educational
 

categories show small differences or, in some instances, women with less 

education report a larger percentage agreeing with each i-cg;rtive statement, 

A striking reversal of this pattern, however, exists for the last statement, 

the dislike for the long waiting puriocd in the clinics. In this case, women 

in the highest educational category report the highest pLercentage oi: agreement. 

Although the results are highly inconsistent Eor thLe negative statements by 

categories of income, this same pattern is found for the item concerned with
 

waiting in the clinics. 

The results by clinic area are quite consistent for -mostitems and indicate
 

that a larger percentage of worIen in the urban clinics agree with the negative 

statements. This finding may suggest that the rural clinics are more success

ful in preparing the women for family planning.
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On the basis of the preceding discussion, we would recommend the
 

following: 

4. 	Repeating the recommendation presented earlier, these data
 
suggest that it is a mistake to try to accommodate too
 
many women in the clinics. Overcrowding and long waiting
 
periods may result in negative attitudes toward the clinics
 
and 	family ,planning in general.
 

5. 	 In order to reduce the stigma attached to a free clinic, a 
nominal fee could be charged. This could be on a sliding
 
scale according to income.
 

6. 	As noted in an earlier section, the data indicate a need
 
for improvement in that part of the educational program
 
concerned with the dangers of contraceptive use and what
 
can be done to minimize these dangers.
 

7. 	A comparison shnuld be made between the urban and rural
 
clinics with respect to clinic procedures in order to
 
determine if the favorablL attitudes of rural women result
 
from differences in operation.
 

Resistance of Husbands. The final factor to be considered with respect
 

to the clinics is concerned with the resistance on the part of husbands to 

their wives attending the family planning clinics. The percentage of husbands
 

who 	 don't like their wives attending the clinics is shown in Table 12. In 

general, this problem is not widespread among women in the bas-line sample. 

Only 10.7 percent of the women have husbands who are not in favor of the 

clinics.
 

The differences by selected background characteristics are, for the most 

part, relatively small. One difference worth noting, however, is found by
 

clinic area. Alajuelita, an urban clinic, has an unusually large percentage
 

(16.0 percent) of women whose husbands don't like them to attend the clinics,
 

while Nicoya, a rural clinic, has an unusually small percentage (6.3 percent).
 

Since the data in Table 12 also indicates that husbands of older women (age
 

40-49) are less likely to negatively evaluate the clinics, this difference is
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partly due to the fact that Nicoya has 
a larger percentage of women in this
 

age group. However, it may also be that these clinics differ in the way
 

they present family planning to the husbands. Thus, we would recommend: 

8. A comparison of clinic procedures in Alajuelita and Nicoya
 
should be made to determine if these clinics differ in the
 
way they relate to husbands in the community.
 

Focusing on the women whose husbands have some objections to the clinics
 

(N = 160), the women were presented with a list of possible reasons for their
 

husband's objections. The complete list with the percentage of women who
 

agreed with each reason is shown in Table 13.
 

From these data, it is apparent that no single factor lies behind the 

husbands' objections. 
 Most of the women agreed with more than one reason,
 

although it should be pointed out that many of 
the reasons overlap considerably
 

in meaning, and some are almost identical (e.g., 6 and 10). Some factors' stand
 

out as being of particular importance, however. Jealously (6, 8, 10), dislike
 

for family planning (7), health factors 
(11, 12), and the fact that the husband
 

thinks the wife will waste time or gossip at the clinic (9, 14) are the most
 

frequently mentioned factors. A more detailed analysis of these factors
 

(omitting 10 and 14) by selected background variables is shown in Table 14.
 

Few clear patterns can be seen 
in rhese data, although it is interesting
 

to note that a larger percentage of nonwhite women consistently agree with each
 

reason shown in Table 14. The sample size is 
too small (N = 27) for reliable 

conclusions, but it may be that nonwhite husbands resist having their wives 

attend family planning clinics for a wider variety of reasons than is the case
 

for white husbands. 

It is also significant that both education and income are negatively related
 

to agreement with item number 2, the husband doesn't want to 
practice family
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planning. The difference between the highest income category and the other 

categories is particularly large, and indicate that disapproval of family 

planning is a particularly important reason why lower-class men don't want 

their wives 
to attend the clinics. Again, however, it should be emphasized
 

that the sample sizes are 
small, and thus the results are somewhat unreliable.
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TABLE 11
 

PERCENTAGE OF WOMEN WHO AGREE WITH 

SPECIFIC NEGATIVE STATEMENTS ABOUT CONTRACEPTIVES
 

AND THE CLINICS, BY SELECTED CONTROL VARIABLES
 

Negative Statement
 

Variable 
 N 1* 2 3 4 5 6
 

Total Sample 1498 44.4 37.7
38.2 35.7 36.7 41.1
 

Race
 
White 1192 
 39.4 45.6 34.8 38.5 37.2 43.1 
Nonwhite 306 33.3 39.5 39.2 34.3 35.0 33.0
 

Age 
15-24 
 386 
 32.6 41.7 37.3 42.5 36.0 41.4
 
25-29 
 312 36.2 41.0 34.3 36.9 36.2 44.9
 
30-34 
 286 38.8 43.0 33.9 37.8 35.3 37.4
 
35-39 
 223 44.4 52.0 35.4 36.3 35.0 37.7
 
40-49 
 291 42.3 37.1 37.1 33.0 40.9 42.6
 

Education
 
None-Primary (Inc.) 
 844 40.1 45.7 38.3 37.7 39.4 37.8
 
Primary (Complete) 
 400 36.8 41.5 32.0 36.0 34.5 42.2
 
High School + 254 34.2 
 44.5 33.1 40.2 31.0 50.0
 

Income
 
0-399¢ 
 616 34.1 39.0 34.9 36.5 35.4 33.9


400-699¢ 
 365 40.8 
 44.9 41.1 41.6 38.4 45.8
 
700-999¢ 
 156 43.6 55.1 31.4 37.2 37.8 46.2
 
1000 + € 
 137 41.6 50.4 32.8 30.7 32.1 59.8
 
Unknown 
 224 
 39.3 47.3 33.9 38.8 39.7 38.0
 

Clinic Status
 
Active 
 519 21.0 28.5 32.2 29.3 30.4 36.2
 
Dropout 
 283 46.3 50.5 36.4 42.1 35.3 42.0
 
Never-Been Aware 383 51.2
46.2 38.6 38.9 44.4 41.5
 
Never-Been Unaware 
 313 49.5 56.0 37.4 46.0 39.0 47.6
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TABLE 11
 

(continued)
 

Negative Statement
 

Variable 
 N 1* 2 3 4 5 6
 

Clinic Area
 

Urban
 
Alajuelita 
 156 45.5 48.7 40.4 44.2 35.3 42.3
 
Claret 101 40.6 40.6 32.7 
 36.6 38.6 45.5
 
Cinco Esquinas 306 
 44.4 47.4 33.3 40.8 44.4 44.1
 
Hatillo 
 341 41.9 53.7 40.2 43.1 32.0 54.0
 

Rural
 
Nicoya 
 287 32.1 37.3 32.8 32.1 38.0 30.7
 
Santa Cruz 307 29.0 36.8 34.5 
 30.6 33.2 31.3
 

Parity
 
0-1 
 215 35.4 40.9 30.2 41.4 36.7 42.3
 
2 
 242 40.9 47.1 39.7 40.1 34.3 44.2
 
-1 195 39.0 44.6 35.9 33.8 38.5 41.5
 
4 
 171 35.1 47.4 33.3 40.4 35.7 45.6
 
5 
 154 40.9 46.1 39.6 40.3 39.6 41.6
 
6 134 
 40.0 45.5 32.1 32.1 35.1 41.8
 
7 
 114 33.3 38.6 38.6 36.0 \36.0 37.7
 
8+ 
 273 39.2 43.6 36.3 35.5 37.7 34.8
 

1- Afraid contraceptives will make them sick
 

2- Afraid contraceptives cause cancer
 

3- Don't like medical examination
 

4- Afraid doctor will hurt them
 

5- Don't think a free clinic is any good
 

6- Don't like to wait too long to be seen
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TABLE 12
 

PERCENTAGE OF WOMEN WHOSE HUSBANDS
 

DON'T LIKE THEM TO ATTEND FAMILY PLANNING CLINICS,
 

BY SELECTED CONTROL VARIABLES
 

Variable 


Total Sample 


Race
 
White 

Nonwhite 


15-24 

25-29 

30-34 

35-39 

40-49 


Education
 
None-Primary (Inc.) 

Primary (Complete) 

High School + 


Income
 
0-399¢ 


400-699¢ 

700-999¢ 

1000 + € 

Unknown 


Clinic Status
 
Active 

Dropout 

Never-Been Aware 

Never-Been Unaware 


N 


1498 


1192 

306 


386 

312 

286 

223 

291 


844 

400 

254 


616 

365. 

156 

137 

224 


519 

283 

383 

313 


Percentage Whose Husbands Don't
 
Like Them To Attend Clinics
 

10.7
 

11.2
 
8.8
 

10.1
 
13.5
 
13.3
 
9.9
 
6.5
 

10.5
 
12.0
 
9.0
 

10.2
 
12.6
 
10.9
 
7.3
 

10.7
 

10.6
 
14.5
 
9.1
 
9.3
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TABLE 12
 

Percentage Whose Husbands Don't
 

Variable N Like Them To Attend Clinics
 

Clinic Area
 

Urban
 
Alajuelita 156 16.0
 

Claret 101 10.9
 
Cinco Esquinas 306 10.1
 
Hatillo 341 11.1
 

Rural
 
Nicoya 287 6.3
 

Santa Cruz 307 12.0
 

Parity
 

0-1 215 6.5
 

2 242 11.2
 

3 195 11.3
 

4 171 16.4
 

5 154 12.3
 

6 134 11.9
 
7 114 5.3
 

8+ 273 10.2
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TABLE 13
 

PERCENTAGE OF WOMEN WHO AGREE WITH REASONS
 

WHY THEIR PARTNERS -DON'T LIKE THEM TO ATTEND
 

FAMILY PLANNING CLINICS (N - 160)
 

Percent
 
Reason Ag ree
 

1. Partner doesn't like wife to use anything to be with him 38.8
 

2. Religious objections 	 36.7
 

3. 	Partner will punish his wife when he finds out she did 28.1
 
"something" 
to prevent a pregnancy
 

4. 	Partner thinks his wife will leave him if they use 35.0
 
contraceptives
 

5. Partner says wife learns more things than she should know 41.2
 

6. Partner is jealous of doctors 	 53.8
 

7. Partner doesn't want to practice family planning 	 50.0
 

8. Partner thinks wife will waste her time 	 50.0
 

9. Partner thinks wife might be unfaithful 	 45.6
 

10. 	Partner doesn't like wi ie to be examined by doctor 46.2
 

11. 	Partner thinks wife's health will be affected 40.6
 

12. 	Partner thinks contraceptive method might cause cancer 45.0
 

13. 	Partner thinks wife will gain weight 27.5
 

14. 	Partner thinks women will gossip at the clinic 46.2
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TABLE 14
 

PERCENTAGE OF WOMEN WHO AGREE WITH REASONS WHY
 

THEIR PARTNERS 
DON'T LIKE THEM TO ATTEND FAMILY
 

PLANNING CLINICS, BY SELECTED CONTROL VARIABLES
 

Reason
 

Variable 
 N 1* 2 3 4 5 6
 

Total Sample 
 160 53.8 50.0 45.6 50.0 40.6 45.0
 

Race
 
White 
 133 48.1 45.9 42.1 46.6 37.6 42.1
 
Nonwhite 
 27 81.5 70.4 63.0 66.7 55.6 59.3
 

15-24 
 39 51.3 48.7 
 41.0 41.0 38.5 41.0,

25-29 
 42 50.0 54.8 47.6 50.0 40.5 45.2
 
30-34 
 38 52.6 44.7 44.7 52.6 34.2 47.4
 
35-39 
 22 50.0 36.4 40.9 45.4
50.0 40.9
 
40-49 
 19 73.7 68.4 57.9 63.2 52.6 52.6
 

Education
 
None-Primary (Inc.) 89 
 56.2 55.1 50.6 42.7
46.1 43.8 

Primary (Complete) 48 47.9 43.8 43.8 
 50.0 \33.3 43.8
 
High Schoo. + 23 43.5
56.5 47.8 
 47.8 43.5 56.5
 

Income
 
0-399¢ 63 50.8 50.8 46.0 57.1 44.4 42.9 

400-699¢ 46 50.0 56.5 41.3 45.6 39.1 45.6

700+ o 27 55.5 25.9 40.7 40.7 22.2 44.4
Unknown 
 24 66.7 62.5 58.3 50.0 54.2 50.0
 

Clinic Status
 
Active 
 55 47.3 40.0 49.1 29.1
45.4 36.4
 
Dropout 
 41 43.9 43.9 34.2 46.3 46.3 46.3
 
Never-Been Aware 
 35 71.4 65.7 65.7 65.7 60.0 62.9
 
Never-Been Unaware 
 29 58.6 58.6 31.0 44.8 31.0 37.9
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TABLE 14
 
(continued)
 

Reason
 

Variable 
 N 1* 2 3 4 5 6
 

Clinic Area
 

Urban
 
Alajuelita 
 25 60.0 52.0 56,) 68.0 48.0 64.0

Claret 11 --
Cinco Esquinas 
 31 67.7 45.2 54.8 51.6 54.8 48.4
Hatillo 
 38 55.3 50.0 47.4 47.4
36.8 36.8 


Rural
 
Nicoya 
 18 50.0 66.7 44.4 38.9 55.6 55.6
Santa Cruz 
 37 46.0 51.4 46.0 56.8 29.7 29.7
 

Parity
 
0-2 41 51.2 56.1 41.5 43.9 31.7 39.0
3 
 22 45.4 40.9 31.8 40.9
31.8 45.4

4 28 60.7 57.1 64.3 50.0 46.4 50.0

5-7 41 61.0 43.9 48.8 63.4 41.5 48.8
8+ 
 28 46.4 50.0 39.3 46.4
53.6 42.9
 

1- Partner is jealous of doctors
 

2- Partner doesn't want to practice family planning
 

3- Partner thinks wife might be unfaithful
 

4- Partner thinKs wife will waste her time 

5- Partner thinks wife's health will be affected 

6- Partner thinks contraceptive methods causemight cancer
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SOURCES OF INFORMATION ON FAMILY PLANNING
 

Data presented in the earlier report and a subsequent paper tested the
 

hypothesis that personal qourfces -- friends, relatives, and neighbors -- are
 

perceived as the most credible sources of ii iation on family planning.
 

This hypothesis, however, was not supported. Both professional persons such
 

as 
doctors, nurses, and school teechers and, with some exceptions, the mass
 

media were rated more credible. It was suggested that the most plausible
 

explanation for this finding lies in a separation of the concepts of credi

bility and influence. With respect to family planning information, the most
 

important factor in personal communication between friends, relatives, and
 

neighbors may not be the quality of the information, but the positive or
 

negative reinforcement accom iying the communication.
 

Additional data suggest chat another factor concerning information sburces
 

to be considered in Costa Rica is the ease with which women can talk about
 

family planning and contraception. The results presented in Table 15 show the
 

responses of women in the baseline sample when asked with whom they feel most
 

comfortable in talking about family planning and contraception. It can be
 

seen from these data that a large majority of the women feel most comfortable
 

with doctors or nurses (83 percent), while very few women feel comfortable
 

with friends or relatives 6.9 percent). This finding suggests that discussion
 

of family planning and contraception may not be an easy topic of conversation
 

among friends, etc.
 

However, the situation is such that while women do not see friends,
 

relatives, and neighbors as being particularly credible sources of information
 

on family planning, these sources are important. Additional data in 2000 new
 

cases in 1971 revealed that approximately forty-four percent of the women
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reported friends, relatives, or neighbors as having influenced them to attend 

the 	clinics. Thus, personal sources are important in spite of the fact that, 

in general, family planning and contraception may not be comfortable topics 

of conversation. It is possible that friends, relatives, and neighbors could
 

become even more important as sources of information on family planning if
 

efforts were made to convince men and women that family planning and contra

ception are not only acceptable, but even desirable topics of conversation.
 

On the basis of the preceding discussion, we would recommend the 

following:
 

1. 	Since the mass media are the most effective methods of
 
spreading information on family planning quickly and with
 
low cost, they should be fully utilized. They could be
 
made more effective, however, by taking advantage of the
 
high regard with which professional persons are held.
 
Printed materials, for example, could be endorsed and to
 
some extent distributed by doctors and nurses, and special
 
radio or television segments could be presented by doctors
 
or educators.
 

2. 	A program designed to convince people that it is desirable
 
to talk about family planning and contraception may have
 
positive results with respect to the influence of friends,
 
relatives, and neighbors on one another.
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TABLE 15 

DISTRIBUTION OF PERSONS WOMEN ARE MOST 

COMFORTABLE WITH IN TALKING ABOUT 

FAMILY PLANNING AND CONTRACEPTION 

Person 

Doctor 

Nurse 

Social Worker 

Friend 

Minister/Priest 

Relatives 

Other 

Family Planning 
N 

986 66.4 

251 16.9 

98 6.6 

50 3.4 

33 2.2 

45 3.0 

21 1.4 

Contracep tion 
N 

976 66.2 

247 16.8 

93 6.3 

58 3.9 

26 1.8 

44 \ 3.0 

30 2.0 

TOTAL 1498 99.9 1474 100.0 
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and, (2) to :eo il the "active" are more conuistant in their family 

planning.
 

2.- OWJE TIVES 

'4o goenoral objotives mentioned in part I, will be accomplisihed 

through the following: 

.. i.- Innovations in the I'amily planning services at the h1calth 

Units, and aoasu.errmont of their'eIffectivity. GathCring 

data through intervies - w! obtained sor;c information that 

will aid us in deciding" the kind oX innovation's we can in

troduce in the se,'vices. The poi oed char.ges consist in 

what the respondents inc:'ate( wouid -inCeasO thvir parvici 

pation in the pjovram. Once "zhe c-zes are introduced in 

.somo of the clinics, their effectivity will be cvcluated. 

2.- Experimentation with "Cent-o3 do informacion sobro Planifi

caci-n Fami.... Infor-ma.ion CoinLors) that 

will cover the po'ulation which, a!. ipLvio :sly aentionod is 

not attractod by the regular aedical services. The centers 

will educate, infor'a and divc orientation about v'osponsible 

parenthood. 'Loy would also refer patients to the family 

pl.annin- medical suivic-s. 
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3.-	 Avoid non-wanted pre1gnancies. VWebelieve thaC Lho %/omen 

%Vho attend fam ily planning services, are, in mo: t Ch 

cases, ready and willing to stop having children. Very 

ofton such desire appears only after the birth of the 

sixth or even the tenth chaild. wh en the mother i.3 in hur 

late thirties. With the 'amiiy Planning In1forl,antion Con 

ters our aim is to intervene on time, particularly in the 

case of teen agers, proverty-level women who have already 

had children, andtose who might get preg4nant before they 

are 18 years old, especially when they are single. 

4,-	 Educate men -.nd g-randparents and turn them into family plan

ning positive a.ents. As it has been demonstrated, those 

people are negative factors in the woman's decision about 

family planning. 

5.- Dy educating the masculine population and by dispensing 

condoms, we will attain, in a cowollary, the provention 

detection.of venereal doseases and aid. in its early 

6.-	 Training of medical and para-medical porsonnel in now edu

cational techniques in family planning services. 

of effocts 	 techniques.7.-	 Evaluation the of the new 



'M'TO EXERIM"XNTAL 2:oDITLS 

To accomplish the action and demonstration objotives, we will 

foccus on two different types of models.
 

A medical model, which will try to introduce innovations 

in some of the Health Units.
 

A non-medical model, called CENtRO DE INFORIA,:ACION SOI3RE 

PIANIFICACICN FAhMILIAR (Flamily Planning Information Con-. 

ter) which will aim to educate.' and offer non-medical 

services.
 

The baseline for the design of innovations introduced in both 

models will come from the inforzation collected in the interviews 

(first phase of the project). Knowing the Jactors that would contri

bute significantly towards more ef'ective Za.-ily planninj, or identifing 

those factors that generate passivity or resistance to the services, we 

hope to dosign programs that will be more useful to a larger number of 

patients. In order to do this we must get the feed back infor;,ution 

from the Behavioral Sciences Center, who will do the analysis of the 

data gathorod in'the survey.
 



A.- MEDICAL MODEL 

to find out what women of re-
Several questions in the interview aimed 

think about the Family Planning Services, presently
productive .age 

respondents suggostions, we 
offered by the Health Units. ]Eased on the 

hope to introduce some innovations for more profitable 
Family Planning
 

Programs.
 

In the manual tabulation of some interviews, 
we'found suggestions
 

like the following: 

the method shefreedom to chooseThe patient should have more 

wants. 

ir.ore -.nforsmatiof should be
be more divulgation;To/should 

Family Planning and contracoptivo ruthods.
offered on 

with the patients' needs. 
Consultation hours should coincidc 


does the pelvicwhen the physicianshould be presentA nurse 

examination.
 

more punctual.
Doctors should be 


the need to dedicate greater educational 
Many other answers point out 

the need to inten''c have foreseento i'amily Planning; therefore.offorts 

sefy or introducc educational type activities, 
and activities which will
 

intorpe'sonal relations.involve face to face 
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It would be ideal to introduce a Community Educator in each one theof 

experimental Health Units; considering the financial stituation of the 

Ministry of, we thinkc it will be enough with the training of medical
 

and para-modical 
 personnel in the new techniques of the services. TIis 

will be accomplished by the "deionstration team". 

The demonstration team will consist of: 

a) A doctor: who will be responsible for the training of medical 

and para-medical personnel in contentthe and type of lectures 

to be offered. He will emphasize the type of consultation to 

be offered, the need to motivate the patient before the pelvic
 

examination, the necessity of the 
nurse to be present during
 

the examination, the need to explain theto patient what a ci

tological exam andis, some other functions tho physician is 

usually responsible for in a Family Planning Service. This does
 

not simply consist in the mechanical insertion of an IUD, pros

cribing some pills, but in the em:)'/nasis of the educational 

aspects of the service, giving it the human aspect it should 

have. '1tis physician will work for the projoct 10 hours a week, 

and must be able to visit the expc:l;ental Health Units. 

b) A community educator who will be responsileio for the training 

of the nur'so and nurse's aid in educational loctures, sinall 

groups moetin-s, homo moctings, follow up p,ocedurcs and statistics 
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C) An assistant who will provide tho necessary material for" ioctures; 

he will use and administer. audiovisua. oquipment and other ucdl

cational materiall He will train personnel in the usc of this 
I 

material.
 

Innovations in the Family Planning SOrvico 
 will 	be accomplished through:
 

i.- Follow up
 

a) 	 To continue and intensify the visits to homes of patients 

",.ho have missed appointments and introduction of rnw 	appoint

ment 	methods, trying to get the patients to return to the
 

utilization a0 the services.
 

b) 	 To make short investigatory interview/'s, and administer 

bhort questionnaires designed by H-UR, in order to find out 

th. 	pationtts'opinion about changes introduced. Submit
 

the writen reports.
 

r.-, Infoiprnion and Community Education 

In order to inform, and as far as possible educate the community 

on different topics such as 
the Physiology of Reproduction, Human 

Sexuality, Responsible Parenthood, Contraceptive Methods, and Ve

roroal Dosoases, advantage must be taken of the already existing 

rocourcos. Through movies lecturo,pannel dlscuusions, 6mall 

group meetings and home visits- the community eoucator will try 
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to convoy, relevant direct information to the comunity. 

Such activities will be for both males and females over 

fifteen years old, and will take place proferibly at 

night.
 

Small group meetings:
 

These meetings can take place in the neighborhood homes, the
 

Health Unit or any other appropiate place. Mhe filing index of inter

viewed patients in each area kept by this office will be oxtremaly
 

helpful. Wo also have a listing of the patients who said were willing
 

to part.cipate in these activities. These activities have proved to 

be extremely helpful in allaying the patient's and ,. ;her participant's 

.fears and anxieties. In these meetings not only womiien of reproductive 

ago (actives, drop-outs and never beens), but men and C-:'.ndparen's par

ticipate. Tue nurse and/or the community will be taken and the addresses 

of the participants will be kept for follovw-up.
 

TECHINICAL AND ADMINISMATIVE CHANGES: 

Another group ef this interview items aimed to find out about 

procedures in.theoservices. As soon as the objections are analizod
 

-they are presently being processed- they will be given to the Director 

of the Population Office; in tuvn he will pass them, through the modical 

coord~nator of the demonstration team to the Director of the Health UnitS 

boing studicld. 



We assume that suggested changes will be oriented towards the 

fulfillment of minimal expectations, such as: to be treated kindly by 

the clinic personnel; to have more privacy; not to wait long; to receive 

some information, or, at least some explanation about the purposes and 

procedures of a pelvic examination or citological exam; 
to got more in

formation about contraceptive methods; consultation hours according to 

their needs, etc.
 

The demonstration team community educator will train the family
 

:planning nurse -in follow-up procedures, statistics, educational lectures, 
small groups meetings, etc. so that she 
can continue these activities.
 

HUR will pay the nurse for those services which do not follow under her
 

regular duties.
 

A particular month has been chosen in order at each one of the
 

five clinics in which innovations will be -introduced (see work schedule). 

For a month the demonstration team will train the medical andinra-medical 

personnel in tle techniques ., be introduced; then the demonstration team 

will withdraw, but the Health Unit personnel will continue with the activi 

tios introduced . Obviously th~y can always count on 
the help and coordina

tion of the domorstration team a.ad HUR's office personnel. 
 HUR will re 

quiro monthy activity and progres-' reports and statistical data collected 

Insof'ar as possible, HUR will pay over time for this work or will send a 

community educator to do colaborato with those activities.
 



- 10 -

B.- NON-AIEDICAL MODEL 

It has been pointed out that, regarding family planning, the medical
 

clinics are either not sufficient to take care of all possible patients,
 

or are rejected by part of the population, on account of ignorance or
 

some cultural patterns; let us take, for instance, the busband who does 
not let his wife go the clinic because he does not want her to be examined 

by a doctor, or the woman who refuses to have a pelvic examinatior or, is 
afraid to take the pill or have an IUD inserted. Besidos, the efforts 

made by the Health Units do not reach a great part of the populatio,
 

among which we could name: 
 a large part of the masculine population,
 

teen agers, and mainly those sexually active girls who still have not
 

gotten pregnant for the first time.
 

The action and demonstration part of the program in the non-medical cli

nics aims to reach the types of people previously mentioned. 
The mecha

nic to reach them, initially, will be:
 

1) Meetings at Center or the ifighbourhood homes. The Commu 

nity Educator should make the necessary contacts for these 

meeting; 
she should talk to people who are willing to cola

borate in getting some friends and telling them about the 

ktind Pf meeting,place, time, lecturers, topics etc. 
Corn 

munity leaders and the activities the community has will 

be taken into acount when organizing such meetings.
 



In these meetings we will use audiovisual raterial and
 

literature published and made available by the Costa Ri

can Demographic Association and other institutions. We
 

believe that showing movies and slides will attract the
 

public's interest, and that a demonstration of how to
 

use different contraceptive methods will reafirm knowledge.
 

2) 	 Find a good follow up system for the participants at the 

meetings. Keep the people interested in current activities 

and demonstrate to them that their presence and participation 

is essential for the development and success of the Family 

Planning Information Center.
 

3) 	 The information Center aim is to orient people towards the
 

medical services. Special cards will be made in order to
 

refer the patients from the Center to the Health Unit. The 

person in charge of the referral of patients must motivate
 

.and convince them, so that when they get to the unit, the
 

doctor will offer fast and efficient service. 

4) 	 At the beginning, the Centers will be opened in the evenings. 

We believe the evening hours will be the most convenient 

ones 	for our type of patients, especially for house, wives
 

and 	people who work.
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5) A community educator will be in charge of each center; she 

will give orientqtion and information on contraceptive method 

reproduction, responsible parenthood, and general explanations 

on family planning. She will also dispense mechanical con 

traceptives such as condoms, jellies and foams, for which 

only a good explanation of their use 
is needed; the medical
 

examination is not required in such 
cases.
 

6) The action plan will be supplemented by educational lectures
 

on topics of general interest such as Nutrition, Childcare,
 

Prevention of Venereal Diseases, Early detection of cancer,
 

etc.; the lectures will be expercin the various fields. 
 No
 

doubt these activities will aid in attracting a larger number
 

of people to the Center, as well as 
to make it well known in
 

the community.
 

ORGANIZATION
 

As pinted out elsewhere, this proyect aims to experiment with 
two
 

more efficient models in the family planning services. 
We hope that once
 

the effectiveness of the program is proved, the Health Ministery will in

corporate it into its regular family planning programs.
 

Since the second phase of the program consists of offering family
 

planning services, the responsibility corresponds to both IIUR/CESPO and
 

the Ministery of Health Population Office, through its Director 
. Obvious 



ly, some other institutions such as the Costa Rican Demographic Associa

tion, the Fam,-ly Orientation Center, Social Wefare, amoung others, will
 

indirectly participate, as collaborators.
 

Mhe Director of HUR/CESPO will act as Director of the project. All 

personnel working for the project will be paid by HUR/CESPO and will be 

under the orders of its Director. However, the medical and para-medical 

personnel of the experimental Health Units will depend, in technical mat

ters, on the Director of the Ministery of Health Population Office.
 

All decissions about introductions, activities, changes, innova

tions and demonstrations in t'e clinics must be reciprocally communicated
 

between both the Director of HUR/CESPO Project and the Director of the
 

Health Miniistery Population Office. All activities to be introduced in
 

the medical clinics must be approved by the Director of the Population 

Office. All activity reports writen must be sent to both the Director of
 

HUJ/CESPO and the Director of the Population Office.
 

The Director of the Population Office will confer authority to
 

that changes
the demonstration team medical coordinator and HUR Director so 

can be introduced.to the Family Planning Services at the experimental Health 

Uni td.! 

RECOURCES:
 

HUR/CESPO will cover expenses caused by extra personnel or ovor
 

time requised by the innovations introdusod at the Health Units; it will 

VI 
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also 	pay for all activities at the non-medical models. The Ministory
 

of Health will provide, form its own resources, educational and infor

mation materials, medical and mechanical contraceptives and the physical
 

plant of 	the medical units being studied and furmiture. IIUR/CESPO will 

rent or 	borrow the physical plants for the Family Planning Information
 

Centers 	 (non-medical models), 	 and will supply the furniture during the 

year 	HUR participates in the program.
 

a) 	 Necessary recourses for the functioning of a Family Planning 

Information Center. 

1-.-	 -Physical Plant: an office with enough space for a large 

conference table and chairs; a shelvesdesk, for educational 

material and a closet for storage of equipment and litoraturo. 

If possible, it is preferable to have a small room or cubico 

for private conversations. It would be advisable to hiave the
 

Center close to an auditorium or conference room.
 

2.-	 Location: The Center should be located near some other communi

ty organizations, so that their resources 
can be made available
 

This 	would let us be close to groups that function or gather 

there, such us youth groups, boy scouts, mother's clubs,
 

sports' groups, etc. We are interested in informing such
 

groups (or specific occasions) about responsible Parenthood
 

and Family Planning.
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We assume that such groups gather there because of common
 

interests and that, maybe, it would be difficult to got
 

them together in order to talk about Family Planning, be

cause they might not be interested in it.
 

3.-	 Furniture and Equipment (for cii center) 

1 desk and a chair 
1 large conference table and 10 
1 typewriter 
3 AUIPO filing books 

shelves 

blackboard 
1 filing cabinet (for cards) 
1 : -table for typewriter 

chairs
 

4.-	 Mechanical Contraceptives: We will keep in storage a ir
 

large enough supply of condoms, Jellies and foams (that
 

the Population Office will get) to. distribute among clients.
 

Inventory will be kept of the quantity of contraceptives
 

in stock, as well as a record of who they have been given
 

.to.
 

5.-	 Printed Material: This will be provided by the Population
 

Office form material it gets from the Demogrophic Association
 

and other sources, its own publications as well as the ones
 

of our design. Stationery will be supplied by HUR/CESPO.
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6.-, Educational equipment. 
 (for each 
 center) 

Slide proyector and 1 set of slides
16 nun
2 movie proyector
ItFamily Planning Methods ' demonstration 
set
(from Ortho Pharmaceutical 


1 , Company)
Female pelvic model
1 (plastic)
Set of visual aids 
("Concepto de Planificaci6n 

miliar")I Sets of posters 

Fa

("Que es Planificaci6n Famliar") 

7.- Movies: 

Que es Planificaci6n 

Familiar?
Planning?); -Walt Disney's, 

What is Family
color; narrated inSpanish; optical sound; 
20 minutes. 

" 
 Famillas Planeadas 
 -• Planned Families
narrated in Spanish; optical sound; 

-, color,
 

15 minutes.
 

La Reproducci6n 

Humana 


color; 
- - nun Reproductionnarrated in Spanish; Optical sound; 

.. ,
 
21 minutes.
 

Una mujor y dos dostinos - A woman and two dostiniusblack and white; Spanish; optical sound.
 

Aborto 
- Abortion -; color; Spanish; optical sound.
 

And any Other movies which might be relevant to 
topies of
our interest. Movies and movie projectors will be lent by
 
the Ministry.
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8.- Personnel: The demonstration team will colaborate with 

activities at the Family Planning Information Cntors, but 

at least a community educator and a janitor are needed.
 

a) Duties of the community educator in charge of the center: 

Organizo, home and community meetings 

- Organize and give lectures in the community
 

Keep all files and necessary statistics
 

Folow up home visits 

Refer patients to 
the Family Planning Services in the
 
Health Units, Pre-natal services, Venereal Desoase Control
 
or whenever it might correspond.
 

Write monthly progress reports and activity reports; 
send 
copies to the Population Office and the HUR/CESPO Project.;
 

-, Keep inventory of educational material and contraceptives
 

in stock. 

• " Secretarial type work at the Center. 

-, 
 Write montly work programs and get the lectures. The pro
gram have to be aproved by the HUR Director at the beginning
 
of ehch month. 

The community educator will work 44 hours a week, varying
 

her schedule according to the events that are taking place,
 

for instance at nights or during week ends.
 

b) Duties of theJanitor:
 

Do all errands
 

Keep the office clean



Keep storage records of ed'cational material and
 
contraceptives in stock.
 

Answer the phone, take messanges and take care of the

office when the Community Educator is absent.
 

b) Necessary recourses for the functioning of innovations in an
 

Experimental Health Unit.
 

As it has been mentioned before, and according to the work sc
 

schedule, changes will be introduced in the following clinics with the
 

following schedule:
 

Claret in February;
 

Cinco Esquinas in March;
 

Alajuelita in April;
 

Santa Cruz in May and
 

Nicoya in June.
 

During the corresponding month the demonstration team will be
 

introducing the"innovations and the following month the clinic personnel
 

will continue the activities introduced. Therefore, it is absolutly
 

necessary for the physician and the rest of the demonstration team.to
 

be able to travel to 
the Center on specific ocassions during the 
corre

sponding months. 
 The physician hired for the demonstration team will
 

be trained inNbith Carolina for a week and visit the Family Planning
 

Centers that our counterpart (Behavioral Sciences Center) has in USA.
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a) Physician: 

Will be the some one who normally works at tho 

Family Planning Services at each Health Unit, if tho Ministry 

does not decide to change him. If necessary, the Ministry will 

change consultations hours and techriques used, as suggested by 

the results of our study. This does not pre suppose any extra
 

expenditures.
 

The nurse (or nurse assistant):
 

Will be responsible for the follow up, divulgation,
 

community education and small group meetings; 
she will be paid
 

for over-time, with a maximum of ten hours a week.
 

0) Audio-visual and writen material:
 

The same as used by the Family Planning Information 

Centers, it will be supplied by the Ministry.
 

d) Stationary:
 

Will be supplied by the'Minist,ry.
 

V1 EVALUATION 

The HUR/CESPO personnel will systematically evaluate both models 

described in this project. The final evaluation will be submitod whon 

the contract is over. We will use the following wvaluation sources: 
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Shorts periodic interviews with "activus", drop-outs and 

people who have participated in our activities, in order
 

to find out what they think about the innovations intro

duced. A short questionnaire will be used in order 
to
 

mesaure quantitatively their opinions in the areas of.
 

inte res t. 

2.- Statistical analysis before, duiing and alter variables
 

are introduced insofar as possible we will study variations
 

in fertility rates in those areas covered by the project. 

3.-
 We will measure frequency of consultations, trying to es

tablish 'a relation for the fluctuations and the variables 

introduced by us (or form abroad).
 

4.-
 We will analyze quantity Of contraceptives used by the
 

area population, in terms of the quantities desponsod by
 

the Centers and those supplied by other agencies (with
 

or without medical prescription.)
 

5.- We will analyse the reports writen by the community educa

torp. Other types of evaluation will result from the
 

process.
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PHASE I: INFORMATION /rK,,,,
Da n .l on a e 

Director, ',rojecuUR 

ANNEX I "ADDE]uUM G
 

RELIABILITY OF SOME SOURCES OF INFO1,
MATION IN AID/csd-2512"
 
FAMILY PLANNING
 

General Description:
 

This brief work on reliability of 
some sources of information in family
 

planning comes 
directly from Project HUR in collaboration with che Unit 
of
 

Evaluation of CESPO.
 

The material presented here is almost textual infoi-mation selected and copied
 

from the report presented by the Behavioral Sciences Center
1 

with the supplementaLion 

01: some specific material produced by the Project HIUMin Costa Rica. When possible,
 

the sources of information will be given in order to differentiate between data
 

and the interpretation given to it.
 

Sources of Information:
 

1. 
The basic material of Chapter 1, "Reliability perceived in the sources 
of
 

information in family planning," pp. 150-164 of the Bowman Gray report was 
selected
 

from and worked with liberally. 
 In order to acquaint the author with the terminology,
 

we will give a brief description of the sample study which gave us 
the information
 
2 

on which we base our present analysis.
 

The collection of data took place in the first semesL-t.r of 1970 in six
 

community clinics: Alajuelita, Hatillo, Claret, the metropolitan area of Cinco
 

Esquinas and Nicoya and Santa Cruz in Guanacaste. Four strata were designed .or 

the sample: First, women who were using the programs of Family Planning- in their
 

corresponding Unidad Sanitarias in the mentioned areas. 
 These women we have termed
 

"active." 
 Secondly, women who use the services of Family Planning in their respective
 

Unidad Sanitarias, but who later dropped out. 
 This groui we call "drop-outs.
 

Thirdly, women in the fertile age, sexually active, who know of the program but who 

do not plan in their respective Unidad Saniarias and which we will call "conscious 
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non-users." Fourthly, sexually active women, in the fertile age, who do not know
 

of the program and who consequently do not plan in their respective Unidad Sanithrias.
 

This last group we call "non-conscious non-users."
 

2. in the Project HUR of Costa Rica, there has been a collection of data, beginning
 

in February and taking in the six Unidades Sanitarias of the study. Information on
 

the factors which motivated or made the new patients decide to come for consultation
 

in family planning was collected. Every new patient who came for consultations was
 

interviewed by the nurse who collected in a sheet, amiong other things, information 

dealing with what motivated the patient to come for consultation. It is necessary, 

however, to make it clear that this information which was collected until July cannot 

be absolutely reliable because the excess 
of work of the nurses did not allow them
 

to give all the time they wished to this activity plus the fact that they were not
 

trained for the collection of data. Therefore, we should expect a bias in the answers.
 

In order to correct this problem, personnel of HUi who are trained for the collection 

of data, are dedicating themselves to this activity, bCJ1nniiL, in December. 

General Analysis of Some Specific Sources; oT Inf-,-*... ::on 

Tn this occasion, and due to limited pace, we will solely present examples 

in three tables, their analysis, and finally the conclusions which appear in The 

chapter of Bowman Gray's report previously mentioned. We will then add the impressions
 

of the officials of HUR with the supplemented information as a base.
 



Table 67: Percentage Distribution of 
the Sources of Information
 

in Family Planning in Order of Reliability
 

*±Ratini: (-=lEv) 

orn'C C" Ojc C,~
12u0 TOTA L~.~ 

C z 

Pcioam1n~ono coriocido . 73.7 20.2 3.7 1.0 1.1 1.i 100.lNO co-nocido personalnlcrito 54.3 22.1 7.0 5.1 9. 5 1.2 100.0 

-Poron:ai,;cnt conocidn G2.4 23.2 G.21 2.2 0.9
2.1 5o. 9
No conocida Pcrso'al-;onto 43.9 23.6 6.7
10.1 11.7 0.9 99.9
 

1,.,w,,
..... conocido 31. 33.1 11.6 6.2
Co oc d 4.3 1.2 100.0No coocido porson~alimonte 25.7 4.3oalI.' I 0.
30.2 15.2 10.6 17.1 1.3 
 100.1
 

?'rsona ! o conlocido 36.1 32.4 13. 7.9 .3 1.5 1.00.0No conocido plorsonlalmonto 26.3 
 29.5 15.9 10.5 16.7 1.1 
 100.0
 

Pe 1raontc conocida 33.2 29.3 11.7 13.3 i1.5 
 1.0 100.0
No conocida porsonaionte 20.1 21.1 15.4 14.2 20.1 1.1 100.0 

19.9 ' 20.2 1".7Ami-gos in' imos 1:.2 1.2 100.1
14 23.0" 12.3 
 1 . 5 20.2 .2 9D.0Vocinoj : , " 
 11.7 
 1G.7 17.6 17.7 35.2 i.1 100.0
Co :u:icci aad::ass
 
Rivizas,1anflozosoaotinos 
 18.5 32.4 22.0 11.7 11.6 2.9 99.9Tolovisi6n 
 17.6 37. 22.C 
 11.5 G.6 
 .G.3 100.0
Radio 
 17.6 34.0 24.2 14.4 
 8.0 1.7 99.9
Pori6dicos 
 12.6 30.6 
 26.j 16.3 10.9 3.1 00.0
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Table 67 shows the complete distribution of the given answers by the women 

of the sample with respect to the questions on reliability of various sources of 

information in Family Planning.
 

The results from table 67 suggest some interesting ideas which should be 

analyzed. For example, and as 
is expected, the professionals who are personally
 

known are considered as more reliable sources of information than those who are 

not personally known. 
The doctors and nurses are considered as the most reliable
 

source of information, followed by teachers who are in turn followed by religious
 

ministers (Catholic or other denominations). It is important to note that these
 

people are generally the most important formal leaders of opinion in the community.
 

The data also indicates that the family members, close friends, and neighbors' 

are not particularly considered as 
trustworthy sources of information. In fact,
 

more than 40% of the answers place the close friends and neighbors a; unLru.t;Lwortiy 

sources of information. Due to the fact that family members, close friends , and 

neighbors are generally thought of as trustworthy sources, these findings deserve 

a commentary. 
These findings could be due to the fact that a distinction needs to
 

be made between sources of information and sources uf motivation in Family Planning.
 

In consideration of this latter distinction, we shall refer to 
the recollection 

of data which HUR CESPO has made of all the new patients who have come to the Unidades
 

Sanitarias of the study since February.
 

The following table collects the information dealing with who influenced the
 

patient to decide to consult Family Planning.
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The previous table should be considered in the light of the theory which
 

considers the function of the information with respect tu the adoption of new
 

ideas or practices in the following manner:
 

1. Phase of consciousness and collection of information:
 

In this phasQ the patient who is interested in Family Plannning 

basically receives the information from the mass source of information
 

(radio, television, written material) and the degree of reliability
 

which is attributed to each is very important.
 

2. Phase of Evaluation:
 

in this phase, the patient evaluated the information received. The
 

family members, close friends and relatives, who function as the
 

filter and transmitter of the evaluated information, actively
 

participate. In this phase, the patients report having received
 

information from person to person (groups, friends, family, 

discussions, etc.) 
 From this source, the patients make the decision
 

of trying the new idea or practice.
 

3. Trial Phase:
 

In this phase, the information comes basically from the ptrsonal
 

experience of the patient, other sources vary in influence.
 

4. Adoption Phase:
 

Once the patient has decided to 
adopt the idea of practice, the exterior
 

sources have a minor role; 
the personal experience and satisfaction
 

seem 
to be the most important factors in the continuation of the
 

practice or the new idea.
 

The results of the previous table seem to correspond with the previous theory
 

in that the new patients who come for consultation (phase of trial) have been helpful
 

in the evaluation of the information and 
to decide to come to converse (face-to-face
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relation) with friends, family and neighbors. It is also to be noted that the
 

radio (although classified asa 
 not too reliable source) seems to be a very 

important source of motivation. The interviewed patients placed this source in
 

the first place along the influence scale. 

It is 
to be remembered that the leaders of opinion receive the mont information
 

from the sources of mass communication and are 
more ready to accept new ideas 
or
 

practices. 
It could be that in the Family Plannning Program of Costa Rica, we have
 

not as 
yet sufficiently stimulated by means of face-to-face relations within groups
 

of equals (activities such as discussions, reunions in the homes, etc.) which as 
it
 

was said,in theory motivate more in a second phase than in that which is 
previous
 

to "trial," the "adoption". One the other hand, ,t could be that we are still 

attracting and receiving a group of patients of the type of "leaders of opinion"
 

who are 
attracted by massive communication and that we are not reaching the group
 

which needs the information by means 
of the leaders of opinion and transmitted by
 

the social environment (face-to-face).
 

This point of view implies that the most important factor in the communication
 

among friends, family and neighbors, is not the quality of information but rather
 

the negative or positive reinforcement which accompanies the communication. 
At the
 

moment in which an individual is evaluating 
Family Planning, the constant interaction
 

with friends, family and neighbors constitutes an important source of information but
 

not necessarily a reliable source of information. 
From the point of view of the
 

women of the samples, this information is better obtained tX ough mass 
communication.
 

The results dealing with mass communication suggest that tie sources of newspapers,
 

television and radio are considered as 
sources of information which axe moderately
 

reliable. A little over 50% 
of those who responded, consider these 
sources to be
 

completely reliable. 
The newspaper, on the other hand, is 
a little less trustworthv.
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Table 68: Percentage of Answers Indicating Complete Reliability

of Selected Sources of Information in Family Planning in Accordance
 

with the State of Use.
 

Fuonto do Infoir-Ici6n 

Doctor
 
Conocido porsonalmonto 
No conocido porsonalmonto 

Conocida rorsonalmCnto 

No conocida porsonalmonto 


Conocido porsonalmonto 

No conocido pcrsonalmente" 


S'ccrdote
 
Conocido persona In;onto 

No conocido porsonalmento 


pgC.ro 1Conocidi porsonalmento 

No conocida porsonnlmonto 


'20oi cs10.3
1Pc ;on~iamii a 

Amigos intimos 


Vocinos 


Conunicaci6n dO :nasas 
Rovis t Sootinos, Panflotos 
Tolovi .i6n 
Ra dio 
Poei6dicos 

. ... ,,. . .
 
Activa 


N=519 

76.7 

50.5 


64.2 
43.0 


35.1! 

20.6 


33.7 

22.0 


32.2 


1G.G 


12.3 


8.9 


22.0 

10.3 

1I.0 
12.1 


Estado do 

..... .... 

Abando 

no 
N=23 

72.1 
50.5 


56.9 

40.6 


39.6 

24.4 


34.6 

23.7 


27.6 

15.2 


20.1 


!.5 


11.3 


21.0 

10.320.D 

20.5 
14.8 


Utilizici6n 

1... No usua
n con-, ia no . 

cic*'td . c,....conci:nto TtCrA L 
" X:-383 _ 149, 

73.9 CG. 73.0 
62.1 54.3 54.3 

67.S 57.8 62.4 
55.6 40.2 46.9 

'7.5 32.0 30.6 
36.0 22.0 25.7 

40.0 36.7 36. I 
33.4 27.2 26.3 

40.7 30.7 33.2 

28.2 20.1 20.1 

121. 9 19.813. 

10.3 12.5 14.4 

1S2 11.5 11.8 

10.6 . 18.5 
17. 

21. 11.2 17.6 
16.2 7.0 12.6 

A Un 1C010% os posiblo para cada casilla. 
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The most significant difference in the state of utility shown in Table 67
 

is in mass communication. The unconscious 
 non-users consistently evaluate the
 

means of communication of the mass as a source of information on Family Planning
 

lower than the active and conscious non-users. It is possible that this difference 

is partially due to the lack of knowledge of the unconscious non-users. They also
 

have less knowledge of the contraceptive methods and reproduction. Therefore, they
 

are in a difficult position which does not enable them to check the information 

given by mass communication with other sources. 
 Belated to this latter idea, it is 

also significant to note that the unconscious non-user women evaluate the personally 

known doctor lower. If this speculation is correct, the low evaluation which
 

these women give to mass communication and to professionals, suggest the necessity
 

of more than one source of information in Family Planning for the women who have
 

not knowledge of the services of Family Planning.
 

Conclusions:
 

In general the results indicate that the most highly evaluated sources of
 

information are 
those which we may call formal leaders in a community. Doctors 

and nurses are the most highly evaluated with respect to rceliability followed by 

teachers and religous persons. The following source is mass communication. Within
 

mass communication, magazines and bulletins are considered to be the most trustworthy 

by a high percentage of women. All of the means of mass communication, with the 

exception of newspapers, are considered to be completely trustworthy, or trustworthy 

with little doubt, by more than 50% of those interviewed. 

Friends, family and neighbors have a low reliability as a source of information, 

bu on the other hand, they appear to be strong motivators for the patient deciding 

to come for consultation, that is, to adopt the new idea or practice.
 

In its report, Bowman Gray recommends, we believe with much tact, that HUR 

should intensify mass commuication, for it is 
the most economic means and which
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takes the most information to a greater number of persons. 
Adding something to
 

this line of thought, in HUR we suggest that this material include three principles:
 

one that the reliability of th; written and radio material be raised by using the
 

figureS of authority of the doctor, the nurse, and the religious persons. Second, 

that the message sent be reinforced by the principle of "multiple sources," that is 

that the message be associated in one instance by a figure of authority and in
 

another instance by annther figure. 
Third, that the writtefi material reach the
 

leaders of opinion who have shown to read the most, inform themselves more and
 

retain nore in order to later pass this information within a group of their equals
 

and to motivate them towards it. 
 One should not confuse the formal leaders of
 

opinion with the group of equals 
-- who are motivators. The formal leaders of
 

opinion are of a higher status and are not necessarily the motivators, but have
 

a high reliability. 
This last group functions in the first phase of consciousness,
 

and collection of information; but the finest, .in the sezond phase of evaluation.
 

The contacts which CESPO has established with the community leaders who function
 

in groups of equals could be an important way of giving out this informatinn.
 

On the other hand, in HUR we think that it is important to promote the
 

meetings in the homes, with couples, single women, friend 
, etc, in order to
 

discuss and form the evaluation as a previous step to practice and trial of the
 

new practice or idea.
 

In order that the third phase of trial and practic.e and the fourth of adoption
 

be effective, it is necessary that the patients be satisfied and that their behavior
 

be reinforced. Therefore, it is necessary 
to design services which fulfill this
 

necessity. The following report in this series will be on 
the changes and
 

innovations in clinics and administration which our study indicated would raise
 

participation and constant use of our 
program.
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PHASE II: EVALUATION OF INFORMATION, OPINION-MAKING, ATTITUDE-FORMING
 

OBJECTIVES
 

1. 
Find where the method of conscious producing helpi to accelerate the process
 

of formation of opinion and actions dealing with family planning.
 

2. Measure the effectiveness of the method used so 
that the women who use
 

family planning. will continue to use it. 

3. Reach the point in which the members of the circle think, analyze, and having 

come to a conclusion, act accordingly. 

4. That the members of the previous "piaxis" culture come to a conclusion and 

act accordingly.
 

Draft:
 
Conscientization Program (?)
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DEVELOPMENT OF THE PROJECT 

it is 
composed of three fundamental phases which are sub-divided into phases
 

and 	 these in moments. 

I. 	 FIRST PHASE 

Primarv Investigation: 

a. 	 Investigate and determine those topics which form the "Universal theme." 

Object of the investigation is to kno%. how the individuals think. 

First Phase 

"Existential Codia" - to code the existential strategic situations which 

interest the group.
 

a. To limit the area in which to work with and which later will be visited.
 

b. Collection of biographical data.
 

c. Exploration of the area; personal knowledge of the area, of its physical
 

and human characteristics, locating the existing institutions, the ways
 

of the people, their behavior in different activities, their language,
 

their 	work.
 

d. Collection of the observations made in the vieetings with the various
 

observers, in order to determine the existential situations which should
 

be photographed or drawn.
 

These scenes will be the existential codings.
 

Second Phase
 

Existential Coding
 

a. Election cf 
the 	groups which will participate in the "Circles of Investigation"
 

b. First dialogues with the directors of the institutions already located
 

and observed.
 

c. Realization of the meetings %ith 
the groups in order to finish the
 

decodification.
 

The method used here is 
that of projective dialect (discussions dialogued
 

according to a projection)
 



-3

d. Collection of material related to all the meetings, transcription
 

of this material, in order to determine the "Universal theme" of the 

community. 

Third Phase 

Verifying the Results 

Once the material is collected, the route for the interviews shall be
 

organized with the end result of cowiparing the results already obtained, 

no-
 and through the indirect instrument. 

II. SECOND PILSE 

Eminently Pragmatic
 

It deals with the limitation and organization of a "Universal theme," suggested
 

in the First Phase of Investigation.
 

First Phase 

Analysis of the themes of the different specialists. The significant themes
 

ought to be distributed among the different specialties, without this signifying 

that the elaboration of the program be made in a "Stable department." 

Second Phase
 

Thematic Reduction 

The specialist looks for the fundamental nucleus of its theme. 
At this moment,
 

the necessity to bring out fundamental themes have not been suggested. 
For the
 

better comprehension of the suggestions could be recognized.
 

Third Phase
 

Thematic Codification
 

Choose the best channel of communication, simple codifications can be made:
 

visual, sensory, auditory, or composite -- all means at once.
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Fourth Phase 

Putting together didactic material, photographs, slides, posters, literature,
 

films, talks, dramatizations, etc.
 

III. 	 THIRD PHASE 

Eminent P]dago1ues 

After having prepared the material,* the team educators shall be ready to 

aevelop the theme of the town. 

First Phase 

Presentation of the general program of labor, for those who will take
 

part 	in the educative effort. 

Second Phase
 

Decodification themes, from these will come permanent new themes so
 

that 	the education will be transformed on a permanent basis. 

NOTE: The project does not finish in thic phase. The beginning is at 

this point-- the permanent and continued codification and problem-forming 

of the new themes. 

The object of this investigation is not to see man as a "thing", but 

rather as a thought: what he thinks, how he thinks, on which terms does 

he think, what is his view the world. It is not seeof to the family 

as an anatomical piece, but rather its t:houghts, its ideals, its worries, 

its 	themes. 

The ideas can never execute anything, men are heeded with their
 

practical energy, to exist is to create, to educate.
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IMPLEMENTAI[ON 

PROGRAM OF CONSENTIZATION 

Staff 

Berta Rodriquez A. Nurse 

Mariano Vargas P. Doctor 

Manuel Rojas B. Sociologist 

Daniel Gonzalez D. Psychologist 

Universal Themes of the Claret Community 

From the reports of the meetings in the homes of. Claret, various themes are 

seen which seem to be universal in all the communities.
 

Adults 

- Role of father and mother in the family 

- Authority, makes the decisions At home 

- Religious factors 

- Secondary effects of the methods 

Adolescents 

- Anatomy and physiology of reproduction 

c.c. Berta Rodriquez - Nurse 

Mariano Vargas - Doctor
 

Manuel Rojas - Sociologist
 

Archive
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DEFINITIONS 

1. Generator Theme: These are the themes which anyone, with any degree of understanding 

as well as the sort of action produced by this understanding, has the possibility
 

of unfolding into other themes, which in turn provoke new tasks which need to be done. 

2. Thematic Universe: Those themes which come forth in interaction.
 

3. Existential Situation: The recognitinn of the subject (ego) in the object (world) 

and the object in the situation of the subject. 

4. Existential Codification: The representation of the existential situation, with
 

some of its essential elements, in interaction.
 

5. Existential Decodification: The critical analysis of the codified situation.
 

6. Culture Circle: Term which substitutes "school".
 

7. Circle of Investigation: Group of specialists who come together in order to
 

carry on the investigative action of the significant themes. 
At most, 20 persons
 

in each group. As many groups as there are participants should exist. This latter
 

constituting the 10% of the population of the area or of 
a sub-area of study.
 

There
 
8. Dialogue: Communication by mouth between two or more persons. /This is.ot a 

true word that is not a 
 between word and reflection (Piaxis). Conscientiousness
 

should be horizontal, with love, humility, faith, trust, hope. The relation will
 

be "sympathy among the poles searching for something."
 

9. Dialective Methodology: which is projective, or will be descriptive, analytical,
 

progressive, and projective synthesis.
 

10. Stable Department: Place where the findings are deposited in order to not
 

be studied.
 

11. Thematic Reduction: The specialist member of the Circle of Investigation
 

looks for fundariental rucleus which forming themselves into unities of learning
 

and establishment of a sequence among itself, give the general vision of the 

reduced theme. 
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12. Thepatic Codification: It is the re-totaling of the theme, in the
 

presentation of existential situations. 
Here we find the major channel of
 

communication being:
 

Picturesque"
 

a. Simple - Visual Canal - Photographic - Graphic 

Audial
 

b. Whole - Simultaneity of channels 

NOTE: All the representations correspond to existential situations.
 

Never should one be arbitrarily pre-fabricated.
 

13. Thematic Decodification: 
 At this point, one returns to the people -- what 

belongs to them, that is 'their existential situation, using the method of projective 

dialogue.
 

(abridged by Berta Rodriquez, Nurse Supervisor; Minister of Health, Mariano Vargas Pardo,
 

Medical Supervisor, Office of Population, M.S.P.)
 



SUGGESTIONS FOR THE APPLICATION OF THE TERRESTIAL METHOD
 

Once the material is put together (slides, posters, etc.), the group of 

supervisors and coordinators, prepared, trained exclusively for the discussions 

of the situations already elaborated on, the work begins. It should be remembered 

that the material should be put together with situations to be discussed. 

First: Before initiating the "circle of culture" it is recommended that the 

composition and structure of the group with whom one acts be explored. 'lhe 

feeling should be "the circle of culture in which all speak and criticize
 

freely."
 

Second: Motivate the group; 
 Set a date and briefly explain what will be done.
 

One should not define the "circle of culture."
 

Third: 
 In the Circle of Culture - with the group, decodify three or four blocks. 

Ask what is being done. From this discussion, the definitinn of Circle of 

Culture should come forth. 

Fourth: Open the discussion. It can be done in two different ways.
 

a. Classic question - "What do we see here?" 

b. Present a problem concerning an action, a celebrity, etc. of the
 

square. 
The central idea should not be presented immediately. The
 

fundamental idea should be taken apart by the group, the role of the 

coordinator should be that of collaboration (i.e., ask a person why he
 

is there ).
 

Fifth: The coordinator should present a problem to the group, i.e., 
"Why is
 

that man acting in that manner?"
 

Sixth: 
 In order that the group not deviate into too many tangents, the
 

coordinator should proceed in the following manner:
 

a. Holds down the discussion, gives a synthesis in the most clear
 

manner (here a blackboard may be used), pointing out 
the important
 

facts of the discussion. He should give his opinion of the factors
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which were brought out by the group. He should respect the ideas of
 

others.
 

Seventh: In the case that there are persons who refuse to speak, the
 

coordinator should emphasize the -fact that all 
persons should participate
 

so that experiences may be shared, lie should observe 
 the persons whlo do
 

not pa'Li cipate in order to find those subjects which interest them. Once
 

their interest is known, it will be easier to get 
their participation. If he 

speaks to these persons who do not participate, he should do so with great 

delicacy. 
If what is keeping them back is shyness, a direct question could
 

have a negative effect. 

Eighth: If two persons get in a strong discussion, the coordinator should 

tactfully bring in the remaining persons 
as judges. Discussions which are
 

purely personal could be an obstacle.
 

Ninth: It is very important to remember that the coordinator should 

synthesize what has been discussed every so often. 
When possible, this
 

synthesis should be made on a blackboard.
 

Tenth: In order that the conversation not become too specialized, the
 

coordinator should have newspaper articles, magazines, books, etc., 
with
 

him. He should be well acquainted with these references and should bring 

them up for discussion.
 

Eleventh: 
 If one of the members brings out a subject, the coordinator
 

should explain it to the remaining members of the group.
 

Twelfth: If someone asks the coordinator a question, he should in turn, ask
 

the group. 

Thirteenth: 
 If the group wishes to discuss the coordinator's opinion, he
 

should allow it and participate in the discussion himself. 
The coordinator
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should remember that which was pointed out in No. 6.
 

GENERAL SUGGESTIONS
 

If the Circle of Culture is in the form of 
a dialogue, the following fundamental
 

rules should be followed:
 

a. That there be a general, creative participation in the group. The 

coordinator should not attempt to decodify the blocks himself. 
The discussion
 

should not be monopolized by 2 or 3 members of the group.
 

b. The coordinator should always remember that his task is to provoke 

and coordinate the discussion of the group. The discussion should c(me from the
 

group. However, even though 
 he is not the head of the group, he is still part 

of it. 
 He may express his opinion in the following manner:
 

First: 
 When he has created an atmosphere of confidence in which
 

all the members of the group may express themselves without fear
 

of ridicule.
 

Second: 
 Give his opinion as a personal one and not 
 one which appears
 

to be an imposition on the group. 
 Remind the group that they may discuss
 

his opinion and need not necessarily discuss just the block.
 

c. The coordinator should not present material which will be decodified as
 

if it were a guessing game; i.e., Coordinator: "This that we see here is a tree." 

Group: "Tree."
 

d. Once given an answer to any problematic situation, it should 
never be
 

accepted as a definitive answer, but rather a problem theshould be formed from 

answer which in turn provokes 
a new and more profound discussion.
 

e. The coordinator should not confront the discussion with a know-it-all
 

attitude, nor with the feeling that he will lead the discussion in spite of the fact
 

that he knows and the group does not. 



f. One of the conditions of a good coordinator is humility. If a subject
 

arises with which the coordinator is not familiar, he should ask the opinion of
 

the group members; he should also ask them to continue discussing at their homes 

and tell them that he will also. At the next meeting, the coordinator should
 

bring the topic up again.
 

g. The coordinator should not evaluate any ideas presented by the group.
 

An exception is general recommendations. Let the group decide whether the ideas
 

are good or not.
 

NOTE: An important suggestion is that the members of the group
 

sit in a circle and that each person be seated so that he may
 

see and hear the rest of the members.
 

An attempt should be made to make the group feel comfortable, that they
 

act naturally, they should become accustomed to using their first names, an
 

informal feeling. The group should see the importance of the problem being
 

discussed. Interest should not fall.
 

Example:
 

Suppose that in the block which is being decodified, there is a man and 
a
 

dog. The classic question is, "What do we see here?" The group responds, "Two 

hunters," 
 The group should modify the question, but should modify it by introducing
 

a new problem element, saying, "very well, but in which way do they differ?"
 

The answer could so be formed by amplifying or deepening in different ways, i.e.,
 

"very good, but why do they hunt?" The concept of necessity should be produced 

(which provoke work and all the problems connected with it) as opposed to diversion 

(it is not the same thing to hunt for diversion as it for the need of food). The
 

role of diversion in the human life could be seen. 
One could also ask, "Very well,
 

how does one distinguish one 
from the other?" The group could respond, "The man is
 

intelligent while the animal is not." 
 The discussion is then increased. From this
 

point the following subjects may be discussed:
 



-12

1. The difference of differences between a human and an animal.
 

2. From this point, the differences in the lives of these two 
types
 

of beings (the influence or determination, the intelligence, the "type of
 

life" of both beings. 

3. The similaritic<s or differences in the type of work of the two beings. 

4. The differences between the social life of the man and of the animal, etc.
 

As it is 
seen from these examples, the task of prese.nting the problem after
 

having the questions of the group is not so difficult.
 

IMPLEMENTATI ON 

PROGRAM OF CONSCIOUS-MAKING 

Staff: 

Berta Rodriquez A - Nurse
 

Mariano Varga., P - Doctor 

Manuel Ro'as B 
 - Sociologist
 

Daniel Gonzalez D - Psychologist
 

Universal Theme of the Community of Claret 

From the report of the meetings in the homes of Claret, various themes appear 

which seem to be the universal themes of these communities. 

Adults
 

- Role of father and mother in the family
 

- Authority, makes the decisions 
 in the home 

- Religious factor
 

- Secondary effect of the method.
 

Adolescents
 

c.c. Berta Rodriguez - Nurse
 

Mariano Vargas 
 - Doctor
 

Manuel Rojas - Sociologist
 

Archive
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PHASE III
 

SOME RECO>IENDATIONS FOR THE SERVICES OF 
FAMILY PLANNING IN UNIDAD SANITARIAS 

In the previous trimester report, we presented some aspects of communication 

in family planning. In this section, we will concentrate on the field services of
 

family planning as seen by the users.
 

We need to make a synthesis of the theoretic scheme or that on which we base 

our work. 
In the first place, we cannot be sure of who or what motivates the women
 

to become interested in family planning. 
 In the first place, we cannot say whether 

they are the educative efforts which the Natinnal Program has produced or a new
 

phenomenon produced by the change in the family, the change from an agricultural
 

,ociety to that of a pre-industrial one, or produced by a third factor. There are
 

those who feel that information motivates and there are those who negate it. There
 

are those who feel that the program of family planning has caused the decrease in
 

birth rate in Costa Rica; there are those who feel that a pre-industrial society
 

produces mobility, more education, necessitates living in smaller houses (urbanization),
 

an'd so forth. These factors could all contribute to smaller families.
 

For this reason, we begin with the idea that some women, for one reason or other,
 

are interested in family planning. Given this interest, their first step is to
 

become informed, and this information should have certain characteristics. In the
 

previous article, we mentioned some characteristics which seem to be necessary in a
 

program of information as indicated in the previous study. 
 These results were
 

discussed with the Department of Education of the Demographic Association. Once the
 

patient is well informed, the patient should evaluate the information in order to take
 

a position. Sociological studies have shown that the person does not make this
 

evaluation individually. A process is undertaken before making a personal evaluation.
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In this process, there is, for example, the infonmiation which does not reach the
 

person directly, but rather it passes through 
the leaders of opinion, of her
 

reference groups, and is given to her already evaluated. At the same time, the
 

evaluation is on a group level rather than on an individual level. 
With this data
 

in mind, and with the collaboration of the Demographic Association and Public Health,
 

HUR has designed two.activities. 
Meetings in groups for group evaluation and
 

information for the leaders of 
the community.
 

Once the woman has taken a position with respect to family planning, the
 

third step is 
taken in which the woman decides to try or not to try planning.
 

In this 
third phase, of trial, HUR is making the changes in service which the
 

women have suggested. With these changes, we assume that the services will respond
 

to the patients, and that those who abandon the services are those who decided not
 

to continue family planning, that they will not abandon due 
to errors found in our
 

services.
 

Conclusion
 

It is my opinion that in Costa Rica there has been too much preoccupation with
 

the problem of abandonment. This excess could be due to the fact that the true 

causes for abandonment have not been found. 
 In the first place, women who come for
 

consultation, enroll, and never take contraceptives are considered as abandonments. 

Women who take contraceptives for two to 
three months and don't return, or women
 

who have a long history of contraceptives and don't come back are considered
 

abandonments. Each category refers to a completely different situation. 
Many women
 

who come to the clinic for information are categorized as 
inscribed (enrolled?).
 

This latter 
case is absurd for women should not search for an education in a service 

which is clinical . An example of this situation js the fact that nurses give 

information on medical service, when this phase of information and evaluation should 

be made through the community and through reference groups. Theoretically, if we
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improve the program of information and of evaluation, we would not have women 

who search for information through the clinical service, but rather those who
 

would like a trial period. Secondly, in the group of women who enroll and plan
 

for a short period, it is logical to expect some abandonment. This group is
 

merely in a trial period. Those which we should worry about are 
those who abendon 

the program because the service has not satisfied their necessities. Here is where 

we should intervene in order to have a program in accorda.-ce with the necessities 

of the users. By controlling the factors of adequate information, effective
 

education, and a well-planned service in our experimental clinics, we will be
 

able to measure the number of natural abandonments in the National Program.
 

Finally, we should be concerned for those women who abandon our services after
 

a long history of use of contraceptives. Here, once again, we should consider
 

natural abandonment, for fear of pregnancy, for passing the age of fertility, due
 

to medical problems, and abandonment caused by defects in the medical service and
 

of the national, global problem.
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 of chc larger cargec population, contisting
 

of primarily low-income 
 women. One important geographical area,
 

however, 
 was not included in the, sampling frame. Most of the 

Negro population of Costa Rica (less 
zhan five p.ercent of the
 

total population) ij located on the east coas t in the province
 

of Limon. Since there 
 were no government-sponoorj family plan

ning clinics located in Limon at thic e of 
 thu Survey (1970),
 

and sincu himon is is:olated 
 by noun :ains and jungle, this area was 

not sampled. Thus, virtually no Negroes were included in the 

final sample. 

Within each clinic area househoids were randomly sampled, 

and eligible women in each household ',.e.e interviewed. Criteria 

for eligibility were that the women be between the ages of fif

teen and forty-nine, and had experienced at least one pregnancy.. 

Since an importan, goal of th1 Ltudy was to corore women who 

had never attended a family planning clinic with those who had 

attended, a further restriction was that approximately equal numbers 
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of women in each category be sampled. In order to obtain this
 

distribution, th1e 
 total number of intcrviews to be completed in 

each clinic area was determined (on the basis of a total sample
 

of approximately 1500 women), 
and households were randomly sampled
 

in each area until the proper distribution was obtained.
 

Thiz procedure resulted in a 
sample of 1652 interviews, of
 

which 1498 were 
 found to be acceptable. The actual number of
 

cases included for each analysis in 
 the present pap ar, however,
 

varies so;aewiat due to imcomplete responses 
 on specific questions. 

Definition of Variables. ' Thee subjects were asked to evalu

ate the credibility of the following 
sources of information o 

family planning: 1) doctor, 2) nurse, 3) 
school teacher, 4) clergy

man, 5) midwife, 6)friends, relatives, 
and neighbors, and 7) the 

mass media. The question was worded as follows: 

If you heard some informaion related 
co family
planning, 
how would you consider the reliability 
of the following sources of informaZion? 

The women were asked to rate 
each source of information along a
 

five point Likert-type scale ranging 
from comrpleiely reliable to 

completely unreliable. 

As noted earlier, the women's zesponses were also examined
 

by selected social and 
psychological charac 
rcistics. The results 

of controlling for six variables are shown: I) race/residence, 

2) age, 3) church attendance, 4) 
clinic status, 5) evaluation of
 

family planning scale, and 6) an internal-e.ternal control s-ale.


The method of measurement for .ir'st three variables is evident 

from the catcgorics presented i.: Table 3. 

2 
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Women were placed in four catgor ies of clinic s tatus 

Those designated as active,; were women who were currently attending 

a family planning clinic at the time of the interview. Dropouts 

were women who had previously at tended the clinics (more than once) 
but who had discontinued attendance at the time c: the interview.. 

Women classified 
as never-been 
aware 
had never attended a clinic
 

but were aware that the clinics existed and that family planning 

services were 
available. 
 Women in 
the never-been 
unaware category
 

had never attended 
a clinic and 
did not 
know such clinics existed
 

until told by the 
interviewer.
 

The evaluation of 
f dmily planning scale is 
based on the
 

evaluative dimension of the 
semantic differential 
technique
 

(Osgood, et 
al., 1957). Briefly stated, in 
its original form
 

the method uses pairs 
of adjectives 
to measure a subject's affect

ive judgements about some 
object along 
thr-ee dimensions; evaluation, 

potency, and activity. The evaluative dimension essentially 
re

presents a positive 
versus 
negative judgmant 
 of any given con

cept. 
 The four sets 
of evaluative adjectives 
used to compute the
 

"family planning" 
scale were: i) kind-inconsiderate, 2) 
honest

dishonest, 3) just-unjust, 
 and 4) good-bad.
 

The responses to each 6. of 
 adjectives were somewhat skewed 

toward the positive end of 
a scale of one to 
seven. In order to
 

minimize 
the effect of extreme cases, the categories at 
the end
 

of the scale were collapsed. The evaluation of family planning 

scale was computed by taking the mean of the collapsed scores 

for the four sets 
of adjectives. 
 The scores range from a low of
 

one to a high of four. 



The internal-external control scale is a measure of a per

son's belief that he can control his own destiny rather than be

ing a victim of fate or chance.. The scale used in the present
 

analysis is a short 
version of the original scale developed by
 

Rotter (1966). The ten questions which correlated most highly
 

with 
 the total scale scores in Rotter's female sample were select

ed from the original twenty-three questions 
 for use in Costa Rica. 

The responses (agree-disagree) to ::hese ten questions were sub

jected to factor analysis and found to be multidimensional. A
 

subset of four questions, however, appeared 
to represent the dimen

sion of internal-external control. 
 These four items were used 

to compute th,- current internal-external control score 
(I-E score).
 

The score ranges form a low of zero to 
a high of four, the high
 

end of the scale indicating a strong belief in the 
individual's
 

ability to control his/her destiny.
 

i!i:S ULT S 

Evaluation of Sources 

Table i shows th- compleze disuribution of responses to the 

question concerned with the reliability of various sources of in

formation on family planning. These aata reveal a number of in

teresting- patterns. As might be 
expected, professional people
 

personally known are perceived 
as being more reliable than those 

not known. Doctors and nurses are considered to be the most re

liable of all the informa.tion sources, followed by school 
teachers
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and clergymen. It is significant to note that; 1) these peo9le 

are generally found to be the most important formal opinion lead

ers in a community, and 2) cl.ergymen, although rated lower than 

the other professionals, 
are still considered to 
be a credible
 

source of information on 
family planning by an appreciable num

ber of women.
 

[TABLE 1 about here]
 

These dAta also indicate that relatives, friends, and neigh

bors are not co sidered to be particularly reliable 
sources of
 

family planning information. 
In fact, over forty percent of the
 

respondents perceive close 
friends as being unreliable. Since
 

it was initially hypothesized that friends, relatives, and
 

neighbors would be most
the reliable sources of information on 

family planning, this 
finding will be discussed in more detail
 

in a later section.
 

Finally, the 
results with respect to the mass media indicate 

that printed materials, television, and radio are seen as moder

ately reliable sources of information. Slightly over fifty per

cent of the respondents consider these sources completely reliable 

or reliable with small doubt. Newspapers, on the other hand, are 

believed to be somewhat 
less reliable. it is significant to note,
 

however, chat less 
than twenty percent of the women see each of
 

the mass media as being completely reliable.
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Evaluation of Sources by 
Selected Characteristics 

Clinic Status. In order to determine if important differ

ences in the evaluation of 
family plannin, communication sources
 

are present by 
clinic status, tiie 
percentage of respondents eval

uating each source 
as completely reliable was computed for each
 

category of clinic status 
(Table 2).
 

[TABLE 2 about here]
 

These data show 
that women in all categories of clinic status
 

tend to 
evaluate professionals personally known more highly than
 

those not personally known. 
 The differences, however, 
are con

sistently smaller for 
women in the never-been groups than for
 

active and dropout women. 
 This pattern is most 
clearly illustrated
 

for the evaluation of doctors. 
 Approximately seventy-seven percent
 

of the 
active women feel doctors personally known are completely
 

reliable, while only fifty percent feel doctors 
not personally
 

knowrn are completly reliable; a difference of twenty-seven 

percent. The 
corres, onding differences 
for women in the dropout
 

group is twenty-two percent. 
 In conLrast, this difference is
 

only twelve percent for both groups of 
women who have 
never
 

been to a clinic.
 

It is possible 
that this finding is partially due to the 

fact that active and dropout women have more contrtct with pro

fessionals in a 
family planning setting, and thus, tend to place
 

more trust in those personally known. 
 Women in the never-been
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groups, on other hand,
the have generally had less access to all
 

types of family planning information, and have 
no real basis for
 

distinguishing professionals personally known and 
those not prnr

sonally known in terms 
of the particular type of information.
 

in practical terms, this suggests that, at 
least initially, dis

semination of information on family planning to women who have
 

never attended a clinic would not 
necessarily depend utilizing
on 


professionals personally known 
to the target population.
 

The most striking difference by clinic 
status is found for
 

the mass media. Women in the never-been unaware group conare 


sis tently lower in their evaluation of the mass media 
as a com-.,
 

pletely reliable 
source of information on family'planning than
 

active, dropout, and never-been aware women. Since our data in-*
 

dicate that these 
women are not only unaware of the family plan

ning clinics, 
but also have little information on contraceptive
 

methods and little basic knowledge of the reproductive process,
 

it is possible that 
their lower evaluation of the 
mass media is
 

partially a result 
of the more limited information possessed by
 

women in this group. 
 They may be less able to check and thus verify
 

the information provided in 
the mass media against other sources. 

In this regard, it i. also significant to note that women in the
 

never-been unaware 
 somewhat lower in
group are their evaluation of
 

a doctor, nurse, and school 
teacher personally known. If the
 

inability to "check" information is a factor for 
these women, it
 

is reasonable to hypothesize that the relatively low evaluation
 

never-been unaware women place the media and some
on mass 
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professional people points out a need for more than one ijource 

of family planning information at 
the stage whan women 
are com

pletely unaware 
of family planning services. In support of this
 

hypothesis, 
it has been suggested that 
an important factor in
 

the success of family planning programs is 
the provision of 
more
 

than 
one source of information (Bogue, 1967).
 

Other Characteristics. 
 Table 
3 shows the results of con

trolling fox race/residence, church 
attendance, age, 
the evaluation
 

of family planning scale, and 
the internal-external control 
scale.
 

Since 
the results of controlling for 
these variables 
were almost
 

identical for every 
source of information, only selected 
sources
 

have been presented in Table 3. 
 in general, the differences 
in
 

the percentage of 
women evaluating 
 the selected sources 
as com

pletely reliable 
across categories of 
each variable 
are small.
 

However, certain 
consistent patterns 
are present and merit atten

tion.
 

(TABLE 3 about here]
 

The data indicate 
that white rural women 
tend to evaluate
 

all sources of information 
on family planning 
as more credible than
 

do 
white urban and nonwhite urban women. The 
explanation for
 

this finding may be partially 
a matter of motivation, for 
this
 

group of women also has 
the highest fertility. Mean'parity by
 

race/residence is 
as follows; 
white urban 
= 4.2, white rural 

5.5, nor.white rural 
= 5.1. Thus, they may be generally more re

ceptive 
to family planning information.
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The percentage of women evaluating each source as conpleteIy 

reliable shows a curvilinear trend within cat'egor-ies of religion. 

Women who never attend church and whothose attend most frequently
 

have the lowest evaluation of each source. 
 7t may be that special 

ateution should be devoted to thesecxtreme groups with respect
 

to the dissemination of family 
planning infor-mation.
 

The data also suggest that 
special attention should be 
devoted
 

to the group of women scoring lowest on the. evaluation of family 

j)-]. .. Vv c *ii ,i "';ib .1., 
ow a. .1. !)ut Oilu 0 i th C ;;o li)LI 8h ii l I i 'laIb [l:c,:; (iw 


3, woiun li Lh lOw evaluaiu:Loi of flilily planLlning had Lhe lowetsL
 

percentage re-porting 
each source as completely reliablu.
 

The rcsulas with respect to age show little in the way of
 

meaningful differences. it is in'ietresting to note, however, that
 

a slight linear 
 rend exists across age categories in the evalua

tion of clergymen. Older women 
 show a lar-ger 'pro ortion rporting
 

completely reliable 
 -than do young wom;en. The difference between 

the youngest and oldest categories of age, however, is onliy 5.6
 

percent.
 

A more consistent Ctrend s found 17;or zh1e final control vari
aoD-. tne 'Inuern~aL-exce:Ila-tontto.L gcLe.C Watdi the! teCe-L,2UO ,o
 

onl.y on-, source * women wit, the lowes,- '- scale 6cor- also have 

Zia nighest pzrcen'age :esponding wi'h a or completelyYaing 

reliable. Since the A^'omen in zhis group are -hnose who fec I leas t 

in control of iife it seems logical -h-ir that they would be 

less cr-.tmca± or axte'rna. informaion sources or this group 

or- women, then, the more positive evaluations o" the sources may 



si~ply r-eflact their gereral tendency to be less 
independent and
 

more accepting.
 

Although 
the findings discussed above indicate that 
differ

ences in Lie 
perceivod reliability of 
each source do exist 
by
 

certain c.a'acteristics 
of woien in the sample, perhaps the most
 

iportant conclusion to 
be drawn froia the data presented in Tables 

2 and 3 is with respect to the ranking of the sources. The pat

tern for each control variable rumains essentially the sarne as
 

for the total sample. Doctors and 
nurses are considered most
 

reliable, followed by 
school teachers and clergymen. Personal
 

sources and 
the mass media. rank 
the lowest.
 

DISCUSSION
 

The data presented here clearly 
do not 
support the hypothesis
 

that friends, relative6 and neighbors 
are perceived as the most 

credible sources of information on family planning. Both for the 

total sample and within categories of the selected control vari

ables, these personal sources 
are 
rated lower than professional'
 

people such as doctors, nurses, and school teachers. Al though 

the results are not as consis tent, many of the mass meLia also 

tend co rank higher than friends , relatives, and neighbors. Since 

this finding 
 seemingly contradicts current -inin on the 

importance of 
personal sources, it 
is necessary to consider possible
 

explanations 
for the differences.
 



A partial explanation may lie in the relatively unique 

nature of Costa Rica as compared to most developing conutries. 

It is more advanced economic'ally, and consequently has a higher 

rate of literacy and better medical and educational facilities
 

than is the case 
 for many of the countries in Latin America, 

Africa, and Asia. This general situation may result in more 

contact with * and conscquently, a greater willingness to place 

more credibiiity in doctors, nurses, and school teachers as
 

sources of informazion. 
 however, additional information on 2000 

new cases in Cosita Rican fcamily planning clinics in 1971 revealed 

that approximately forty-four percent of the women repocCed
 

friends, relatives, and neighbors as havincg 
influenced them zo 

attend the clinics. Twenty-eight percent were influenced by 

doctors or nurses ; twenty-one percent er._ influeaced by radio;
 

and seven percent were influenced by 
all ather sources. it is 

important 
to note,, however, that the differential between profes

sional and personal sources 
partially reflects 
the fact that few

er women have had contacts with doctors and nurses in regard to 

family planning 
than have discussed 
it with friends, relatives,
 

or nei-hbors. Nevertheless, 
these data indicate that personal
 

sources 
are important sources 
of influence in Costa Rica.
 

Perhaps the most plausible explanation for our findings
 

lies in a separation of the concepts of cr.odLbi-ii:y and in]f.L, ence. 

Although highly credible sources are likely to also be highly 

influential, 
less credible sources 
may be equally or even more
 

influential if 
they furnish strong affective support. 
 A funda
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amental generaliVZtion of communications rC:;earch on o;i,n.Lon 

change is that people are strongly influenced by othurs whom they 

interact with directly. and by-what they perceive to be others' 

definitions of 
correct behavior (Berelson, 1967).
 

in essence, then, we are suggesting tothat with respect 

family planning information, 
the most important factor in per

sonal communication 
 between friends, neighbors, or relatives is 

not the quality of the information but the, po:;itive or negative 

reinforcement accompanying 
the communication. 
This point of
 

view is generally congruent with Stycos (1967) 
assertion that
 

friends and 
 relatives are influential as "initiators" but that 

specific information is 
sought from "prescribers." Thus, at the
 

point an individual is evaluating family planning, 
the constant
 

interaction with personal sources 
constitutes an important
 

sourcu. of motivation but not necessarily an important ,;ource of
 

reliable information. 
 From the perspective of tha women in our
 

sample, this information is better 
 obtained from professional 

persons, including midwives, and 
to a lesser extent from 
the mass
 

media.
 

In this light, although the most positive evaluations were 

found for professional persons 
such as doctors and nurses, 
the
 

mass media are the most economical means of presenting information 
,o large numbers o,"people. Ideally, an effective program to
 

bring family planning information 
to the public will 
use as many
 

sources of information as possible. 
We would suggest, however,
 

that in countries, of relatively high literacy, 
such as Costa Rica
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and to some 

that the mass media could be made more effective by utilizing 

the high regard with which Professional perso'ns are held. 

Printed materials, for example, could be endorsed 

extent distributed by doctors 
and nurses, 
and special radio 
or
 

television segments could be presented by professionals. 



Ii 

FOOTNOTES 

One other study dealing specifically with Costa Rican 

wsomen has examined the credibility of different in formation 

sources (Waisanen and Durlak, 1966). Although concerned with 

all aspects of the women's personal life rather than family 

olannin, in parzicular, some results of this study are relevant 

to the present research. Of 
the personal sources, 
only relatives
 

were considered highly credible sources of information. Both 

professional persons (including midwives) and the mass media were 

considered to be more credible and important than neighbors or 

friends. 

2 Three additional variables were initially examined; 1) 

parity, 2) (Jducation, and 3) income. However, since little in 

the way of meaningful patterns -resulted from analysis, they have 

not been presented here.
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TABLE 1 

PERCENTAGE DISTRIBUTION OF RATINGS BY
 

SOURCES OF INFORMATION ON FAMILY PLANNING 

Rating (N=1498) 
Reliable 

S 0 UiCE 
Completely 
Reliable 

Small 
Doubt 

50% 
Reliable 

Serious 
Doubt 

Completely 
Unreliable 

No 
Response Total 

Doctor 

Personally Known 73.0 20.2 3.7 1.0 1.i 1.1 100.1 
Not Known 54.3 22.1 7.9 5.1 9.5 1.1 100.0 

Nur 

Personally Known 62.4 26.2 6.1 2.2 2.1 0.9 99.9 
Not !inown 46.9 23.6 10.1 6.7 11.7 0.9 99.9 

S ciool Teacher 

Personally Known 
Not Known 

38.6 
25.7 

38.1 
30.2 

11.6 
15.2 

6.2 
10.6 

4.3 
17.1 

1.2 
1.3 

100.0 
100.1 

Clergyman 

Personally Known 36.1 32.4 13.8 7.9 8.3 1.5 100.0 
Not Known 26.3 29.5 15.9 10.5 16.7 1.1 100.0 

i dw.i fc 

Personally Known 33.3 29.3 11.7 13.3 11.5 1.0 100.0 
Not Known 20.1 21.1 15.4 14.2 28.1 1.1 100.0 

Personal 

Relatives 19.9 30.9 20.2 14.7 13.2 1.2 100.1 
Close rriends 14.4 23.0 18.6 18.5 24.2 .1.2 99.9 
Neighbors 11.7 16.7 17.6 17.7 35.2 1.1 100.0 

>,ass edia 

Ma 2azines, 
iamphes, 18.5 32.4 22.8 11.7 11.6 2.9 99.9 

Lulietins 
Television 
Rad o 

17.6 
17.6 

37.1 
34.0 

22.8 
24.2 

11.6 
14.4 

6.6 
8.0 

4.3 
1.7 

100.0 
99.9 

ewsp apers 12.6 30.6 26.0 16.8 10.9 3.1 100.0 



TABLE 2
 

PERCENTAGE INDICA.TING COMPLETE 
 RELIABILITY OF INFORMATION 

SOURCES ON 
FAMILY PLANNING, BY CLINIC STATUS
 

Never-Been 
 Never-Been
 
SOURCE Active Dropout Aware Unaware Total 

Doctor
 

Personally Known 
 76.7a 72.1 
 73.9 66.4 73.0
Not Personally Known 
 50.5 50.5 
 62.1 
 54.3 
 54.3
 

Nurse
 

Personally Known 
 64.2 
 56.9 
 67.9 
 57.8
Not Personally Known 62.4
43.0 40.6 
 55.6 
 48.2 
 46.9
 

School Teacher
 

Personally Known 
 35.4 39.6 
 47.5 
 32.0 
 38.6
 
Not Personally Known 
 20.6 
 24.4 
 3%.0 
 22.0 
 25.7
 
Clcr ;yman
 

Personally Known 
 33.7 34.6 
 40.0 
 36.7 
 36.1
Not Personally Known 
 22.0 23.7 
 33.4 
 27.2 
 26.3
 

Midwife 

Personally Known 32.2 27.6 
 40.7 
 30.7 
 33.3
 
Not Personally Known 
 16.8 15.2 28.2 20.1 
 20.1
 

Personal
 

Relatives 
 18.3 
 20.1 
 21.9 
 19.8 
 19.9
Close Friends 
 12.3 
 14.5 
 18.8 
 12.5 
 14.4
c i-hbors 8.9 11.3 
 16.2 
 11.5 
 11.7
 

Mass Media
 

22.0
Magazines, Bulletins, 21.6 19.6 
 8.6 18.5

2am phi e t s

Television 
 19.3 19.8 
 20.9 
 3.9 
 17.6
Radio 
 16.8 20.5 
 21.9 
 11.2
Newspaper 14.8 
17.6


12.1 
 16.2 
 7.0 12.6
 

N 
 519 
 283 
 383 
 313 
 1498
 

aA 100% response is possible for each cell.
 



TABLE 3 

PERCENTAGE INDICATING COMPLETE RELIABILITY OF SELECTID I--ORMAT10io 

SOURCES ON FAMILY PLANNING, BY SELECTED CONTROL VARIABLES 

VAn!ABLE 

Race/ 

Residence 
White Urban 
White Rural 
Nonlwhite Urban 
Nonwhite Rural 

N 

877 
315 

27 
279 

Booklets , 
P-.mph e ts 
Maazines 

1 7 .3b 
26.0 

c 
14.0 

, school 
Teachera 

34.3 
49.2 

c 
41.2 

Doctora 

70.8 
78.7 

c 
73.5 

-

57.4 
75.2 

c 
65.2 

Cergv.~na 

33.3 
50.5 

c 
29.7 

Relat 

19.2 
27.3 

c 
14.0 

e 
Close 

Friends 

13.6 
22.2 

c 
8.2 

Ch u r chAtt rp- 'Icee 

Never 

One- Several Times 

A Year 
One-Three Time:; 

A Month 
Once A Week or 

More 

257 

354 

331 

528 

16.3 

23.2 

20.5 

15.2 

37.0 

41.8 

40.2 

36.4 

68.1 

79.1 

74.9 

69.9 

59.1 

66.7 

65.3 

59.3 

29.2 

41,5 

37. 8 

35.6 

18.7 

21 .8 

20.8 

18.4 

14.0 

17.2 

13.6 

12.9 

15-24 

25-29 

30-34 

35-39 

40-49 

386 

312 

286 

223 

291 

19.2 

20.8 

15 , 

19.7 

17.2 

34.2 

38.5 

39.9 
43.5 

39.5 

72.0 

74.0 

76 .2 
72.2 

70.4 

62.7 

59.9 

64.0 
61.9 

63.2 

33.2 

36.2 

3 U.0 
37.7 

38.8 

2 .,2 

21.S 

22.0 
17.9 

16. $ 

16.3 

13.S 

44. 7 
14.3 

12.4 



TABLE 3 

(con tinued) 

PERCENTAGE INDICATING COMPLETE RELIABILITY OF SELECTED INFORI-MATION 

SOURCES ON FAMILY PLAN'NING, BY SELECTED CO, TROL VARIIA1TLES 

S~~SOURCE___ ___ 

Booklets , 
Pamphlets , School Close 

VARAIBLE N Maazines Teachera Doctora Nursea Cleryan a Relative Friends 

Evaluation of
 
Family Planning 

1.0-1.9 (Lo.:) 59 6.8 27.1 52.5 42.4 37.3 13.6 8.5 
2.0-2.9 342 17.8 45.9 71.9 62.0 50.3 30.1 22.5 
3.0-3.9 746 16.2 37.0 74.8 64.9 31.1 14.2 9.9 

4.0 (High) 332 26.8 37.0 73.5 60.5 32.2 23.5 18.1 

I-E Scale 
0 (Lot:) 158 36.7 50.6 86.7 81.0 42.4 29.1 25.3 
1 284 20.8 38.7 70.1 59. 2 30.3 17.3 12. 7 
2 414 15.0 37.7 72.9 60.9.- 32.1 18.4 13.3 
3 371 14.0 33.2 69.8 57.7 36.4 16.4 9.7 
4 (ligh) 233 14.6 40.3 71.2 63.9 43.8 24.0 17.2 

apersonally known. 

bA 1.00Z response is possible for each cell. 

CInsuf fici.e-It sample size. 
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FACTORS 
ASSOCIATED WITH UTILIZATION OF
 

FAMILY PLANNING CLINICS 
IN COSTA RICA
 

The adoption of 
family .planning and contraceptive use
 

in a society 
is a function of the modernization process. 
 So

cic0tic which highlyarc indusLrializod and urbanized are those 

which typically have the 
highest proportion of couples prac

ticing family planning. In the process 
of moving toward an
 

urban-industrial style of life, however, the ofrate adoption 

differs for sub-groups in the population. In the West, the
 

concept of 
family planning and 
the use of new contraceptive
 

techniques were adopted first 
 by the upper and middle classes, 

and by residents of 
urban areas (Hawthorn, 1970). 
 Although
 

these same differentials 
can now be 
found in many developing
 

countries of Latin America, Asia, and Africa, 
a new variable
 

in the 
form of organized family planning programs, both 
govern

mental and private, has been added.
 

In the developing countries, 
the results of surveys 
to
 

determine the correlates of interest in 
family planning have
 

shown that education, parity, 
age, and interval since last
 

birth are consistently important variables 
(Berelson, 1969).
 

Both education and parity 
tend to be positively related to
 

interest in family planning, while interval since last birth
 

is negatively related. 
 Age has 
a curvilinear relationship,
 

with women 
in the age groups between 25-34 showing the greatest
 

interest. Religion, despite the 
fact that many people feel it
 

1 a, 
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ought to be 
an important variable, generally shows 
little re

lationship to interest 
in fami-ly planning.
 

Interest 
in family planning 
is not, however, the same
 

thing as practice. 
 The basic philosophy of 
most family plan

ning programs is that the concept of family planning and the
 

use of contraceptives 
can be disseminated through 
all strata
 

of society. 
 Many family planning clinics are 
set up to reach
 

the 
lower-income and less-educated segments of society, 
if not
 

explicitly, 
 at least implicitly by offering services 
free or
 

at a low cost.
 

The basic questions to be addressed 
in this paper con

cern the correlates 
of clinic utilization. 
Are the factors
 

found to be correlated with 
interest in family planning also
 

related to 
clinic attendance, 
or do family planning clinics
 

appeal only 
to a limited subgroup of those women 
interested
 

in family planning? 
 Secondly, what differences 
exist between
 

women who drop out 
of clinics and those who 
remain active?
 

Since an exafination of the first question requires 
com

paring 
women who utilize family planning clinics with those
 

who do not, most of the literature dealing with 
the character

istics of 
clinic attenders in developing countries is 
not
 

directly relevant. A study of 
family planning clients 
in Bar

bados, however, has examined 
some characteristics of 
women
 

attending family planning clinics in comparison 
to the charac

teristics of women in 
the total population (Ebanks, 1969). 
 In
 

this study it was found 
that clinic attenders tend 
to come from
 



-3

the lower socio-economic groups, 
and are more likely to be 

married than women in the total population. As was the case 

for studies with interest in family planning, religious affili

ation showed little 
 relationship to clinic attendance. 

In the United States, a study of 
low-income 
obstetric
 

patients in Michigan found high parity, 
a high school education,
 

hign accessibility 
to the clinics, 
and a short interval since
 

the last birth to be associated with attendance 
at family
 

clinics (Collier, et 
al., 1967). Age 
and interval since 
last
 

birth were 
found to be important factors in 
studies 
of low

income 
women in Charlotte, North Carolina and black low-income 

women 
in New Orleans, Louisiana (Siegel, et 
al., 1970; McCalister
 

and Thiesson, 1970). 
 In both cases, younger women 
and those
 

with recent pregnancies 
were more likely to be 
clinic attenders.
 

It is interesting 
to note 
that in these 
studies, psychological
 

factors 
were generally found 
to 
have little relationship 
to
 

clinic attendance.
 

Concerning 
the second question, research 
on the correlates
 

of continuation in 
family planning clinics has been somewhat 

inconsistent in its results. Speidel and Wiener (1966) note 

that several studies 
have not been able 
to establish 
a relation

ship 
between continuation 
and characteristics 
such as age,
 

education, occupation, size of 
family, religion, income, 
or
 

ethnicity. 
 In their own study of low-income women 
in New York,
 

however, Speidel 
and Wiener found 
that 
women who continued in
 

the clinic tended to be 
younger (35 
and under vs. over 
35) and
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have more children living at home 
than the women who dropped
 

out. 

In contrast 
to these limited findings, 
a study of clinic
 

enrollees in North Carolina found 
that several demographic and
 

social characteristics were 
correlated with continuation in
 

family planning clinics (Seigel, et 
al., 1971). Clinic continu

ation was found 
to be positively related 
to age (under 20 vs.
 

20 and older), education, children living..at home, 


clinic attendance, psy

and age at 

first intercourse (under 17 vs. 17 or older). Being white and 

married were also positively related to clinic continuation. 

On the other hand, like the studies of 

chological characteristics of the 
women showed no relationship
 

to continuation in 
the clinics.
 

In general, then, 
the inconsistency of 
the published
 

research, and 
the lack of information on developing countries,
 

indicate a need for additional research on 
utilization of
 

family planning clinics. 
 The present paper reports some results
 

of an exploratory study 
to identify demographic,.social, 
sex

ual experience/knowledge, and 
psychological factors 
that are
 

related to 
clinic utilization in a sample of Costa Rican women.
 

METHOD
 

Sample. 
 The sampling design utilized in 
the selection
 

of women for analysis resulted in what is 
best designated as a
 

modified cluster sample. 
 Areas 
served by six family planning
 

clinics in 
Costa Rica were selected as being representative of
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the larger target population, representing primarily low

income women. There was one exception, however. Most of the
 

Negro population of Costa Rica 
(less than five percent of the
 

total population) is located on the east 
coast in the province

of Limon. Since there were 
no government sponsored family
 

planning 
clinics located in Limon at the time 
of the survey
 

(1970), and since Limon is 
isolated by mountains and jungle,
 

this area was not sampled. Thus, virtually no Negroes were
 

obtained in the 
finai sample.
 

Within each clinic 
area households were randomly sampled,
 

and eligible women 
in the household were 
interviewed. 
The re

quirements for eligibility were 
that 
the woman be between the
 

ages of 15 
and 49 and had experienced at 
least one pregnancy.
 

Since an important goal of 
the study was to compare
 

women who had attended 
a family planning clinic with those who
 

had never attended, 
a further restriction was 
that approximately
 

equal numbers of women 
in the 
attended and never-attended 
cate

gories be sampled. 
 In order to obtain this dis'tribution, the
 

total number of interviews to be completed in each clinic 
area
 

was determined 
(on the basis of a final sample size of approx

imately 1500) and households randomly sampled in each 
area
 

until the 
proper distribution was 
obtained.
 

This procedure resulted in 
a 
sample of 1652 interviews
 

of which 1498 
were found to be usuable. 
 The actual number of
 

cases used for each analysis, however, varies somewhat due 
to
 

missing responses 
on specific questions.
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Definition of Variables. Two aspects of clinic 
utili

zation were studied, 
clinic attendance and clinic continuation. 

Clinic attendance was defined as a dummy variable in which women 

who ever attended (actives and dropouts) were assigned a score 

of one. Women who had never been to a clinic were assigned
 

a score of zero.
 

The definition of clinic continuation as a dummy variable
 

was based only on a comparison of actives' and dropouts. Women
 

who were still active at the time of the interview were assigned
 

a score of zero. Women who had 
never attended were not coaLbid

ered in this part of the analysis.
 

Although the correlations between clinic attendance,
 

clinic continuation, and all variables initially examined are 

shown in Table 1, space limitations do not allow a complete 

discussion of the operational definition for every independent 

variable. For this reason, only the variables' found to be of
 

some explanatory importance in a multiple regression analysis
 

have been discussed in 
detail. In this regard, the criterion
 

for retention of a variable 
was that it contribute an incre

ment of at least one percent to the total explained variation
 

in clinic attendance or clinic continuation.
 

(TABLE 1 about here] 

It is important, however, to point out certain unusual
 

.features of some variables 
not retained for further analysis.
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It was noted earlier that accessibility to clinics was one
 

of the variables previously found 
to be correlated with clinic
 

attendance. 
 The one 
indirect measure of accessibility among
 

the variables shown in 
Table 1 is that of urban-rural residence,
 

the rural clinics being much more 
difficult for many women 
to
 

attend. Unfortunately, 
the sampling design.- eliminates this
 

variable as a factor in 
clinic attendance. 
 The modified
 

cluster sampling plan assured about 
an equal number of attend

ers and non-attenders in both urban and 
rural communities.
 

Thus, no relationship between urban-rural residence and clinic
 

attendance is possible. This variable is 
relevant for clinic
 

continuation, however, and the fact that no relationship was
 

found suggests that accessibility as measured by 
 urban-rural 

residence is 
not an important factor in whether a women 
remains
 

active or drops out.
 

With respect to the sexual experience/knowledge variables.,
 

the measures of 
reproductive and contraceptive knowledge 
can

not be used as 
predictors of clinic attendance. An important
 

aspect of the 
family planning clinics in 
Costa Rica is 
a pro

gram of education in reproduction and 
contraception. Thus, to
 

a large extent 
higher reproductive and contraceptive knowledge
 

is a consequence rather 
than an antecedent of 
clinic attendance.
 

The final point to be discussed concerning the variables
 

eliminated from the analysis is 
with respect to the problem of
 

multicollinearity. 
An 
analysis of the intercorrelations 
of
 

the independent variables revealed two 
clusters of intarcor
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related variables. 
 The first set includes age, age 
at first
 

conception, age 
at first intercourse, and age first learned
 

of contraception. 
These variables have an 
average intercor

relation of 
.45.
 

The relatively hi.gh correlations between age and 
the sex
ual experience variable are 
partially artifacts of 
the sampl
ing design which included only women with at 
least one 
preg
nancy. 
 This assured 
that all .the younger.women in 
the sample
 
had a young age at 
first conception, and to 
a lesser extent
 
young age when first learned of contraception. 
 The older women,
 
on 
the other hand, coastitute 
a more complete cohort of 
women
 
who have ever had ch4.ldren, many having 
a higher age 
at first
 

conception.
 

Since actual age showed 
the strongest direct relationship
 
tn clinic attendance it 
was retained for 
further analysis. It
 
is important 
to note, however, that for 
this sample, age \is
 

a crude indicator of
also the sexual experience variables.
 

A second cluster of variables to 
show high intercor

relations 
are the s-mantic-differential evaluation scales for 
the concep ts of husband, self, having children , and the church.
 

These variables all showed high intercorrelations(average 
r
 
.64) 
and all showed approximately the 
same positive relation
ship with clinic attendance. 
 This suggested 
a kind of optimism
pessimism response set 
which influences evaluation of all 
con
cepts rated, despite specific content. 
 This "set" varied with
 
attendance, however, attenders 
having 
a more positive outlook.
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The scale that appeared to most closely represent this set was
 

the judgement of "self" and this measure was 
the only one re

tained. It should be emphasized, however, that the "self" scale
 

has a somewhat broader meaning and must be interpreted with
 

caution.
 

All other independent variables not included in 
the de

tailed analysis were eliminated on the basis of low partial
 

correlations with clinic attendance and 
clinic continuation,
 

and showed no unusual features. Of the variables considered,
 

only seven were retained for further analysis. The first, age,
 

was recorded as exact age in years. 
The other six were opera

tionally defined as follows:
 

Income. Income was measured in colones, 
which had an ex

change rate of approximately 6.6 to the dollar at the time of
 

the interview. The family income of 
each woman was recorded
 

in broad categories of width 300, except for the two end \cate

gories. Each woman was assigned the midpoint of the category
 

in which she fell.
 

Race. It was stated earlier that virtually no Negroes
 

were included in 
the sample. Thus, nonwhite refers primarily
 

to persons of Indian ancestry. Race has been defined as a
 

dummy variable in which nonwhites have been assigned 
a score
 

of one 
and whites a score of zero. It should be noted here
 

that in 
the present sample virtually all nonwhites are found 

in the rurnl alinin Arpnr. 
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Self-Concept Scale. 
 A complete discussion of the semantic
 

differential 
can be found in Osgood, Suci, and Tannenbaum (1957).
 

Briefly, the method 
uses paiis of adjectives to measure a sub

ject's affective judgements about some object along three
 

dimensions, evaluation, potency, and 
activity. The evaluative
 

dimension essentially represents a positive versus negative
 

judgement of 
any given concept. The four sets 
of evaluative
 

adjectives used to compute the "self" scale are: 
1) kind

inconsiderate, 2) honest-dishonest, 3) just-unjust, and 4)
 

good-bad.
 

The responses 
to each set of adjectives were skewed toward
 

the positive end on a scale of 
one to seven. In order to min

imize. 
the effect of extreme cases, the responses at the lower
 

end of the scale were collapsed. The final scale used 
was
 

the mean of the collapsed scores 
for the four sets of adjectives
 

and ranged from a low of one 
to a high of four.'
 

Internal-External 
Control Scale. 
 The internal-external
 

control scale 
(IE scale) essentially measures 
the strength of
 

a person's belief that he control his own destiny rather
can 

than being a victim of fate and chance. The score used in the 

present analysis is a very short version of the original
 

scale developed by Rotter 
(1966). The ten questions which cor

related best with the 
total scales in Rotter's female
 

sample were selected from the original twenty-three questions.
 

The responses (agree-disagree) 
to these ten questions were
 

subjected to factor analysis and to
found be multidimensional.
 



A subset of four questions, however, appeared 
to represent the
 

dimension of internal-external control. These four items 
were
 

used to compute the current IE score. The ranges
score from
 

a low of zero to a high of four, the high score indicating a
 

strong belief in the individual's ability to control his/her
 

own destiny.
 

Birth Control Score. 
 The attitude toward birth control
 

scale was computed from 
four items concerned with relation

ship of birth control to health, its 
expense, importance for
 

national welfare, and 
the ease with which it can be understood.
 

The women expressed agreement 
or disagreement with each state

ment on 
a five point scale ranging from strongly agree to
 

strongly disagree. In computing the scale, 
the most negative
 

answer was assigned a score 
of zero and the most positive an

swer a score of four. 
 The scale consists of the 
sum of ecores
 

for all four items. Thus, 
a person with a completely negative
 

attitude toward all aspects of 
birth control included in the
 

fouritems would have 
a score of zero. A respondent with 
a
 

highly positive attitude would have 
a score of sixteen.
 

Family Planning Score. 
 The family planning score is 
a
 

summary score 
based on 
response (agree-disagree) to 
thirteen
 

negative statements 
about family planning, contraception, and
 

clinic utilization. 
 Since these statements are analyzed sepa

rately in Table 5 they will 
not be discussed in detail at 
this
 

point, except co note that the summary score is based on a
 

positive or negative response to 
these statements. The respon
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dent was assigned a zero 
if she agreed with the statement and
 

a one if she disagreed. Thus 
a woman negative toward all as"
 

pects of family planning covered in the statements received a
 

total score of zero. 
 A woman agreeing with of
none the negative
 

statements received 
a score of thirteen.
 

It should be noted that 
the family planning scale and
 

the birth control scale overlap conceptually :o some extent.
 

However, the correlation between them is .°othigh (r = 
.21)
 

and thus causes no problems of multicollinearity. The birth
 

control score can best be 
thought of as measuring very gen

eralfeelings about birth control, while the 
family planning
 

score focuses 
on some specific aspects of contraception,
 

family planning, and clinic procedures.
 

RESULTS
 

The basic technique used to examine these data was 
mul

tiple regression analysis. The independent variables were 
first
 

checked for possible nonlinear relationships, entered into 
a
 

stepwise regression analysis, and then correlated in various
 

combinations to 
check for possible suppressor relationships
 

among variables 
that showed no initial correlation with clinic
 

attendance 
or clinic continuation.
 

Although it would have been desirable to examine all
 

variables 
and all possible interaction terms simultaneously,
 

the capacity of the computer used 
for the analysis did not
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allow this. 
 Thus, only the variables retained according 
to
 

the criterion of adding at 
least one percent to the total ex

plained variation were 
checked for interaction. For 
these
 

variables, no 
evidence of interaction was detected.
 

Given the nature of the sample and 
the large number of
 

cases, 
little attention has been paid 
to tests.of statistical
 

significance in 
the interpretation of results. 
 The results
 

of such tests, however, are presented in "the tables.
 

Clinic Attendance. 
 The six variables found 
to be of
 

some 
importance in predicting clinic attendanceare income,
 

age, race, the internal-external control (IE) 
scale, the
 

family planning scale, and 
the self-concept scale. 
 The inter

correlations between these variables and 
the zero-order correl

ations 
with clinic attendance are shown in Table 2. can
It 


be seen that all the correlations with clinic attendance 
are
 

relatively low, and 
there is very little intercorrelation among
 

the independent variables.
 

[TABLE 2 about here]
 

The negative correlation between race 
and clinic attend

ance indicates that nonwhites are 
less likely to be clinic
 

attenders 
than are whites. Since it 
was noted earlier that
 

almost all the nonwhites in the sample are 
rural, it should
 

be stressed that the 
observed relationship between 
race and
 

clinic attendance is 
not a function of ruralness; white women
 

in the urban and 
rural areas have higher'rates of attendance
 

than n.onwhite women.
 

http:tests.of
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With respect to the IE score, women who have 
a stronger
 

belief in their ability to codtrol their 
own destiny are more
 

likely to be clinic attenders, although in this case the 
cor

relation is quite low.
 

Women with a more positive attitude toward family planning
 

are more likely to be clinic attenders, and lower income women
 

are more likely to be clinic attenders. The relationship betwee
 

income and clinic attendance is as expected since the clinics
 

provide a number of free services aimed at reaching the poorer
 

segment of the population.
 

The last two variables, age and the self-concept scale,
 

were found to exhibit some nonlinearity. For age, a relatively
 

low proportion of younger women 
are attenders, the proportion
 

increases to a maximum between the 
ages of 25-29 and declines
 

rapidly at the higher ages. 
 The equation for this nonlinear
 

relationship is Y cX2 ,
- a + bX - where Y is clinic attendance
 

and X is age. The distribution of the self-concept scale is
 

just reverse of age. 
 A fairly high proportion of women with
 

a low self-concept are attenders, 
the proportion of attenders
 

declines for women 
in the middle-ranges of the self-concept
 

scale, and is highest for women with a high self-concept. The
 

equation for this 
nonlinear relationship is Y = a - bX + cX 2 .
 

Only the linear component of both relationships is shown
 

in Table 2. 
 For age, the addition of the nonlinear component
 

raises the explained variation from five 
to seven percent.
 

For the self-concept scale, the 
nonlinear component raises the
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explained variation from five 
to six percent. The increment
 

in 
the riultiple regression coefficient from the nonlinear 
com

ponents raises the total explained variation 
(for all varia

bles) from nineteen to twenty-two percent.
 

The multiple regression arqa:,.ysis of all variables is
 

shown Ln Table 3. The explained variation of 
twenty-two per

cent suggests 
that the six variables 
are of some importance
 

in distinguishing between attenders and 
non-attenders. 
 The
 

standardized regression coefficients indicate that 
income, race,
 

and the self-concept scale are about 
equally important in terms 

of their ability to produce a change (statistically) in the
 

proportion of attenders. Age 
and the family planning scale
 

are 
only slightly less important, while 
the IE scale is least
 

important. The direction of 
each partial relationship is the
 

same as for the 
zero-order correlations.
 

[TABLE 3 about here]
 

Clinic Continuation. Only 
three variables were:foufid-to
 

bear some relationship 
to clinic continuation: 
the birth control
 

scale, the IE scale, and 
the family planning scale. It is
 

significant to 
note that only psychological items were found
 

to be important here. 
 Appacently the decision 
to remain act

ive or drop out of a clinic is 
not directly dependent on the
 

background characteristics 
or sexual experience/knowledge of
 

a woman.
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The intercorrelations between the independent 
variables
 

and the correlations with clinic 
continuation 
are shown in
 

Table 4. 
 All were found to be basically linear in form and
 

all are relatively low. 
 Women more favorable toward birth 
con

trol, who have a stronger belief in their ability 
to control
 

their own destiny, and who have 
a more favorable attitude 
to

ward the various aspects of 
family planning are 
more likely
 

to remain active in 
the family planning clinics.
 

[TABLE 4 about here] 

The multiple regression analysis 
shown in Table 5
 

indicates that 
only about seven percent of the variation in
 

clinic continuation 
can be explained by the 
three variables
 

acting together. The standardized regression coefficients
 

indicate 
that family planning score 
is approximately twice
 

as powerful as either of 
the other independent variables in
 

producing a change in 
the proportion of attenders remaining
 

active. The direction of 
all partial relationships remains 

the same al for the zeLco-order correlations. 

[TABLE 5 about here]
 

Family Planning Scale. 
 Two variables were 
found to be
 

related to both 
clinic attendance and 
clinic continuation.
 

Interpretation of 
the IE scale is fairly straightforward. The
 

correlations were 
low, but suggested that women who feel 
they
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have more control over their lives are more likely to attend
 

family planning clinics and also 
 to remain active. 

The family planning scale, however, 
is somewhat more
 

complicated. It is composed of many diverse items, 
and a more
 

specific examination of the separate items will be 
helpful in
 

understanding 
this scale's relationship 
to clinic attendance
 

and clinic continuation. Table 6 shows the 
proportion of
 

women in each clinic category who 
agree with the specific items.
 

[TABLE 6 about here]
 

The results shown in Table 
6 indicate that women 
classified
 

as active in 
the clinics generally have 
a lower percentage with
 

negative feelings 
about these aspects of family planning than
 

either the dropout or never-been groups. The latter two groups
 

are quite close on almost all of the items.
 

For all groups, the health and medical exam aspects of
 

family planning (Items 
1, 3, 4, 6) and those items concerned
 

with the fact that 
the clinics are free (5) and that women
 

have to wait too long 
to be seen (2) show the highest proportion
 

of women with negative responses. 
 The fear that contraceptives
 

will cause cancer or other illnesses (1, 3) is particularly
 

strong among 
the dropout and never-been groups. This fact
 

and the finding that a 
relatively large proportion of 
women in
 

all clinic categories have negative feelings 
toward the fact
 

that the clinics are free suggests that two points which
 

should be 
emphasized by family planning educational programs
 



are the negation of health fears and reassurance about quality 

of servicc despite the lack of charges. 

It is also important to note that resistance on the part 

of the husbands (13), negative reinforcement from friends and 

neighbors (11), and religious objections (12) apparently are 

of little importance to most of the women in all three groups. 

The results with respect to religion are in accord with the 

findings noted earlier, while the negative results with respect 

to worry about resistance on the part of husbands and negative
 

reinforcement from 
friends and neighbors tends to contradict
 

much current thinking in the area of family planning (Bogue, 

1967). It should be noted, however, that these results may 

be specific to Costa Rican family structure. 

ior Discontinuing Clinic Attendance. The analysis 

of clinic continuation suggested that background and sexual 

experience/knowledge factors were of little predictive import

ance. Psychological variables were found to be of some import

ance; but two of the three were concerned with attitudes about
 

birth control and family planning/clinic procedures. This
 

finding, the preceding analysis of the specific negative state

ments about family planning, and the results of the other
 

studies concerned with specific clinic procedures and problems
 

(Spcidei and Wiener, 1970) leads to the hypothesis that experi

ences in the clinic setting may be more important than 

characterisutics of the women in predicting dropouts. If this 

is thw case, some insight can be gained by examining the reasons 



discon t:inuing clinic at tnd,o7 an c. The reas ons rp aCLted by 

t11,e dropouts in this sample are shown in Table 7 

[TABLE 7 about here]
 

These data indicate that pregnancy is by far the most 

important reason for 
dropping out. The responses in this
 

category refer primarily to contraceptive failure, since a
 

ciE.crt response was 
made by women who wanted another baby.
 

of i- women 
reporting pregnancy were using the IUD, 

wa.te'., a ong with the birth control pill is a highly popular 

conttrace technique in
Ove Costa Rica.
 

.T.e 6econd most important factor, health reasons, 
refers
 

pri.,arily zo fear of contraception, medical exams, 
etc, reported 

n S rr,2'eceding section. The next most important reason, the
 

.ethod didn' C suit the respondent, refers to the contraceptive 

technicqu it'self. 

Overall, the responses suggest that physical and psycilO1og

icraI p jr!u;,s with the method of contraception are the most 

morLaa ,t eajons for dropping out 
of the clinic. in addition, 

the uarlic: analyses, which tofailed predict clinic continuation 

':Ll, s~ugest that these problems are not specific to parti

cular subgroups of women. 
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DISCUSSION 

The Most important results with 
rcspect to clinic =Utnd

ance ua; cj LhaL psychological variables may be of gra er
 

iMorL .WWwhan Pruviously believed. 
 Thc curvilinear 
" :0aic n

ship Sawwca scif-nouccpt and 
clinic attendance is Viff!cUIL
 

no assess, 
SUL apparently the Clinics appeal 
nore ; w3 e
 

..i" either high or low self-conccpl:s. 
 I L should be fucllgd 

howvaIr, 
 uhan Oka self-concept score is part of 
a WOL Which
 

" flocza a gocnrally positive 
 or negative orientation much 
broadar Oka" 
 Zhu self, so that interprCtaCion is compliCaZCa.
 

!he 12 score results 
arc more strail :forwaYd. wozcn
 

Vho feel moza in control of their lives 
arc morC iike:Lv to
 

attend clinicn , and to remain 
 active once tLCy 
 a"V bc-ua 

p a "Li c i, a Lion. 

This scale , and other measures of 
the ctivi ,;.La ,
 

dimtnsion, 
have been 
shown to be related to birth 
cu" Lrwl !a

havior and aLtitudes 
 number of studios
in a ia Liff e r,.:- cont ri, 

and with LI.... le1e"f..'*a.*dl UyL, es O n.eins 'L .L .Sm1.a;,)n , .i7u; MTac-


Donald, i9706; X~ainwa~cur, i965; Hiill; ct nl. , 1909). 
 ,'wu.:v w:u
 

we have ?oi.. nd ou" the need for research on the paychawi;ccal 

v a.us which ":..uatebetween social forces und 
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.1;. CORRELATIONS BETWEENV S1QLF.ET VARIAI3,11"s,
 

CLINIC ATTENDANCE 
 AND CLINIC ONTINUATION 

7 -7 -L: -,-:-- - - ,. .... .77 7 7 

Attendnanc Coninuationi
 

D1)emographic-o.a 

Eduaio 1498 05 802 .04 
c 1498I du io n -. GOA~ 802 .06

Inoe12740. -. l8** 721 .06Family Type (nuclear vs. extended) .1493 -. 06 802 -A2
Age '1498 

-. 22** 802Frequency of Church Attendance .02 
1470 -. 10* 
 787 ...

Frquoncy of Comnmunioni (Catholics) 
,04 

. 1394 -. i0** 747" Race (white vs. nonwhite) 1498 -. 23"* 
-.06k 

802 .06 
 AIdeal. Numberbr Of Children 
 14981 -. 04 802 -. 02 
Urban-Rural Residence a a 802 -. 09 

SeXual Exiericace/KnowiedgC

\ge First Married . , 
 14A -. 16* 787 .002Age First ,Concptioii 

468 - 1*J ,0A" R productive Knowl...g --. 03 AScal.e 
 it.. 
 . 7.68..
.

Ajgu Elors; c iL(u ncd o tCon traae0p ti 'on . 384 '. '799. .... 4" 
Amu First Inurourc 1,697. .03 801 -. 0.03
ConUtrace~ptive Know:Ludgo Sca.le 61.7 .07 

Psychological
 
Attitude toward Birth Control Scale 1491 " 0: 150
IE Scaleb c 1460 . 3 779 .08-
Attitude toward Husband Scalec 1472 .l~ 781. Self Concept Scalec .051492 ..9.. 
 802 .02
Attitude toward 
the Churchc 
 . 1478 . 20*. 793 .001
 
Attitude 
toward having Childrcnc 1485 . 18. 794Summary Family Planning Scale 

.03 
1485 .17*;0 
 798 . 23** 

"Not applicable 

botterlo (1966) internal-external control scale 

cSemantic differential &sales 
which measure the evaluative
 
dimension,
 

P. 001 P A 001 . 
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Zir :i Co ,ro1 

IE Scac. 

Fmily Piannin 

Sp< .61 

Scale 

Scuale 

-. 

SL ... 

.12" ~'.02 

.10 

. 20** 

07 

.00 

.27 ' 

Uns~ta&:ddLzcd 

.04 

.04 

.3 

g' n -d. 

.12 

.!0 

.20 

Z. 7 
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Z: .. ..0 . 4 7 4 

1. Co;;traccpiv±s will
*fri cause ca:ce 2.S. 7 = " 54. 45.0
 

36 4 42.4 44.7 41.4
 

3. " aid cziv os wi l- o,,,a 21.2 48,-e t'a e m 46. 8 5 38 7 

4,.Arhd Uocor wil. hu2 thc±;t12.7 
 29.3 
 42.5 38.0
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/ 
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- 4 36 
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P rel imina Ly Draft I (, . 

CHARACTERISTICS OF CONSENSUAL AND LEGAL 

MARITAL UNIONS 
IN COSTA RICA
 

INTRODUCTIo N 

There is fairly general agreement regarding the prevalence 

of consensual unions or quasi-marital relationships in the Car

ibbean and Latin American. Much 
 of the literature on this sub

ject can be divided into two categories. in one category 
are
 

grouped the demo 
-aphic studies which have taken 
as their central
 

concern the relationship between the nature and extent of non

legal unions and reproductive behavior. 
 In the other category
 

are the more sociological and anthropological investigations
 

which tend to be concerned with whether or not these non-legal 

unions are normative alternatives to legal marriage. On at least 

one point studies in both categories agree. All acknowledge 

that a substantial proportion of the live births in the Caribbean 

and Latin American results from non-legal unions. Roberts (1955) 

confirms this point fo Lhe West Indiej by reporting illegitimacy 

rates rangiat fr'm 50 to 70 per cent.
 

Eowevur, until recently mos-
 findings suppor ted the con

clusion that for po)uiation aggregates, the prevaiLnuc: of con

sensual uniions depressed societal fertility levels. Non-legal 

unions werc seen to be unstable and thus the woman in this type 

of relationship were less exposed to thu risks of 
pregnancy.
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More recently, however, the question has again been opened. 

Marino (1970) has suggested the importance of the mediating 

influence of another variable, that of an unbalanced sex ratio 

in the population. To him, both the extent of couples in con

sensual unions and the tendency toward fertility lower than that 

for couples legally married may be partially the result of a
 

shortage of males. 

The major positions with respect to the "normative legitimacy" 

of consensual unions 
have been set forth by Goode (1960) and
 

Rodman (1966). 
 Goode's position is basically that consensual 

unions are not "cultural alternatives" or "sociologically
 

legitimate" alternatives to legal marriages for it violates
 

falinowsk"i rulu Of liegitimacy. Rodman, viewing marriage as a 

process, developed the "principle of fideli ty" alid upon it based 

his contention that the various forms o conSUen:ual unions are 

legitimate 	 alternatives to legal marriage. 

Notwithstanding the considerable amount of research effort, 

little is known about the consensual union and women who enter 

into it. This lack of information . ay stem in part from the 

fact the the term "consensual union" has been variously defined 

both theoretically and for the purposes of record keep)ing. Such 

ter;s as "common law," "v:.siting," and "friendin-" all have been 

emp loyed with some overlap to designate the samc type of relation

ship. Fu 'thermore, such factors as the legitimacy of the orf

spring, the nature and location of the sexual ncnkounter, and the 
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attitudes of the participants have been asoffered characteristics 

of this form of relationship. About all that can be said with 

certainzy is that this form of sexual relationship is less than 

a legally sanctioned union but more socially acceptable than a
 

cajisual or promiscuous one. 
 Even this generalization may be
 

subject to criticism) for 
research has resulted in conflicting
 

social evaluation of this form of interaction.
 

Thus, aside from reproductive behavior, the charactcristics 

of women in consensual unions have been described primazily by 

implication. 
 The data available tend to indicate that for most
 

populations the age womenmean of in consensual unions is slightly 

younger than for women in legal unions. Furthe-:, that the agL
 

at which 
 they first began co-habitation is slightly youngur and 

that they tend to bc of lower social lass standing. 'L"'hur also 

seems to be a tendency for relationships begun conscnsualas 


unions to be legalized later on. hou!L that
It e noted these 

characteristics were reported in studies which have tended to 

concentrate on populations of African extraction, in s:ore under

developed countries, and those 
that have historically had 
an
 

imbalanced sex ratio. 

The purpose of this iapcr is .o eL-am'.ne the characteris tics 

of Costa Rican women in consensual and legal unions, with special 

emphasis on ruproductive behavior. The departures of this study 

from most of the others previously mentioned reside in 1he fact 

that Costa Rica is one of the more highly developed Ceng;:al 

http:eL-am'.ne
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American countries.'that our sample is composed of Whitce and
 

indian women. Consensual unions nave 
 been defined as co-residential, 

non-legal sexual and social liasons which 
are designated as such
 

by the respondents. 

MET1ODOLOGY
 

Sample 

The data reported here were obtained in an interview survey 

of family planning in Costa Rica. 
 The sample design called for
 

the selection of women in six family planning clinic 

areas. These six areas were 
considered to be representative of
 

clinics throughoutj the country. Within each 6f the clinic areas
 

emploved, households were randomly 
 sampled and cLhe eligi ble women 

in each household were interviewed. hligihility required
 

that the women be be tween the 
 ages of fif teen and forty-nin:e and 

had experienced at least one prcg:nancy. A fIirther cJiazacteris tic 

of the sample design insured the illci. jion f api)rox:L;aL.:.y equal 

numibers of worn who had at tended a family planninr clinic and 

those \:ho had not. In order to obtain this dist:ribution the 

total number of interviews to be completed in each area was 

determined 0n the basis of clinic activity and the size of the 

population in the area. Houscholds were randomly :sampled until 

the proper distribution was obtained, based on a desiried sample 
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size 01 approximaoely 1500 womun. Using these techniques, 1652
 

interviews w 'e conducted of which 1498 were found to be usable. 

For the purposes cf this study, all women not currently living 

a anL ware eliminatedwith from the analysis. The remainder of 

the sa :iple consisted 
of 295 women in consensual unions 
and 985
 

in legal unions.
 

It is important to note that the 
Nzgro population of Costa
 

Rica (less than five -"ercent of 
the total) was not included in
 

this study. For Lhe most part, the Negro population is concen

t:rated in the province of 
Limon and is isolated from 
the rest
 

of the country by mountains and jungle. At the time of this 

survey there was no government-sponsored family planning 
clinic
 

in this area. 
 It is therefore important to remember- this fact 

because much 
of the literature 
on consensual unions 
deals
 

specifically with Negroes, and, with the exception of a small
 

number 
 of urban Negroes, in our investigation the teri "non

white" refers 
instead to Indians.
 

Defill.ii oil of Vziriablu;
 

The dufinition of most of the variables is obvious irom the 

tables which follow, hoaever, the sca. s will be briufly .:,fined. 

In order to obtain a measure of the general contraceptive knowledge 

of the women in tht2 sample a single score was calculated from 

information provided by questioning the women on each of 

twelve contraceptive techniques. 
 If she had heard of this
 

http:Defill.ii
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:ethod but did not kno: how it wo rked, she was given a score of one. 

If the respondent indicated some knowledge of how a particular 

metnod worked, a score of two was assigned. If she had a good 

knowled-e of how a method worked, she received a score of three. 

Scores ranged from 0 to 36. It must be kept in mind that this 

score 
is a very general one and does not 
give precise information
 

on a womants contraceptive knowledge. It is possible for two 

women to have tlie same score altLough they differ in knowledge. 

A similar technique was used 
to compute the respondents'
 

reproductive knowledge 
score. 
 The process of reproduction was
 

divided into eight components. For each component, if the respondent 

had erroneous knowledge a score of one was assigned. Fair knowledge 

resulted in a score of two and good knoiledge a score of three. 

The total score was then transformed to range from a low of zero 

to a high of eight. 

The Attitude-Toward 
Birth Control Scale 
consists 
of four
 

items concerned with health, expense, national welfare, and ease 

with which birth control can be uaderscood. The respondents were 

asked to express agreement or disagreement with each statement on 

a 
five point scalqranging from strongly agree to -zrongly disagree. 

In computing the scale, the most negative answer was assigned a 

score of zero and the most positive answer a score of four. The 

scale consists of the sum of scores of all four items. Thus, a 

respondent with a completely negative attitude toward the aspects 

of birth control included in the items would have a score of zero. 
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A responde:c- with a highly positive attitude would be assigned 

a score of sixteen. 

Evaluation of self, husband, 
and family planning was based
 

on'semziantic differcntial techniqueL/ (Osgood, et al., 1957). Briefly
 

stated, in its original form the method uses pairs of adjectives
 

to measure a subject's affective ju dgements about some concept or
 

object along three dimensions; evaluation, potency, and activity. 

The evaluation dimension essentially represents a positive versus
 

negative judgement of any given concept. The four 
sets of eval

uative adjectives used to compute the scale were; 
1) kind-con

siderate, 2) honest-dishonset, 3) just-unjust, 
and 4) good-bad.
 

The responses to each set of adjectives were somewhat skewed toward
 

the positive end of the scale which ranged froa seven.
one to 


In order to minimize the effects extreme caLe theof a original 
categories were collapsed. The final score as the aver-age of the
 

scores for the four sets of adjectives, and ranged from a low 

of one to a high of four. 

The Internal-External control scale (Rotter, 1966) was
 

employed in modified and shortened form. Rotter has described
 

what 
the I-E Scale measures as follows:
 

When a reinforcement is perceived by the
 
subject as following some action of his 
own, but not being' encirely contingent 
upon his ac,>ion, then, in our culture, 
it is typically perceived as the result 
of luck, chance, fate, as under the con
trol oi fpowetfui others, or as unpredict
able because of tihe great complexity of the 
forces surrounding him. When the event 



is interpreted in this way by an in
dividual, we have labelac this a belief 
in external control. If persona per
ceives that Lhe event is contingent upon
his own behavior or his own relatively 
permanent characteris tics, we have termed 
this a belief in internal control. 
(Rotier, 1966. p.1) 

It was necessary to construct 
a brief version of the I-E
 

Scale for use in 
Costa Rica. Thus from the 23 original items 
we
 

selected ten 
questions which best predicted 
the total scale scores.
 

A preliminary analysis of measurethe was conducted by 

means of a factor analysis 
of these ten questions. In the Costa
 

Rican sample one factor composed of our items 
seemed clearly
 

identifiable 
as measuring the Internal-External 
Control dimension.
 

Its content compares a fatalistic belief in chance, 
versus the
 

idea that events can be controlled, over 
a variety of topics
 

(world events, people's lives, friendships, and feelings about
 

the self in relation to events).
 

A mean I-E Score was 
derived by combining scores of the
 

four items ,hich, according to factor
the analysis, measured
 

this dimension. 
 Each answer in the 
external direction was coded
 

zero. The resulting score ranged from 0-4 with 
the higher score
 

indicating greater belief 
in personal contrcl 
over events.
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RESULTS
 

Table 1 shows the results of a comparison of women in
 

consensual and l.egal marriages with 
 respect to twenty-seven 

variables. Using a probability level of .05 as 
the minimum
 

criterion for statistical significance, it can be seen that
 

significant differences are found for twenty of the twenty

seven variables. It should be noted that 
 statistical signif

icance is relatively easy to attain with such a 
large saiple.
 

However, in many cases the 
mean or percentage differences are
 

quite large as well as being statistically significant.
 

Many of the variables examined are direct indicators of
 

social class 
or are generally recognized as concomitants of
 

class stalLding. These variables show a consistent pattern
 

which indicates that, as a group, women in consensual unions
 

are much more likely to be lower in class standing. With respect
 

to the direct indicators of social class, 
a larger percentage
 

of women in consensual unions 
1) have less than a primary edu

cation, 2) have a spouse with 
less than a primary education,
 

3) have a family income less than 
399 colones, 4) have a spouse
 

who is a laborer, 5) live in a rural area, 
6) and are nonwhite.
 

With respect 
to the sexual experience concomitants of
 

social class, the mean age of women in consensual unions for
 

ages at first intercourse, conception, and marriage 
is lower 

than for women legally married. This iS the pattern that would 

be expected of lower-class women. 
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The differences between consensual Lnd legal unions with 

regard to tha sexual knowledge variables also are characteristic 

of social class differences. On the average, women in con

sensual unions learned of contraception at a later age and
 

have lower contraceptive and reproductive knowledge scores.
 

Although the scores for four of the six psychological 

variables show statistically significant differences, 
in
 

general the mean differences between women in consensual and 

legal unions are quite small. On the basis of these slight 

differences, it appears 
that women in legal unions have more
 

positive evaluations of family planning, spouse, 
and self, and
 

.also have a higher mean ideal number of children than do 

women in consensual unions.
 

It was noted earlier that the majority of research and
 

writing on consensual unions and fertility has 
found or suggested
 

that fertility is lower for women in consensual unions. Our 

data, however, suggest that there is little or no difference
 

between women in consensual and legal unions with respect to
 

the number of concep tions , number live
of bLrths, ind number
 

o1 chi!druin living at home. The s;all dilIfu rences 
 observed 

for conceptions and 
live births suggest that fertility is
 

slightly higher for women in consensual unions.
 

The only fertility variable to show a significant difference
 

is the number of stillbirths and abortions. In this case the 

women in consensual- unions have a higher mean than women in
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legal unions. Since this variable is essentially a measure of
 

health and adequacy of medical 
care, the observed difference
 

lends added support to the previously mentioned social class
 

differential. Women in consensual unions, ranking lower 
in social
 

class,-would be expected to be of poorer health 
and have less
 

access to adequate medical care.
 

It is possible of course, that the actual relationship
 

between type of mariatl union and fertility is being suppressed
 

by a third variable. In particular, this may be true for social
 

class. It has been well documented that a miderately strong
 

inverse relationship exists 
between social class and fertility
 

in the developing countries. Thus it is possible that social
 

class and type of marital union tend to cancel one another out
 

in terms of reproductive behavior. If the literature previously
 

mentioned is correct, being in a consensual union would tend
 

to depress fertility. However, the tendency for women in
 

consensual unions to rank lower in social class would tend to
 

increase fertility.
 

In order to test for this possibility, the relationship 

between type of marital union and fertility has been examined
 

controlling for various indicators of social class. In addition,
 

age and marital stability have been introduced as control
 

variables. The product-moment correlation coefficient has
 

been used to measure the relationship between type of marriage
 

and the indicators of fertility.
 



-12-


The results of this analysis are shown in Table 2.
 

These data indicate that the 
indicators of 
social class, age,
 

or marital stability do 
not act to suppress the.relationship
 

between type of marriage and 
fertility. The correlations are
 

extremely small within all 
categories of the 
control variables
 

and few attain statistical significance. Thus, it can be
 

concluded that we 
have failed to find any meaningful relation

ship between type 
of marital union and fertility.
 

DISCUSSION
 

The data presented here 
clearly indicate that women in
 

consensual unions 
differ from women 
in legal unions primarily
 

in terms of indicators of social class 
and class-related factors
 

such as 
sexual knowledge, sexual experiance, and medical care.
 

However, 
the data also indicate 
that the reproductive behavior
 

of romen in consensual 
and legal unions 
is quite similar,
 

regardless 
of age, marital stability, or social 
class. Thus,
 

in Costa Rica, being in a consensual union 
does not appear to
 

depress fertility. Since this 
finding is not in accord with
 

the literature presented earlier, it 
merits further attention.
 

One possibility for the lack of relationship between
 

type of marriage and fertility may lie in the 
nature of the
 

sample. 
 It will be remembered that one 
criterion for 
inclusion
 

sample that womanin the was the have had at least one pregnancy. 
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Thus, 
childless women have been completely omitted. i.f the
 

earlier work with 
respect to consensual and legal unions 
is
 

correct, 
one would expect a larger proportion of childless
 

women in consensual unions.
 

In order to test for the possible biasing effect 
of
 

omitting childless women, 
data on the proportion of married
 

women (consensual or 
legal) age 15-44 in one province of
 

Costa Rica were 
obtained (Poole, 1970). 
 In this study, 7.3
 

per cent of the women were found to have 
never been pregnant.
 

Assuming this percentage is a reasonable estimate of 
childless
 

women in Costa Rica, it 
can be used to estimate the degree of
 

bias in our sample.
 

The mean number of conceptions 
for women in consensual
 

and legal unions was found to 
be 5.6 and 5.3 respectively.
 

If we assume an extreme situation exists in which all the
 

childless women 
are in consensual unions, the addition of 7.3
 

percent women with 
no conceptions would reduce 
the mean con

ceptions from 5.6 5.2.
to With 
respect to live births, women
 

in consensual unions had a mean of 4. ) and women in legal 

unions had a mean of 4.7. Incrementing the sample of women 

in consensual unions with 
an additional 7.3 percent 
childless
 

women would reduce the mean 
from 4.9 to 4.6. Thus, the original
 

small differences in fertility between women 
in consensual and
 

legal unions are 
further reduced by correcting for the lack
 

of childless women. 
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Assumin g the opposite, that all childless women are in 

legal marriages, would result in significant differences, but
 

in the direction opposite of that 
expected. It can be con

cluded, therefore, that the omission of 
women who have 
never
 

been pregnant frorm 
our sample did not significantly distort 

the main conclusion. That is, fertility in Costa Rica does 

not appear to be depressed by consensual unions. 

If this conclusion is correct, 
the results of this
 

study give implicit suppo 't to 
Marino's contenti'on that the
 

fertility differences between 
 consensual and legal unions
 

observed in 
earlier studies were at least partly a function of
 

an unbalanced sex ratio. Costa Rica does 
not have the shortage
 

of males characteristic of 
the Caribbean area, and the 
expected
 

difference in fertility did 
not obtain.
 

This study, however, was not desiLned to 
test Marino's
 

conclusions, and other explanations may fit the results equally 

well. The important point to be emphasized is that our data 

.suggest that the form and consequences of consensual unions
 

can differ from one 
 country to another, and that considerable 

cross-cultural comparisons 
are necessary before meaningful
 

generalizations concerning consensual unions 
can be developed.
 



TABLE 1
 

CHARACTERISTICS OF WOMhN 
IN
 

CONSENSUAL AND LEGAL UNIONS
 

Mean or PercentagUe
VarjIble Consensual Legal 

Sample Size* 295 	 985 

Demog raphic-S ocial
 

Mean Age 
 30.9 	 31.0
Z Less Than Primary Education 72.2 	 50.8 "
 
% Spouse Less 
Than Primary Education 	 "
64.4 	 52.8' 

% Family Income Under 399¢ 
 62.8 	 41.3'

% Spouse Occupation is Laborer 
 76.1 	 68.7w

% Living in Rural Area 
 50.8 35.6"
 
7 Nonwhite (Indian)

% Living in 	 26.4 17.5'1*Extended Family 	 "
40.0 30.4
% Women Employed Outside Home 12.9 11.4
 
% Attend Church Once a Month + 
 50.3 60.6
% Married Only Once 60.0 	 93.0 #
 

Sexual 	Experience/Knowledge 

Age 1st Intercourse '17.2 	 18.8
Age 1st Conception 
 19.6 20.4 : 
Age 1st Marriage "18.5 19.4
 
Age 1st Learned of Contraception 
 25.0 	 23.8r
 
Contraceptive Knowledge Score 
 7.4 	 8.7*

Reproductive Knowledge Score 
 1.6 	 2.3
 

Psychological 

Ideal Number of Children 3.2 	 3.5
Evaluation of Family Planning 3.0 	 3.1: 
Evaluation of Spouse 
 2.8 	 3.V4
 
Evaluation of Self 
 2.9 	 3.0e
 
Attitude Toward Birth 
Control 
 10.6 	 10.8
 
Internal-External 
-ontrol Score 
 2.2 	 2.2
 



TABLE 1
 
(continued)
 

Mean or Percentage
 
Consensual 
 Legal
 

Fertility
 

Number of Conceptions 

5.6 
 5.3
Number of 
Live Births 
 4.9


Number of Stillbirths and Abortions 
4.7
 

.71
Number of Children Living 3.9 

.55 
at Home 
 3.9
 

Sample sizes 
differ somewhat on 
certain variables due to
 
missing information.
 

p .05, p <.01, P < .001 
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TABLE 2
 

CORRELATION BETWEEN TYPE OF MARRIAGE AND 

FERTILITY, BY SELECTED CONTROL VARIABLES*
 

Correlation Between Type of Marriape and
 
Number Number Children Stillbirths
 
of of Live in and
 

Variable N Conceptions Births House Abortions
 

TOTAL 1280 -. 05 -. 02 .02 -.
 08+
 

Marital Stability
 

Married Once 1093 .04 .04 .04 
 .02
 
Married More Than Once 187 
 -. 04 -. 00 .07. -. 08
 

Age
 

15-24 
 318 
 -. 04 -. 06 -. 04 .01
 
25-29 272 -. 05 01 "
 -. .04 -. 12
 
30-39 443 13
-. -. 07 .01 -. 13
 
40-49 
 247 -. 02 -. 00 .06 -. 04
 

Education
 

None to Primary Incomplete .04
713 .07k .12" -. 05
 
Completed Primary 351 -. .02 .05
02 -.
 
Some High School or More 216 -. 10 -. 09 -.
 04 -. 05
 

Income
 

0-399 
 500 -. 05 -. 02 .03 -. 09
 
400-699 324 -.04 .02 .04 
 -. 15* 
700-999 138 .03 .04 
 .06 -. 05
 
1000 + 
 130 -. 09 
 -.10 .05 -. 03
 
Unknown 188 .08 .08 .08 
 .05
 

Area 

Urban 779 -. 08k -. 05 -. 01 -. 09T 
Rural 501 .03 .06 .1i -. 08 

Race 

White 1030 -. 06 -. 03 .02 -. 09 
Nonwhite 250 .02 .03 .06 -. 04 

*Type of marriage is defined 
as follows; consensual=O, legal=l
 

-tp - .05, 'tp /..01 
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SOCIOLOGICAL AND PSYCHOLOGICAL ASPECTS OF FAIMILY PLANNING
 

In this chapter, the major social and psychological influences on
 

fertility are discussed. Within this context, 
a critique of the diffusion

of-innovations as 
a basis for action efforts in family planning is presented.
 

I. SOCIOLOGICAL FACTORS AND FERTILITY BEHAVIOR
 

A number of sociological factors account for the conscious motives expressed
 

in a socitity both for and-against fertility control. 
One of the chief factors.
 

is mortality. 
Because of the mortality experience in underdeveloped nations,
 

it is important to distinguish between the motives for a large number of births
 

and the motives for a large 
number of living children (Freedman, 1968).
 

In underdeveloped countries, the average number of children surviving
 

at the end of a mother's childbearing years is 
far lower than the number born.
 

Therefore, the desire to have three or 
four children survive is consistent, in
 

high mortality countries, with a much higher number of b.rths (Freedman, 1968).
 

In developing countries, the fruits of industrialization, such as lower
 

infant mortality and fewer child-killing diseases, have emerged prior to 
the
 

roots of industrialization -- capital investment, positive attitudes toward
 

saving, and upward mobility. Thus, in these countries, the Influence of the
 

factor of mortality on fertility represents a cultural lag.
 

The problem remains, however, to explain why the norms of a society
 

provide the motivation for a given number of children. 
Three sociological
 

factors will be discussed: family structure, industrialization, and secularization.
 

Supported in part by grants from the Ford Foundation and from the Welfare and
 
Social Security Administrations, U.S. Department of HEW (CRD-283 and MC-R-370019).
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A. Family Structure
 

The nature of the family structure as an influencing factor has been
 

studied by considering the fertility implications of the extended family, 
a
 

family which includes members of different generations or other relatives
 

(Davis, 1955). The culture associated with this form of family structure is
 
characterized by a situation in which children are seen as an asset. 
Thus,
 

numerous behavior patterns develop to promote high fertility. In this family
 

form, common in cultures where agriculture or home industry is prevalent, such
 

as Asian nations, children are viewed as 
producers and as 
a source of security
 

in one's old age.
 

The corporate kinship system is seen as 
a force influencing 'every aspect
 

of life and as 
a force placing a high priority on children (Lorimer, 1954).
 

Joint households permit persons not yet capable of self-maintenance to marry
 

(Peterson, 1961). 
 Early marriages, which promote high fertility, frequently
 

are encouraged to perpetuate the family line.
 

With the shift from the extended family toward the nuclear family -- father, 

mother, and children -- many of the supports for high fertility are removed.
 

In the nuclear family structure, the couple is 
expected to be independent.
 

Land and resources are held individually rather than by the collective,
 

lineage is of less importance, and the status of women is higher (Wrong, 1963).
 

Family structure influences the valuation of children as well as many
 

other conditions impinging on the reproductive process. Thus to 
the extent
 

that children are crucial to the performance of important functions by the
 

family, the motives for high fertility will be supported. Family-size norms
 

of a society are assumed to correspond to a number which maximizes the net
 

utility 
to be derived from having children (Freedman, 1968).
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B. 	 Industrialization-Urbanization
 

Often concomitant 
with the nature and pervasiveness of a 	given family form 

is the level of industrialization-urbanization. 
Historically, and presently,
 

these two 
factors are often considered to be the major social phenomena accounting 

for fertility declines in the Western world (Jaffe, 1942). There is an obvious
 

relation between urbanization and the decline of the corporate kinship group:
 

as urbanization gives rise to 
specialized institutions, the functions of the 

family groups are altered (Jaffe, 1942).
 

When some of the functlons of the family group are taken over by the other
 

specialized institutions, the value of a large number of children is decreased
 

and 	the cost is increased. 
With the development of greater industrialization
 

and urbanization, there is 
an 
accompanying increase in mass communication and
 

in transportation facilities linking local markets and populations into larger
 

political, social, and economic units. 
 A more complex division of labor thus
 

evolves, resulting in the development of a much larger number of institutions.
 

The family ceases 
to be the primary economic unit; 
and therefore, recruitment
 

of workers is less closely related to reproduction (Freedman, 1968).
 

In addition to the more obvious results of urbanization-industrialization -

greater population density, a mobile labor force, and shifts in family 

structure -- a large middle class emerges in which upward mobility is more
 

of a possibility. 
These and other factors combine to produce a style and level
 

of living in which high fertility motives become more of a liability 
than 	an asset.
 

C. 	Secularization
 

The degree of secularization of society and the view of the world h'Ad by
 

those in the society is another factor influencing fertility behavior. 
The
 

shift 
to a 	more secular vi. 
 is obvious in the development of the theme of
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"1responsible parenthood" stressed in Protestant and Jewish sentiment, in which
 

barrenness is no longer viewed as 
a curse or 
large families a blessing. Parents
 

are encouraged to have only the number of children for whom they can adequately.
 

provide (Rehwinkel, 1959; Fagley, 1960).
 

On the other hand, there are still religious ideologies which foster
 

fertility motives. Catholicism is the most obvious of these. 
 In the U.S.,
 

which is probably at 
the forefront of the secularization of religious tradition,
 

among Catholics, religious reasons are still reported as a factor in the desire
 

for larger families (Rainwater, 1965; Whelp ton, et al. , 
 1966). This factor
 

persists. in spite of 
 the fact that 80 percent of Catholic women -*n a representative 

sample of women in the U.S. report that they have used or wil use contracep

tives (Whelpton, et al., 1966).
 

In some of the more fundamental religions, the virtues of motherhood are
 

still extolled (Rainwater, 1965). 
 A few religious groups have encouraged
 

members to avoid "worldly things;" 
the success motive has been de-emphasized
 

and parents are thts seen 
to be more inclined to devote themselves to having
 

children (Pohlman, 1969).
 

The point here is that, to the extent that secularization of life progresses, 

the adherence to these precepts will be reduced, and conflicting values and
 

ideologies will emerge. 
Thus, the supports for high fertility motives will
 

be undermined.
 

Another aspect relative to man's world-view is 
the growth of intellectual
 

freedom. 
With the growth of intellectual freedom, those people with a less
 

desirable position tend to revolt against the disadvantaged position and
 

attempt to achieve a better status and the benefits associated with it.
 

This desire, defined as ambition is
, one of the most important factors in
 

voluntary control of family size (Thompson & Lewis, 1965). 
 The level of
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ambition is also seen as 
important in explaining differential fertility within
 

and between countries.
 

When considering the influence of the variable of a country's development
 

on 
fertility behavior, literacy is on& of the most impcrtant aspects. 
 It has
 

been argued convincingly that with increased levels of literacy, mortality will
 

be reduced, followed by reduction in fertility (Freedman, 1968). Knowledge of
 

contraception will be made more readily available; but more important, the
 

population will become exposed to ideas and ideologies of modern culture 
 When
 

the individual hecomes part of a larger, non-familial system, he finds rewards
 

in social relationships in which large numbers of children may be irrelevant
 

(Freedman, 1968).
 

These rather broad generalizations are not presented here as 
an exhaustive
 

inventory of all the major social changes which impinge upon individual motives
 

for childbearing. 
 Nor are these factors considered to be independent of one
 

another, for obviously each influences the others. 
 These factors, as they vary
 

within a culture, can and do influence the specific motivations which direct
 

man's fertility behavior.
 

In summary, social structure, social mobility, and the functions of social.
 

institutions, which are all related to 
fertility behavior, undergo marked changes
 

through industrialization-urbanization; 
it therefore follows 
that fertility
 

behavior will also undergo marked changes (Peterson, 1961).
 

D. An Intermediate Variable: 
Contraception
 

The social variables which mediate between the social institutions and
 

the actual fertility of 
a society have been called intermediate variables and
 

are divided into three broad categories by Davis and Blake (1956). 
 They
 

delineate those factors which affect exposure to intercourse, i.e,, 
age at
 

entry into sexual unions, incidence of divorce, eLc.; 
those which influence
 

exposure to conception, i.e., 
the use of contraceptives; and those factors
 

which affect gestation and parturition, i.e., 
causes of fetal wastage.
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Differential fertility behavior exists within any group because these
 

intermediate variables operate differentially. 
Thus, some groups in a
 

population, just as some nations, have higher fertility than others. Of all 

the factors which influence fertility within a society, the greatest influence
 

is by the variable of differential use of contraceptives (Bogue, 1969r. 

One way to account for the non-use of contraception is, of course,
 

ignorance, not necessarily of the need, but of the techniques. Most of the
 

research in this regard has been conducted in the United States and thus more
 

is known about the magnitude of this problem here. 
In a representative sample
 

of Negro women, 29 percent knew of no 
effective birth control technique and
 

an additional 42 percent knew of only one or two methods 
(Beasley, et al.,
 

1966); it was concluded that about one-half of 
the women in the sample lacked
 

sufficient knowledge of means 
to control their fertility. The findings of
 

KAP studies from other nations (Berelson, 1966) show that while knowledge of
 

physiology of reproduction is low in the underdeveloped nations, substantially
 

more people know that fertility control is a possibility, and that one or
 

more techniques for control are available.
 

Data from other research reports (Whelpton, et al., 1966) show that, 

regardless of level 
of knowledge, more than 80 percent of a representative of
 

the population of the U.S. have used or will use contraceptives. Methods of 

avoiding pregnancy are far more pervasive than some research reports indicate.
 

Perhaps the problem is one of definition, for Freedman (1958) indicates that 

many primitive or pre-industrial societies have some method to lower the
 

probability of conception. These techniques might not be defined as 
effective
 

by Western standards,but they seem 
to work with more than random success.
 

Coitus interruptus is 
one such example; although not classified as effective,
 

it is still considered to be one of the contraceptive methods most responsible
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for the decline and stabilization of fertility in Great Britain (Pierce &
 

Rountree, 1961; Freedman, et al., 1959). Freedman takes the position that a 

variety of control measures have been available, including contraception,
 

in underdeveloped areas; that past failure to use them result from normative
 

pressures for high fertility; and that couples had many children because they
 

wanted them, not because they were ignorant of contraception.
 

In focusing on contraception, it is necessary to emphasize that there
 

are actually two concepts 
 involved: family planning and contraceptive use. 

Family planning is concerned with the number and :iming of births, while 

contraception refers 
to the various techniques of preventing conception. Ideally,
 

contraception could be considered the means by which family planning is implemented
 

among married couples.
 

Unfortunately, however, the concept of family planning has tended to 

become subordinated to that of contraception. In a critique of the effectiveness
 

of family planning programs as a means of limiting population growth, Davis
 

(1967) states 
that the family planning approach concentrates on providing new
 

and efficient contraceptives on a national basis through mass programs under
 

public health auspices. This is not entirely accurate since many family
 

planning programs do attempt to provide some information on the advantages of
 

smaller families. However, the vast amount of money and energy are spent on
 

disseminating information about contraceptive techniques and providing facilities
 

for distribution of contraceptive materials. 

This emphasis on contraception appears to be largetly a result of the way 

in which the spread of contraceptive use has been generally viewed. According 

to Hawthorn (1970) the extensive and intensive adoption of deliberate contraception
 

in the West is regarded as 
a classic case of the diffusion of innovations. In
 

addition, the structure of current family-planning programs suggests that this
 

is also true with respect to the non-Western countries. 



II. FAMILY PLANNING AND CONTRACEPTION AS DIFFUSION
 

In this section, the elements in thctprocess of the diffusion of an innovation
 

are 	specified, and this approach is examined as it has been applied to the spread 

of contraception in the West. Its 	adequacy as 
a basis for family-planning
 

programs in the developing countries of Latin America, Asia, and Africa 
is also 

examined. 
The specifics of the diffusion process will -ot be presented in detail
 

but will be outlined, with appropriate references.
 

Although a number of specific propositions have been supported or suggested
 

by empirical studies (Rogers, 1962), 
there does not yet exist a comprehensive
 

theory of the diffusion of innovations. Rather, there is a broadly defined
 

conceptual framework which facilitates analysis of the adoption process, the
 

innovation itself, and the potential adopter.
 

A. 	 The Adoption Process 

There is generally widespread agreement that at least five stages exist
 

in the process of adoption: (1) acareness, (2) information seeking, (3) evaluation,
 

(4) trial, and (5) adoptIon. These stages are overlapping steps leading to
 

final adoption or rejection of an innovation (Beal & Bohlen, 1967).
 

B. 	The Innovation
 

Katz (1967) devised an approach 
to the problem of characterizing the
 

innovation based on the inherent attributes of the new item or idea. This 

approach recognizes four 	attributes: (1) comnunicability, (2) pervasiveness, 

(3) risk, and (4) profitability. Communicability ref,.a s tq the ease with 

which the utility of the innovation can be explained and demonstrated.
 

Pervasiveness is concerned with the extent to which ramifications of 
an
 

innovation are 
limited and readily apparent to 
the potential adopters. The 

risk of the innovation is defined in terms of whether the adoption process 

can be reversed and whether the adoption can be made in small amounts. 

Profitability essentially refers 
to the return that can be expected or is
 



realized from the adoption of an innovation. Items high in profitability
 

are more likely to be accepted.
 

Of particular importance in assessing the atributes of any particular
 

innovation within the framework of 
these four dimensions is the concept of
 

compatibility. Katz (1967) suggests that even if it were possible to classify
 

items objectively with respect to their inherent qualities, it is likely that
 

the s;ame set of qualities will not 
 appeal equally to, or be appropriate for,
 

different individuals and groups. not
Ale-hough an adequate discussion is 


possible here, Katz says that not 6nly is 
the notion of compatibility important
 

with respect to an innovation and the system of values in a society, but it is
 

also important for the relationship between innovation and the unit of adoption,
 

e.g., male or female; the communica ion channels, the mass media versus
 

lectures by opinion leaders; and the social structure. The compatibility
 

between an innovation and the social structure refers 
to the distribution of
 

resources, the forms of organization which control and distribute resources,
 

and the structure of social relations in a society.
 

In applying this classification scheme to contr~ception, any given
 

contraceptive technique can be evaluated in 
terms of its communicability,
 

pervasiveness, and risk. Profitability is not as 
directly applicable, although
 

the problem here seems to be largely one of measurement. What is the perceived
 

profit, bo-h psychological and economic, of preventing a birth for a given time?
 

C. The Potential Adopter 

The targets of the innovation process, the potential adopters, have been 

categorized as ideal types in the following way by Rogers (1962): innovators;
 

early adopters; early majority; late majority; and laggards. This typology
 

at present seems to be the 
most generally accepted among diffusion theorists
 

although some researchers add a 
sixth category, the miajority, which falls
 

between the early majority and late majority (Beal & Bohlen, 1967). 
 Research
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has shown that chese categories of adopters differ with respect to personality 

traits, position in the community, adherence to tradition, sources of information 

used, and a number oC other traits (Rogers, 1962; Beal & Bohlen, 1967). 

D. A Critique of the Diffusion of linnovation Approach 

1. Diffusion of Contraception in the West 

Although the preceding discussion'represents only a limited account of
 

the framework for an analysis of the diffusion of innovations, it should provide
 

some background for an assessment of 
the diffusion of contraception in both
 

industrialized countries and developing countries.
 

The diffusion hypothesis is widely accepted as a means of explaining the
 

adoption of contraception in the West. This hypothesis, however, has been
 

criticized either directly or indirectly by a number of authors (Davis, 1963;
 

Carlsson, 1967; Hawthorn, 1970).
 

According to Carlsson (1967), the decline in marital fertility, which
 

began in Western Europe around 1880, was due to changes in values and attitudes
 

which resulted in deliberate action by married couples. Fertility declined
 

because of more widespread, intensive use of birth control, which included
 

contraception, abortion, and voluntary abstinence. 
This is an example of a
 

highly significant social change through individual, or at least decentralized,
 

decision.
 

Carlsson points out than an explanation of this change must take into
 

account a number of factors. Industrialization and the decline of agriculture,
 

higher educational levels, changing status of women, and 
a general modernization
 

and secularization of society. 
Within this general framework, however, at 

least two theoretical explanations are possible: the innovation approach; 

and the adjustment approach. Essentially, it is Carlsson's thesis that the 

adjustment approach provides a more acceptable explanation for the fertility
 

decline in the West than does the innovation approach.
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The innovation theory, according to Carlsson, is based on number ofa 

assumptions or beliefs: Birth control, particularly contraception, is something
 

new that was not widely used before the nineteenth century. Therefore, the 

spread of information about birth control techniques was an important factor 

in the decline of fertility. It is assumed that there was a lag in the spread 

of skills and attitudes. Information spread from metropolitan centers, to 

smaller urban areas, to rural areas. Also, information first reached the
 

middle class and then the lower classes.
 

The adjustment theory, however, differs in tha birth control, particularly
 

contraception, is not regarded as a new invention. Rather, it may have been
 

prac:iced consistently by a fixed proportion of the population, or it may have
 

been more widely practiced with higher fertility goals. Thus, the decline in
 

fertility was not primarily a result of a diffusion of information about
 

contraception, but an adjustment 
to a new set of forces that motivated individuals
 

to reduce their fertility. The notion of a lag or trickle-down,pattern for 'the
 

spread of information is not necessary to this explanation.
 

Carlsson's critique of the innovation approach is based on the questions
 

of whether birth control began within marriage on a considerable scale before
 

the fertility decline began; and whether the pattern of spread of fertility
 

decline fit the assumption of a lag in contraceptive use. Carlsson found
 

evidence of widespread contraceptive use in Sweden prior to the fertility
 

declinei and Hawthorn (1970) presents partial evidence from other studies which
 

suggests substantial use of birth control techniques prior to the decline.
 

The pattern of spread of fertility decline does, however, provide some
 

evidence to support the assumption of a lag in contraceptive use. Family
 

limitation in Western countries started in the upper classes and was 
only later
 

adopted by lower ones; and urban centers have had lower fertility than rural
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areas. However, as Hawthorn suggests, the differentials may not be due to 

differences in 
the amount of knowledge of contraception. That is, the assumption 

that knowledge and thus the practice of contraception diffused downward may 

be false. Although part of the ducline in hirths may have been tLhe res.ul.t of
 

more efficient contraceptive 
methods becoming available, the introduction and 

availability of improved methods was 
the result of pressures generated by 

the desire for better techniques of contraception, rather than their introduction
 

being the initial cause of fertility decline.
 

The evidence therefore suggests that contraceptive knowledge did not
 

spread and 
cause changes in fertility behavior in the 
same sense that a farm
 

innovation is diffused in a community. 
Rather, a fundamental change in the
 

attitudes and motivations of married couples occured which led 
to lower
 

fertility goals.
 

The change in fertility goals was the result of 
the process of modernization
 

and accompanying changes such as 
lower infant mortality, labor force participation.
 

of women, and rising educational levels. Since certain groups in a society
 

are usually differentially exposed 
to these changes, it follows that changes
 

in fertility goals would occur 
at a differential rate.
 

The importance of 
the distinction between family planning and contraception
 

is thus emphasized, for it suggests that the attitude toward family planning
 

is the key factor in fertility decline and not the speed with which contraceptive
 

knowledge and materials can be spread throughout a sotiety. The implications
 

are therefore significant for family planning program5s in developing countries,
 

and may help to explain why early 
success stories are not always accompanied
 

by reports of substantial fertility control over 
a period of years.
 

2. Diffusion of Contraception in the Developing Countries
 

The fertility decline in the West 
ias a decentralized process resulting
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from Pressures and attitudes generated by the general trend of 
 odernization. 

The receLt attempts to control fertility in countries of Asia, Africa, and 

Latin America, on the other hand, have been the result of centralized decisions
 

made by governments or small groups f individuals. These.attempts have been
 

a response to the extremely '-apid population growth and/or high population
 

density which have handicapped economic, political, and social development.
 

The attempts are almost exclusively restricted to 
family planning programs.
 

One of the fundamental questions facing planners and officials in the
 

developing countries is how best 
to 
utilize the family planning programs to
 

achieve some success in reducing fertility. Two solutions to the problem are
 

usually proposed: 
 (a) develop safe, simple, and highly effective contraceptive
 

methods or (b) use modern communication techniques to persuade and motivate
 

couples 
to use existing methods and limit their families. Current family
 

planning programs tend 
to focus on providing contraceptive information and
 

materials to as 
many p.ople as possible. 
The critique of the innovation in.
 

the West, however, suggested that motivation is the most important factor.
 

A combination of both solutions 
-- high motivation and a simple, foolproof
 

contraceptive method 
-- would, of course, be the most effective way to reduce 

fertility rapidly. In the West, a combination of high motivation and partially 

effective and often difficult to use contraceptive methods effected substantial
 

fertility decline, but quite slowly. 
Berelson.(1967) believes that 
an improved
 

contraceptive would be effective in many developing countries when combined
 

with the assumed weak, but existing, motivation to limit families to 
some
 

degree. In fact, Berelson suggests that it is possible for family planning
 

move ahead of the general modernization of a society.
to The key to this is
 

an easy and effective contraceptive along with a good system of information
 

and services.
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Several writers, however, disagree with this assertion. lauser (1962)
 

maintains that 
 a change in behavior leading to contraceptive practice and
 

fertility control cannot be achieved without social change. 
 Similarily, 

Davis (1967) concludes that.family planning programs alone cannot effectively
 

control population growth, regardless of their success. 
 He points out that
 

even if thecic programs are 16O percent successful, the best they can do is
 

prevent unwanted births. In thi.; 
case, the number of couples wanting three
 

or more children would still keep the growth rate at high levels. 
 This
 

problem is inherent in the design of family planning programs. For as Davis
 

indicates, 
 those aspects of the programs which make them acceptable for family 

planning are also the ones which make them ineffective for population control. 

Stressing the right of parents to have 'the number of children they want evades
 

the basic question of population policy: how to give societies the number of
 

children they need (Davis, 1967). Thus, 
even if the ideal contraceptive were
 

to be developed, the more important problem appears to be one 
o' changing
 

attitudes.
 

The Western experience has demonstrated that: as a country becomes more
 

modernized, the motivation for smaller 
 families is generated as a response to 

,the prc tess of social change. The developing countries iwhich have shown the 

greatest successes from family planning programs, Taiwan and South Korea, are 

those which were already in the process of modernization and moving toward the
 

small family pattern (Davis, 1967; Kirk, 1969). 
 The goals of these family
 

planning programs, however, will fall short of population control. For example,
 

the goal of the Korean program is to cut population growth to 1.2 percent by
 

1980; but 
this rate of increase would result in a population twice as large in
 

60 years (Davis, 1967). In this regard, it is significant to note that gr oth
 

rates still remain at over 
one percent annually in many Western countries.
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The alternative to waiting for the small family to evolve naturally is
 

to persuade couples to chonge their fertility. Attempts at persuasion, however,
 

have rarely been effective (Berelson, 1969). Since every country has a small
 

proportion of highly motivated couples which can be reached by family planning
 

efforts, it has proven easier and more rewarding for family planning programs
 

to focus initially on these couples and 
ignore the stic3-y problems of education
 

and persuasion.
 

The widespread acceptaace of the innovation 
approach to contraceptive use
 

may have mis guided many family planning programs. .If the goal is to actually
 

control fertility, the problem of diffusing contraceptive techniques and materials
 

cannot be treated in the same way as 
the diffusion of innovations for farmers
 

or physicians. The implicit assumption for 
these groups is that all farmers
 

are more or less highly motivated to make a success of their farm, and all
 

physicians more or 
less are highly motivated to help their patients. The best
 

way to 
achieve their goal thus becomes the problem. The implicit assumption
 

in the case of the diffusion of contraception is 
that all couples are motivated
 

to plan their families. Although a large majority of couples express an
 

interest in family planning, the extent to which this will be translated into
 

action is cuestionable. Furthermore, even for those couples who are motivated
 

to plan their families, the number of children many want 
is m\-zh higher than
 

acceptable for effective population control. 
 In general, an adequate solution
 

to zhe problems of rapid population growth will require increasing attention 

to the social-psychological factors determining fertility behavior.
 

III. SOCIAL-PSYCHOLOGICAL RESEARCH
 

Little is known about the psychology of fertility goals and of contraceptive
 

acceptance. The lack of psychological research on family planning is due to
 

two factors. One is American Psychology's strong adherence to 
the tradition of
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the 1il1y controlled laboratory experiment. This influence has kept many 

psychologists out of the arena of social concerns where rigorous control and
 

mochodology are not possible.
 

A more important factor may have been the dampening effect of 
the lack
 

of positive findings in some early studies which attempted to relate psycholog.cal
 

variables to fertility measures 
(Whelpton & Kiser, 1946 to 1958; Westoff, et al.,
 

1961; Westoff, et al., 1963).
 

A number of methodological suggestions have been made as 
to why the
 

psychological portions of these works, the Indianapolis and Princeton studies,
 

did not succeed (Peterson, 1961; Kiser, 1962; Pohlman, 1969). 
 The more
 

important suggestions are 
(a) lack of theory to dictate variables, methods,
 

and analyses; (b) use of psychological measures which were brief and thus
 

limited in reliability; 
(c) use of samples offering relatively limited
 

variation in the independent or dependent variables; and (d) ignoring of 
some
 

small, but significant relationships, which may have been meaningful, though

limited in potential size by the design limitations of the studies.
 

A large portion of the time and energy invested in later research bearing
 

on fertility behavior has been devoted 
to KAP surveys. The instruments used
 

typically center on demographic characteristics of the subjects and 
assess 

their knowledge, attitudes, and reported practices in regard to reproduction. 

A summary of tLic! IetOul. ts (Fawcet L, 1970) of 400 ,uch studi.o.X of KAP datia 

shows that women in the samples desire a smaller family size than they are 

likely to have by the end of their reproductive period. In addition, many of
 

these women do not clearly understand methods of preventing pregnancy, but are
 

anxious to learn. They also consider it appropriate that their governments 

should provide family planning services.
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So:,ie to the [NAP studies have furnished useful baseline data for evaluation 

of programn influences on attitudes toward family size and family planning, 

and have been useful for demonstrating to governments the political acceptability
 

of family planning programs. The results of KAP surveys have also been used
 

to providC explalnations of furtility differences, mainly in 
terms of social
 

stt:atification variables. Psychologi.x:gl variables have largely been ignored.
 

Although the overview of psychological research is somewhat discouraging,
 

a few relatively sophisticated studies and a few encouraging results have
 

appeared which can be used as 
the bases of future research.
 

Family Organization and Dominance Patterns
 

Refining the concept-of family structure to the level of family interaction
 

patterns may be productive. 
In a study of Puerto Rican families, family
 

patterns were 
typed along a dimension of how much male dominance and restriction
 

of the wife's role was present (Hill, et al., 1959). 
 Rank order correlations
 

between eight family types and each group's average 
scores on fertility variables
 

were generally above .70; correlational indices based on 
individual families
 

were much lower, however. The more restrictive families used birth control
 

methods less, were more irregular if contraceptives were used, and showed
 

higher failure rates in fertility control.
 

The restrictive families also gave histories of less communication about
 

birth control. In further analyses, Hill 
(1967) refined the communication
 

measures into indices of Consensus, Communication, and Empathy. 
These
 

variables predicted behavior related to 
contraceptive use, experimentation
 

with different techniques, and choice of 
sterilization.
 

In 
a North Amr~erican study, the conceptual typology of joint 
versus
 

segregated conjugal role relationships was found 
to relate to choice of
 

contraceptives and to effectiveltess of contraceptive practice (Rainwater, 1965).
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Famaily size preferences were also predicted. Interestingly, the findings on
 

contraceptive practices were clear only in 
the lower social class, while those
 

involving fa;ily size preferences were obtained in 
the middle class.
 

B. 	 Atti ud2s and Motives
 

Tere have! been 
 some efforts to relate the psychological attitudes which*
 

accompany the modernization of 
 a nation to fertility variables. 

Kahl 
(1968) used factor analysis to develop a modernism scale consisting
 

of several sub-scales. This work was done 
in Mexico and Brazil. On the
 

sub-scales modern man is 
described as an activist, dttempting to shape his
 

world rather than fatalistically responding to it. lie believes that an independent 

career is not only desirable, but possible, and he prefers urban life to rural 

life. -he total scale was related to 
ideal family size measures. Results
 

were not striking, but were consistently in the predicted direction within
 

various type occupational groups in both countries.
 

Seaman (1959, 1971) has analyzed some of the more negative attitudes
 

which may be 
found in a modern society. 
Groat and Neal (1967) used instruments
 

based 
on Seeman's concepts with a sample of white, Midwestern women. With
 

social class and age at least partially controlled, subjects who 
saw national
 

and international events 
as confused and chaotic (Meaninglessness) and who
 

felt a lack of genuine normative standards (Normlessness) had more children.
 

This result was 
true for both Protestants and Catholics.
 

The dcescriptions of industrialized, modern man emphasize that he is 
an
 

activist rather than 
a fatalist. This particular characteristic has been
 

related to fertility variables in a number of research efforts. 
 Both Rainwater
 

(1965) and the researchers in Puerto Rico 
(Hill, et al., 1959) concluded that
 

in the 
lower social classes, fatalistic attitudes, involving being victims of
 

life 	forces and God's will, stifle interest in attempting to limit family size.
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The most extensive study of this variable to date is that 	of Williamson (1970) 

who 	terms his measure of the activist attitude, Subjective Efficacy. Factory
 

workers in five developing nations were used in the sample. Ideal family
 

size, Subjective Efficacy, and 11 sociological variables were correlated with
 

indices of favorability 
towards birth control. The results varied between
 

the different countries and the size of* the 
correlations was generally moderate.
 

Ideal family size and Subjective Efficacy showed correlations that were equal
 

to, and in soz-e cases greater than, 
those for any social predictor, however.
 

F-urther confirmation that 
this attitude relates' to family planning
 

decisions comes 
from studies using another instrument. Rotter's (1966)
 

internal-External Control Scale was designed to 
measure the extent to which an
 

individual sees himself as 
being able to alter and control events to suit his
 

needs versus 
the extent to which he sees himself as a victim of fate and chance.
 

The present authors administered a brief version of Rotter's Scale to 
1,500
 

Costa Rican women. 
After refinement of the Scale through factor-analytic
 

techniques, it was 
found that women who had attended family-planning clinics
 

were less fatalistic than those who had not 
(Manuscript in Preparation).
 

MacDonald 
(1970) studied a sample of college girls who reported having
 

coital relationships. 
 Subjects who more frequently used contraceptives were
 

found to be less fatalistic 
on the I-E Scale. 

In the research of Groat and Neal (1967) a'somewhaat similC sure, 

called Powerles.'ness, did not yield clear results. This measure was restricted 

to th individual's view of his own and other people's influence on major 

political and economic events, however, and did not include being able to 

a.cr more personal and directly relevant events. 

C. 	 ':.r, ;y;nd Theory Building 

1Bog;ue (1967b) has catalogued some motives which may be operative in 

d,c Lu il i i gl f I..y ';i.ZU (Table I). 



[Table I about here]
 

Attem.,pts 
to identify motives and attitudes empirically, rather than by
 

spCculation, or to develop theories anchored in data have been rare, however.
 

Slake, 
u_ al., (1969) factor analyzed questionnaire data from Blacks and
 

Whites in public housing projects. 
The objective was to understand beliefs
 

and aLtitudes regarding contraception and 
to provide guidelines for educational
 

program6. Thc complexity of attitudes in this 
area is demonstrated by the
 

fact that 12 different attitudinal dimensions were isolated, and all but three
 

discriminated between contraceptive users and non-users. 
 These dimensions,
 

or factors, are listed in Table II. 
 It can be seen that there is overlap
 

between Bogue's suggestions and these findings. 
The most important factors
 

were concerned with the husband's reaction 
to family planning. The other
 

factors ranged from materialistic, defined as 
the relation of birth control
 

to attainment of a high standard of living, to dynamic, defined 
as interference
 

of birth control with proof of masculinity and femininity.
 

[Table II about here]
 

Insco, 
et al., (1970) also analyzed the same set of attitudes and beliefs
 

about birth control and found that contraceptive users were more consistent
 

in their attitudes about this 
topic. Their rather sophisticated statistical
 

proceduia for defining consistency may offer an empirical approach to the
 

definition of ambivalence. 
This concept, which involves a simultaneous
 

considering of 
a host of competing motives aqd attitudes, is a more realistic
 

approach to behavior involving sex and reproduction than simple strong-versus

weak drive views (Bogue, 1967a).

'1/ 

Kothandapani (1970) tested the validity of dividing attitudinal items into
 

three components: feelings are 
the emotions toward an 
object; beliefs are the
 

evaluative concepts toward it; and intentions represent commitments to action
 

in regard to it. 
 Statistical analyses demonstrated the validity of this
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division. All three types of measures discriminated between contraceptive 

us.rs and non-users, with intention to act clearly being superior in this regard. 

The utility of emi)hasizing adequate and accessible contraceptive supplies,
 

of publicizing this accessibility, and of furnishing contraceptive information 

is not discounted. It is 
concluded, however, that these activities may need
 

to be suppl;mented by direct work with specified motives, attitudes, and other
 

psychological factors.
 

Research findings reveal 
 the bare beginnings of a base of theory and
 

fact regarding the psychological variables 
which intervene between social 

forces and fertility decisions. Given the 
same amount of research investment
 

which has been put into 'demographic and KAP studies, it is hoped that this
 

area could be adequately mapped, and information furnished from which to design
 

methods of influencing fertility motives and contraceptive decisions.
 

IV. CONCIUDING REM4ARKS 

The long-term answer to population problems lies in aiding nations and
 

cultural groups toward the 
thresholds of socio-economic development (Kirk, 1971)
 

at which fertility rates make major shifts. The major social institutions 

which influence population trends 
are 
those which change as a nation moves
 

toward industrialization. 
There are 
sound reasons to believe that where
 

decreases in birth rates have occurred, they have been linked to such changes. 

Research and action programs in family planning'should not be abandoned. 

.ay snould be continued and increased on the basis that whatever gains they 

achieve will contribute to the modernization which may be the final answer. 

Family limitation, as one of the major ways by which a group may enable itself 

tO OU11e 01.m01I C 't;vucWC , 11a:; lcC l coiipe.1..1. ng ly documeL' n ted (Ca.mp he] . , .1.968). 

Such action should be accompanied by extensive evaluative research which will 

furnish guidelines for setting up maximally effective programs.
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There is also need for increased emphasis on research concerning the
 

rotives and attitudes which 
 are the causal links between changes in social 

i-,s'i:Lif:5 and changes in fertility goals. The specification of the 

psychological factors which change with modernization might reveal motives 

wiich could be altered directly, rather than by forces of social change. 

if1amily-size desires have to be altered even further than will be affected
 

by modernization for an 
adequate population balance to be achieved, a full
 

understanding of the social-psychological forces which determine such desires 

is mandatory. 



Table I - Fertility Motives (From Bogue, 1967b)
 

iih >'eruil:L tv :ives 

iEAL T i
 

Childrcn often die. It is necessary to have large families in order to
 

make sure you get living children who grow to adulthood.
 

ECONOMI C 

Children are an economic advantage. They are needed or are useful in
 

helping the family earn a living. They pay for themselves by working as
 

they grow. Snoial security in old age. If you have many children, one
 

will be able to take care of you in old age..
 

FAILY WELFAlRE
 

Can help with work around :he house. Older children help the younger.
 

Big families are happy families. Family life is more enjoyable; they have 

a good time together. 

Children from big families have better per-onalities. They are better adjusted,
 

better able to get along with other people, not so spoiled or egotistical.
 

ConLtinue the family name. It is necessary to have many children to be sure
 

Lo h'vCe a son to carry on the family name.
 

Strength of the clan. The family is stronger; sons can help you fight your
 

battles; family can be upheld.
 

MIARRIAGE ADJUSTMENT 

Large families promote good marriage adjustment. Couples get along with
 

each other better, marriage is better..
 

PERSONALITY NEEDS
 

E2o support. A demonstration of virility, manliness. 

CO2,vUNITY AND NATIONAL WELFARE 

Larg!e fa-milies are good for the community or nation. They promote population
 

growth, make strong.
 

MORAL AND CULTUIAL 

Lar,-c failies are God's will. It is against religious belief to limit fertility. 



Table I - continued
 

Lare families promote morality.. Help prevent divorce or infidelity. 

Traditi. The community, village, family, and clan expects large families. 

You have ',:i. ,h status in the community. If you have a big family, you are 

more important, are looked up to. 

DISLIKE FOR CONTRACEPTION 

Dislikes use of contraception for aesthetic or health reasons or because it
 

interferes with sex.
 

Low Fertility Motives
 

HEALTH
 

Preserve health of mother.
 

As.'ure hQ:1 thy ch]L.dren. 

Lc;sen work and overwork on part, of the father and mother due to less work 

than having to support a large family. 

ECONOM IC CONDITION
 

Evervdav, general expenses are less.
 

Avoid worsening present (poor) economic condition. 

Gain a higher standard of living, more comfort, afford better house.
 

Permit saving for future, for retirement.
 

Desire to avoid subdividing property or 
savings among many children.
 

Family able to have money for recreation, vacation.
 

FAMILY WELFARE 

Itprove children's lot in life, give tniem good education, help get started
 

in a career.
 

Happier fa-mily life, more companionship, less tension.
 

Opportunity to do 
a better job of rearing children; able to devote more time
 

to each, better able to socialize with child.
 

Avoid overcrowding of house; more opportunity for individual expression.
 

E';ier to find a more desirable house or apartment.
 



Table I - continued
 

MARRIACE ADiJUSTMENT
 

1ru'viJ' husbands and wives more leisure 
opportunity to enjoy each other's 

comp anionship. 

:-.,roves the sexual adjustment by eliminating or reducing fear of unwanted
 

pregnancy.
 

PERSONALITY NELDS 

YawiiLtaLts realization of ambititions. Permits either husband or wife or 

both to pursue occupational or vocational objectives.
 

Facilitates self development. Permits an intelligent or talented wife to 

express herself outside the home, yet have a normal family and married life.
 

Facilitates realization of social needs. Permits the person (especially 

wife) 
to have contacts and friendships outside the home and participate in
 

neighborhood activities.
 

Reduces worry ofi the future. 
Avoids dan-er of childbearing when one is really
 

too old 
- danger of dying and leaving behind orphan children.
 

CO>MUNITY AND NATIONAL WELFARE 

Ihlps avoid overpopulation. Overcrowding. 

H1elps comimunity meet demands for education, other community services. 

Hebos nations with economic development, avoids eating technical progress 

with more mouths to feed. 

lielps keep down dl.inq ency, social problems pf youth. 

Helps reduce welfare burden of the community.
 

Courtesy of D.J. Bogue, and the University of Chicago Community and Family
 

Study Center.
 



Table IT: Factors in Beliefs.and Attitudes 
About: Contraception (adapted from Blake, ct al., 

) 

No. Label of Factor 


1 Probability hiusband's reaction 
could
 

discourage faniily planning a 

-. 659 

2 	 Uusband's evaluation of family planningb 
 -.028 


3 Probability that birth control is effectivea 
 -.108 


4 Evaluation of large familiesb 
 .299 


5 Probability of birth control interfering with
 

a large, secure, happy, mother-centered familya .267 


6 Probability of birth control interfering with
 

maternalisma 
 -.199 


7 	 Probability of birth control facilitating the
 

attaignment of middle-class values and a high
 

standard of livinga 
 .280 


8 Probability of birth control interfering with
 

proof of masculinity or femininitya 
 .152 


9 Evaluation of a healthy family and worry and
 

overworkb 
 .055 

10 Evaluation of non-prpcreative sexb .595 

11 Evaluation of employment for the wife and 

social activity outside the homeb -.607 


12 Evaluation of a wel'l-adjusted family and a
 

happy marriageb 
 .404 


a 

1969)
 

W 

.681 


.464 


-. 052 


.274 


.211 


-.092 .
 

.248 


.045 


-.444 


.805 


-.714 


.607 


*0 U 

0L L ) 

-.244 .519 

-.261 .236 

-.207 .353 

.120 -.394 

.135 -.386 

.242 -.236 

-.288 .191 

.100 -.233 

.130 -.092 

-.259 -.172 

.307 .118 

-.113 -.257 

The higher the mean value, the higher the stated probability that the belief is true.
b
 

The 	higher the mean value, the more 
favorable is the evaluation of the attitude objects.
 

Courtesy of the Carolina Population Center, Chapel Hill, North Carolina
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SOCIOLOGICAL AND PSYCHOLOGICAL ASPECTS OF FAMILY PLANNING
 

In this chapter, the major social and psychological influences on
 

fertility are discussed. Within this context, a critique of 
the diffusion

of-innovations as 
a basis for action efforts in family planning is presented.
 

I SOCIOLOGICAL FACTORS AND FERTILITY BEHAVIOR
 

A number of sociological factors account for the conscious motives expressed
 

in a socioty both fo: and.-against fertility control. 
One of the chief factors
 

is mortality. Because of 
the mortality experience in underdeveloped nations,
 

it is important to distinguish between the motives for a large number of births
 

and the motives for a large 
number of living children (Freedman, 1968).
 

In underdeveloped countries, the average number of children surviving
 

at the end of a mother's childbearing years is far lower than the number born.
 

Therefore, the desire to have three or 
four children survive is consistent, in
 

high mortality countries, with a much higher number of births 
(Freedman, 1968).
 

In developing countries, the fruits of industrialization, such as lower
 

infant mortality and fewer child-killing diseases, have emerged prior to the
 

roots of industrialization -- capital investment, positive attitudes toward
 

saving, and upward mobility. Thus, in these countries, the influence of the
 

factor of mortality on fertility represents a cultural lag.
 

The problem remains, however, to explain why the norms of a society 

provide the motivation for a given number of children. 
Three sociological
 

factors will be discussed: family structure, industrialization, and secularization.
 

Supported in part by grants from the Ford Foundation and from the Welfare and
 
Social Security Administrations, U.S. Department of HEW (CRD-283 and MC-R-370019).
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A. Family Structure 

The nature of the family structure as an influencing factor has been
 

studied by considering the fertility implications of the extended family, a
 

family which includes members of different generations or other relatives
 

(Davis, 1955). The culture associated with this form of family structure is 
characterized by a situation in which children are seen as an 
asset. Thus,
 

numerous behavior patterns develop to promote high fertility. In this family 

form, 
common in cultures where agriculture or 
home industry is prevalent, such
 

as Asian nations, children are viewed as producers and 'as a source of security
 

in one's old age.
 

The corporate kinship system is 
seen as a force influencing ievery aspect
 

of life and as 
a force placing a high priority on children (Lorimer, 1954).
 

Joint households permit persons not yet capable of self-maintenance to marry
 

(Peterson, 1961). 
 Early marriages, which promote high fertility, frequently
 

are encouraged to perpetuate the family line.
 

With the shift from the extended family toward the nuclear family 
-- father,
 

mother, and children --
many of the supports for high fertility are removed.
 

In the nuclear family structure, the couple is expected to be independent.
 

Land and resources are held individually rather than by the collective,
 

lineage is of less importance, and the status of women is higher (Wrong, 1963).
 

Family structure influences the valuation of children as well as many
 

other conditions impinging on 
the reproductivt process. 
 Thus to the extent
 

that children are crucial to the performance of important functions by the
 

family, the motives for high fertility will be supported. Family-size norms
 

of a society are assumed to correspond to a number which maximizes the net
 

utility to be derived from having children (Freedman, 1968).
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B. Indus trinli za tion-Urbanization 

Often concomitant with the nature and pervasiveness of a given family form 

is the level of industrialization-urbanization. Historically, and presently, 

these two factors are often considered to be the major social phenomena accounting
 

for fertility declines in the Western world (Jaffe, 1942). There is an obvious
 

relation between urbanization and the decline of the corporate kinship group:
 

as urbanization gives rise to specialized institutions, the functions of the
 

family groups are altered (Jaffe, 1942).
 

When some of the functions of the family group 'are taken over by the other
 

specialized institutions, the value of a large number of children is decreased
 

and the cost is increased. With the development of greater industrialization
 

and urbanization, there is an accompanying increase in mass communication and
 

in transportation facilities linking local markets and populations into larger
 

political, social, and economic units. A more complex division of labor thus
 

evolves, resulting in the development of a much larger number of institutions.
 

The family ceases to be the primary economic unit; and therefore, recruitment
 

of workers is less closely related to reproduction (Freedman, 1968).
 

In addition to the more obvious results of urbanization-industrialization -

greater population density, a mobile labor force, and shifts in family 

structure -- a large middle class emerges in which upward mobility is more 

of a possibility. These and other factors combine to produce a style aad level
 

of living in which high fertility motives bec'ome more of a liability than an asset.
 

C. Secularization
 

The degree of secularization of society and the view of the world held by
 

those in the society is another factor influencing fertility behavior. The
 

shift to a more secular view is obvious in the development of the theme of
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'"responsibleparenthood" stressed in Protestant and Jewish sentiment, in which
 

barrenness is no longer viewed 
as a curse or large families a blessing. Parents
 

are encouraged to have only the number of children for whom they can adequately.
 

provide (Rehwinkel, 1959; Fagley, 196.0).
 

On the other hand, there are still religious ideologies which foster
 

fertility motives. Catholicism is the most obvious of these. 
 In the U.S.,
 

which is 
 probably at the forefront of the secularization of religious tradition, 

among Catholics, religious reasons 
are still reported as a factor in the desire
 

for larger families (Rainwater, 1965; Whelpton, et al., 
1966). This factor
 

persist; in spite of the fact that 80 percent of Catholic women in a representative 

sample of wome in thC U.S. report that they have used or will use contracep

tives (Whelpton, et al., 1966).
 

In some of the more fundamental religions, the virtues of motherhood are
 

still extolled (Rainwater, 1965). 
 A few religious groups have enc&.-raged
 

members to 
avoid "worldly things;" the 
success motive has been de-emphasized
 

and parents are thus seen 
to be more inclined to devote themselves to having
 

children (Pohlman, 1969).
 

The point here is that, to 
the extent that secularization of life progresses,
 

the adherence to these precepts will be reduced, and conflicting values and
 

ideologies will emerge. Thus, 
the supports for high fertility motives will
 

be undermined.
 

Another aspect relative to man's world-view is tlle 
growth of intellectual
 

freedom. 
With the growth of intellectual freedom, those people with a less
 

desirable position tend to revolt against the disadvantaged position and
 

attempt to achieve a better status and the benefits associated with it.
 

This desire, defined as ambition, is 
one of the most important factors in
 

voluntary control of family size (Thompson & Lewis, 1965). 
 The level of
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ambition is also seen as important in explaining differential fertility within
 

and between countries.
 

When considering the influence of the variable of a country's development
 

on 
fertility beiavior, literacy is on& of the most important aspects. 
 It has
 

been argued convincingly that with increased levels of literacy, mortality will
 

be reduced, followed by reduction in fertility (Freedman, 1968). Knowledge of
 

contraception will be made more readily available; but more important, the
 

population will become exposed to ideas and ideologies of modern culture. 
When
 

the individual becomes part of a larger, non-familial system, he finds rewards
 

in social relationships in which large numbers of children may be irrelevant
 

(Freedman, 1968).
 

These rather broad generalizations are not presented here as 
an exhaustive
 

inventory of all the major social changes which impinge upon individual motives
 

for childbearing. 
 Nor are these factors considered to be independent of one
 

another, for obviously each influences 
the others. These factors, as they vary
 

within a culture, can and do influence the specific motivations which direct
 

man's fertility behavior.
 

In summary, social structure, social mobility, and th,. functions of social
 

institutions, which are all related 
to fertility behavior, undergo marked changes
 

through industrialization-urbanization; it therefore foilows that fertility
 

behavior will also undergo marked changes (Peterson, 1961).
 

D. An Intermediate Variable: Contraception
 

The social variables which mediate between the social institutions and
 

the actual fertility of a society have been called intermediate variables and
 

are divided into three broad categories by Davis and Blake (1956). 
 They
 

delineate those factors which affect exposure to intercourse, i.e., 
age at
 

entry into sexual unions, incidence of divorce, etc.; 
those which influence
 

exposure to conception, i.e., 
the use of contraceptives; and those factors
 

which affect gestation and parturition, i.e., 
causes of fetal wastage.
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Differential fertility behavior exists within any group because these
 

intermediate variables operate differentially. Thus, some groups in a
 

population, just as 
sonie nations, have higher fertility than others. Of all 

the factors which influence fertility within a society, the greatest influence 

is by the variable of differential use of contraceptives (Bogue, 1969r. 

One way to account for the non-use of contraception is, of course,
 

ignorance, not necessarily of the need, but of the techniques. Most of the
 

research in this regard 
has been conducted in the United States thusand more 

is known about the magnitude of this problem here. 
'In a representative sample
 

of Negro women, 29 percent knew of no effective birth control technique and
 

an additional 42 percent'knew of only one or two methods (Beasley, et al.,
 

1966); it was concluded that about one-half of the women 
in the sample lacked
 

sufficient knowledge of means to control their fertility. 
 The findings of
 

KAP studies from other nations (Berelson, 1966) show that while knowledge of
 

physiology of reproduction is low in the underdeveloped nations, substantially
 

more people know that fertility control is a possibility, and that one or
 

more techniques for control are available.
 

Data from other research reports (Whelpton, et al., 1966) show that, 

regardless of level of knowledge, more than 80 percent of 
a representative of
 

the population of the U.S. have used or will use contraceptives. Methods of 

avoiding pregnancy arc far more pervasive than some research reports indicate.
 

Perhaps the problem is one of definition, for Freedman (1958) indicates that 

many primitive or pre-industrial societies have some method to lower the
 

probability of conception. 
These techniques might not Le defined as 
effective
 

by Western standards,but they seem 
to work with more 
than random success.
 

Coitus interruptus is 
one such example; although not classified as effective,
 

it is still considered to be one of the contraceptive methods most responsible 
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for the decline and stabilization of fertility in Great Britain (Pierce &
 

Rountree, 1961; Freedman, et al., 1959). Freedman takes the position that a
 

variety of control measures have been available, including contraception,
 

in underdeveloped areas; that past fai'lure to use them result from normative
 

pressures for high fertility; and that couples had many children because they
 

wanted them, not because they were ignorant of contraception.
 

In focusing on contraception, it is necessary to emphasize that there
 

are actually two 
 concepts involved: family planning and contraceptive use.
 

Family planning is concerned with 
 the number and timing of births, while 

contraception refers to 
the various techniques of preventing conception. Ideally,
 

contraception could be considered the means by which family planning is 
implemented
 

among married couples.
 

Unfortunately, however, the concept of family planning has 
tended to
 

become subordinated to that of contraception. In a critique of the effectiveness 

of family planning programs as a means of limiting population growth, Davis
 

(1967) states 
that the family planning approach concentrates on providing new
 

and efficient contraceptives on a national basis through mass programs under
 

public health auspices. This is not entirely accurate since many family
 

planning programs do attempt to provide some information on the advantages of
 

smallee families. However, the vast amount of money and energy are spent on
 

disseminating information about contraceptive techniques and providing facilities
 

for distribution of contraceptive materials. 

This emphasis on contraception appears to be large(ly a result of the way 

in which the spread of contraceptive use has been generally viewed. According
 

to Hawthorn (1970) the extensive and intensive adoption of deliberate contraception 

in the West is regarded as 
a classic case of the diffusion of innovations. In 

addition, the structure of current family-planning programs suggests that this 

is also true with respect to the non-Western countries. 
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II. FAMILY PLANNING AN]) CONTRACEPTION AS DIFFUSION
 

In this section, the elements in the process of the diffusion of an innovation
 

are specified, and this approach is examined 
as it has been applied to the spread
 

of contraception in the West. 
Its adequacy as 
a basis for family-planning
 

programs in the developing countries of Latin America, Asia, and Africa is also
 

examined. 
The 	specifics of the diffusion process will not be presented in detail
 

but will be outlined, with appropriate references.
 

Although a number of specific propositions have been supported or suggested
 

by empirical studies (Rogers, 1962), 
there does not yet exist a comprehensive
 

theory of the diffusion of innovations. Rather, there is 
a broadly defined
 

conceptual framework which facilitates analysis of the adoption process, the
 

innovation itself, and the potential adopter.
 

A. 	 The Adoption Process 

There is generally widespread agreement that at 
least five stages exist
 

in the process of adoption: (1) awareness, (2) information seeking, (3) evaluation,
 

(4) trial, and (5) adoption. These stages are overlapping steps leading to
 

final adoption or rejection of an innovation (Beal & Bohlen, 1967).
 

B. 	The Innovation
 

Katz (1967) devised an approach 
to the problem of characterizing the
 

innovation based on the inherent attributes of the new item 
or idea. This
 

approach recognizes four attributes: (1) communicability, (2) pervasiveness, 

(3) risk, and (4) profitability. Communicability refers to the ease with 

which the utility of the innovation can be explained and demonstrated. 

Pervasiveness is concerned with the extent to which ramifications of an
 

innovation are limited and readily apparent to the potential adopters. The 

rinkl of the innovation is defined in term. of whether the adoption process 

can be rever,;ed and whether the adoption can be made in small amounts. 

Profitability essentia.iy refers to the return that can be expected or is 

http:essentia.iy
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realized from the adoption of ail innovtion. Items high in profitability 

are more likely to be accepted. 

Of particular importance in assessing the attributes of any particular
 

innovation within the framework of these four dimensions is the concept of
 

compatibility. Katz (1967) suggests that 
even if it were possible to classify
 

items objectively with respect to their inherent qualities, it is likely that
 

the same set of qualities will not appeal equally to, or be appropriate for,
 

different individuals and groups. Although an adequate discussion is not
 

possible here, Katz says that not only is the notion of compatibility important
 

with respect to an innovation and the system of values in a society, but it is
 

also important for the relationship between innovation and the unit of adoption,
 

e.g., male or female; the communication channels, the mass media versus
 

lectures by opinion leaders; and the social structure. The compatibility
 

between an innovation and the social structure refers to the distribution of
 

resources, the forms of organization which control and distribute resources,
 

and the structure of social relations in a society.
 

In applying this classification scheme to contraception, any given
 

contraceptive technique can be evaluated in terms of 
its communicability,
 

pervasiveness, and risk. Profitability is not as directly applicable, although
 

the problem here seems to be largely one of measurement. What is the perceived
 

profit, both psychological and economic, of preventing a birth for a given time?
 

C. The Potential Adopter
 

The targets of the innovation process, the potential adopters, have been
 

categorized as 
ideal types in the following way by Rogers (1962): innovators;
 

early adopters; early majority; late majority; and laggards. This typology
 

at present seems to be the most generally accepted among diffusion theorists
 

although some researchers add a sixth category, the majority, which falls
 

between he early majority and late majority (Beal & Bohlen, 1967). 
 Research
 



has shown that these categories of adopters differ with respect to personality 

traits, position in the community, adherence to tradition, sources of information 

used, and a number of other traits (Rogers, 1962; Beal & Bohlen, 1967).
 

D. A Critique of the Diffusion of Iinovation Approach
 

1. Diffusion of Contraception in the West 

Although the preceding discussion represents only a limited account of
 

the framework for an analysis of the diffusion of innovations, it should provide
 

some background for an assessment of the diffusion of contraception in both 

industrialized countries and developing countries.
 

The diffusion hypothesis is widely accepted as a means of explaining the
 

adoption of contraception in the West. This hypothesis, however, has been
 

criticized either directly or indirectly by a number of authors (Davis, 1963;
 

Carlsson, 1967; Hawthorn, 1970).
 

According to Carlsson (1967), 
the decline in marital fertility, which
 

began in Western Europe around 1880, was 
due to changes in values and attitudes
 

which resulted in deliberate action by married couples. Fertility declined
 

because of more widespread, intensive use of birth control, 
which included
 

contraception, abortion, and voluntary abstinence. 
This is an example of a
 

highly significant social change through individual, or at least decentralized,
 

decision.
 

Carlsson'points out than an explanation of this change must 
take into
 

account a number of factors. Industrialization and the decline of agriculture,
 

higher educational levels, changing status cf women, and a general modernization
 

and secularization of society. at
Within this general framework, however, 


least two theoretical explanations are possible: the innovation approach;
 

and the adjustment approach. Essentially, it is Carlsson's thesis that the
 

adjustment approach provides 
a more acceptable explanation for the fertility
 

decline in the West than does the innovation approach.
 



The innovation theory, according to Carlsson, is based on a numbe r of 

assumptions or beliefs: Birth control, particularly contraception, is something 

new that was not widely used before the nineteenth century. Therefore, 'the 

spread of information about birth control techniques was an important factor 

in the decline of fertility. It is assumed that there was a lag in the spread 

of skills and attitudes. Information spread from metropolitan centers, to
 

smaller urban areas, to rural areas. Also, information first reached the
 

middle class and then the lower classes.
 

The adjustment theory, however, differs in thai birth control, particularly
 

contraception, is not regarded as a new invention. Rather, it may have been
 

practiced consistently by a fixed proportion of the population, or it may have
 

been more widely practiced with higher fertility goals. Thus, the decline in
 

fertility was not primarily a result of a diffusion of information about
 

contraception, but an adjustment to 
a new set of forces that motivated individuals
 

to reduce their fertility. The notion .of a lag or trickle-downpattern for 'the
 

spread of information is not necessary to this explanation.
 

Carlsson's critique of the innovation approach is based on the questions 

of whether birth control began within marriage on a considerable scale before 

the fertility decline began; and whether the pattern of spread of fertility 

decline fit the assumption of a lag in contraceptive use. Carlsson found
 

evidence of widespread contraceptive use in Sweden prior to the fertility
 

declinei and Hawthorn (1970) presents partial evidence from other studies which 

suggests substantial use of birth control techniques prior to the decline. 

The pattern of spread of fertility decline does, however, provide some
 

evidence to support the assumption of a lag in contraceptive use. Family
 

limitation in Western countries started in the upper classes and was only later
 

adopted by lower ones; and urban centers have had lower fertility than rural
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areas. However, as Hawthorn suggests, the differentials may not be due to
 

differences in 
the amount of knowledge of contraception. That is, the assumption
 

that knowledge and tius the practice of contraception diffused downward may 

be false. Although part of the decline in births may have been the result of
 

more efficient contraceptive methods becoming 
 available, the introduction and 

availability of improved methods was 
the result of pressures generated by
 

the desire for better techniques of contraception, rather than their introduction
 

being the initial cause of fertility decline.
 

The evidence therefore suggests that contraceptive knowledge did not
 

spread and cause changes in fertility behavior in the same sense 
that a farm
 

innovation is diffused in a community. 
 Rather, a fundamental change in the
 

attitudes and motivations of married couples occured which led 
to lower
 

fertility goals.
 

The change in fertility goals was 
the result of the process of modernization
 

and accompanying changes such as 
lower infant mortality, labor force participation.
 

of women, and rising educational levels. Since certain groups in a society
 

are usually differentially exposed to these changes, it follows that changes
 

in fertility goals would occur at 
a differential rate.
 

The importance of the distinction between family planning and contraception
 

is thus emphasized, for it suggests that the attitude toward family planning
 

is the key factor in fertility decline and not 
the speed with which contraceptive
 

knowledge and materials can be spread throughout a so~icty, The implications 

are therefore significant for family planning programs in developing countries,
 

and may help to explain why early 
success stories are not always accompanied
 

by reports of substantial fertility control over 
a period of years.
 

2. Diffusion of Contraception in the Developing Countries
 

The fertility decline in the West was a decentralized process resulting
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from pressures and attitudes generated by the general trend of modernization.
 

The recent attempts to control fertility in countries of Asia, Africa, and 

Latin America, on the other hand, have been the result of centralized decisions 

made by governments or small groups o'f individuals. These attempts have been 

a response to the extremely rapid population growth and/or high population
 

density which have handicapped economic, political, and social development.
 

The attempts are almost exclusively restricted 
to family planning programs.
 

One of the fundamental questions facing planners and officials in the
 

developing countries is 
how best to utilize the family planning programs to
 

achieve some success in reducing fertility. Two solutions to the problem are
 

usually proposed: 
 (a) develop safe, simple, and highly effective contraceptive
 

methods or (b) use modern communication techniques to persuade and motivate
 

couples to 
use existing methods and limit their families. Current family
 

planning programs tend to focus 
on providing contraceptive information and
 

materials to as many people as possible. 
The critique of the innovation in.
 

the West, however, suggested that motivation is the most important factor.
 

A combination of both solutions -- high motivation and a simple, foolproof
 

contraceptive method -- would, of 
course, be the most effective way to reduce
 

fertility rapidly. In the West, a combination of high motivation and partially
 

effective and often difficult to use contraceptive methods effected substantial
 

fertility decline, but quite slowly. Berelson.(1967) believes that an improved
 

contraceptive would be effective in many developing countries when combined
 

with the assumed weak, but existing, motivation to limit families to some
 

degree. In fact, Berelson suggests that it is possible for family planning
 

to move ahead of the general modernization of a society. 
The key to this is
 

an easy and effective contraceptive along with a good system of information
 

and services.
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Several writers, however, disagree with this assertion. Hauser (1962)
 

maintains that a change 
 in behavior leading to contraceptive practice and 

fertility cc;ntrol cannot be achieved without social change. 
 Similarily,
 

Davis 
(1967) concludes that family planning programs alone cannot effectively
 

control population growth, regardless of their success. lie points out that
 

even if these programs are .00 percent successful, the best they can do is 

prevent unwanted births. In this case, the number of couples wanting three
 

or more children would still keep tie growth rate at high levels. 
 This
 

problem is inherent in the design of family planning programs. For as Davis 

indicates, those aspects of 
the programs which make them acceptable for family
 

planning are also the ones which make them ineffective for population control.
 

Stressing the right of parents to have the number of children they want evades
 

the basic question of population policy: how to give societies the number of
 

children they need (Davis, 1967). Thus, 
even if the ideal contraceptive were
 

to be developed, the more important problem appears to be one of changing
 

attituies.
 

The Western experience has demonstrated that as a country becomes more
 

modernized, the motivation for smaller families is generated 
as a response to
 

the process of social change. The developing countries ihich have shown the
 

greatest successes from family planning programs, Taiwan and South Korea, are
 

those which were already in the process of modernization and moving toward 
the
 

small family pattern (Davis, 1967; Kirk, 1969). The goals of these family
 

planning programs, however, will fall short of population control. For example,
 

the goal of the Korean program is to cut population growth to 1.2 percent by
 

1980; but this rate of increase would result in a population twice as large in
 

60 years (Davis, 1967). In this regard, it is significant to note that growth 

rates ttill remain at over one percent annually in many Western countries. 



The alternative to waiting for the small family to evolve naturally is 

to persuade couples 
to change their fertility. Attempts at persuasion, however,
 

have rarely been effective (Berelson, 1969). Since every country has a small
 

proportion of highly motivated couples which can be reached by family planning
 

efforts, it has proven easier and more rewarding for family planning programs
 

to focus initially on these couples and ignore the stic;:y problems of education
 

and persuasion.
 

The widespread acceptance of the innovation approach to contraceptive use
 

may have misguided many family planning programs. 
 If the goal is to actually
 

control fertility, the problem of diffusing contraceptive techniques and materials
 

cannot be treated in the same way 
as the diffusion of innovations for farmers
 

or physicians. The implicit assumption for these groups is 
that all farmers
 

are more or less highly motivated to make a success of their farm, and all
 

physicians more or 
less are highly motivateG to help their patients. The best
 

way to 
achieve their goal thus becomes the problem. The implicit assumption
 

in the case of the diffusion of contraception is that all couples are motivated
 

to plan their families. Although a large majority of couples express an
 

interest in family planning, the extent 
to which this will be translated into
 

action is questionable. Furthermore, even for those couples who are motivated
 

to plan their families, the number of children many want is much higher than
 

acceptable for effective population contLrol. In ginra]., an adequate solution 

to the problems of rapid population growth will require increasing attention 

to the social-psychological factors determining fertility behavior. 

III. SOCIAL-PSYCHOLOGICAL RESEARCH
 

Little is known about the psychology of fertility goals and of contraceptive
 

acceptance. The lack of psychological research on family planning is due to
 

zwo 
factors. One is American Psychology's strong adherence to the tradition of
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110,ighly controlled laboratory experiment. This influence has kept many 

psycologlists out of the arena of 
social concerns where rigorous control and
 

methodology are not possible.
 

A more important factor may have been the dampening effect of the lack 

of positive findings in some ea
:ly studies which attempted to relate psychological
 

variables to fertility measures 
(Whelpton & Kiser, 1946 to 1958; Westoff, et al.,
 

1961; Westoff, et al., 1963).
 

A number of methodological suggestions have been made as to why the
 

psychological portions of these works, the Indianapolis and Princeton studies,
 

did not :;uccemd (Pcterson, 1961; Kiser, 1962; Pohlman, 1969). The more
 

impo'rtat suggestions 
are (a) lack of theory to dictate variables, methods,
 

and analyses; (b) use of psychological measures 
which were brief and thus
 

limited in reliability; 
 (c) use of samples offering relatively limited
 

variation in the independent or dependent variables; and (d) ignoring of 
some
 

small, but significant relationships, which may have been meaningful, though

limited in potential size by the design limitations of the studies.
 

A large portion of the time and energy invested in later research bearing
 

on fertility behavior has been devoted 
to KAP surveys. The instruments used
 

typically 
center on demographic characteristics of the subjects and 
assess
 

their knowledge, attitudes, and reported practices in regard 
to reproduction. 

A stiImina'y Of Llic2:esu1.tS (F'awcC0V, 1970) of 600 :;ch stLUdIo.S of KAP data 

shows that women in the samples deb :e a smaller fomily size than they are 

likely to have by the end of their reproductive period. In addition, many of 

these women do not clearly understand methods if preventing pregnancy, but are
 

anxious to learn. 
They also consider it appropriate that their governments
 

should provide-family planning services.
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Some to thIe KLAI 
 studies have furnished useful baseline data for evaluation
 

of program influences on attitudes towa 'd family size and family planning,
 

and have been useful for demonstrating to governments the political acceptability
 

or za;,,,ily planning programs. 
The results of KAP surveys have also been used
 

to provide explanations of fertility differences, mainly in terms 
of social
 

stratification variables. Psychological variables have largely been ignored.
 

AltLh ugh the overview of psychological research is somewhat discouraging,
 

a few relatively sophisticated studies and a few encouraging results have
 

appeared which can be used 
 s the bases of future research.
 

A. F:-uilv Organization and Dominance Patterns 

Refining the concept-of family structure to the level of family interaction
 

patterns may be productive. 
In a study of Puerto Rican families, family 

patterns were typed along a dimension of how much male dominance and restriction
 

of the wife's role was present (Hill, et al., 
1959). Rank order correlations
 

between eight family types and each group's average scores 
on fertility variables
 

were g,.-nerally above .70; correlational indices based on individual families
 

were much lower, however. The more restrictive families used birth control
 

methods less, were more irregular if contraceptives were used, and showed
 

higher failure rates in fertility control. 

The restrictive families also gave histories of less communication about
 

birth control. 
 In further analyses, hill (1967) refined the communication
 

measures 
into indices of Consensus, Communication, and Empathy. 
 These
 

variables predicted behavior related 
to oontraceptive use, experimentation
 

with different techniquets, and choice of sterilization.
 

In a North American study, the conceptual typology of joint versus
 

segregated conjugal role relationships was found to relate to 
choice of
 

contraceptives and to effectiveness of contraceptive practice (Rainwater, 1965).
 



F1mily size preferences were also predicted. Interestingly, the findings on
 

contraceptive practices were clear only in the lower social class, while those
 

involving family size preferences were obtained in the middle class.
 

B. Atitudes and Mocives
 

There have been some efforts to relate the psychological attitudes which
 

accompany the modernization of 
a nation' to fertility variables.
 

Kah1l (1968) used factor analysis to develop a modernism scale consisting
 

of several sub-scales. 
 This work was done in Mexico and Brazil. On the
 

sub-scales modern man is described as 
an activist, dttempting to shape his
 

world rather than fatalistically responding to it. Ile believes that an independeni 

career is not only desirable, but possible, and he prefers urban life to rural 

life. 
 The total scale was related to ideal family size measures. Results
 

were not striking, but were consistently in the predicted direction within
 

various type occupational groups in both countries.
 

Seeman 
(1959, 1971) has analyzed some of the more negative attitudes
 

which may be found in a modern society. Groat and Neal 
(1967) used instruments
 

based 
on Seeman's concepts with a sample of white, Midwestern women. With
 

social class and age at 
least partially controlled, subjects who saw national
 

and international events 
as confused and chaotic (Meaninglessness) and who
 

felt a lack of genuine normative standards (Normlessness) had more children.
 

This result was true for both Protestants and Catholics.
 

The descriptions of industrialized, modern man emphasize that he is 
an
 

activist rather than a fatalist. This particular characteristic has been
 

related to fertility variables in 
a number of research efforts. Both Rainwater
 

(1965) and the researchers in Puerto Rico 
(lill, et al., 1959) concluded that 

in the lower social classes, fatalistic attitudes, involving being victims of 

life forces and God's will, stifle interest in attempting to limit family size.
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The most extensive study of this variable to date is 
that of Williamson (1970) 

who terms his measure of the activist attitude, Subjective Efficacy. Factory 

workers in five developing nations were used in the sample. Ideal family
 

size, Subjective Efficacy, and 11 sociological variables were correlated with
 

indices of favorability towards birth control. 
The results varied between
 

che different countries and the size of 
the correlations was generally moderate.
 

Ideal family size and Subjective Efficacy showed correlations that were equal
 

to, and in some cases greater than, 
those for any social predictor, however.
 

Further confirmation that this attitude relates to family planning
 

decisions comes from 
studies using another instrument. Rotter's (1966)
 

IntCrnal-EXternal Control Scale was designed to measure the extent to which an
 

individual sees himself as being able to alter and control events to suit his
 

nfcds vursus the extent to which 
 he sees himself as a victim of fate and chance. 

The prcent authors administered a brief version of Rotter's Scale to 1,500 

Costa Rican women. After refinement of the Scale through factor-analytic 

techniques, it was 
found that women who had attended family-planning clinics
 

were less fatalistic than those who had not (Manuscript in'Preparation).
 

MacDonald (1970) studied a sample of college girls who reported having
 

coital relationships. 
 Subjects who more frequently used contraceptives were
 

found to be less fatalistic on the i-E Scale. 

In thL research of Groat and Neal (1967) a'somewhat similar measure, 

called Powerlessness, did not yield clear results. This measure was restricted 

to the individual's view of his own 
and other people's influence on major 

political and economic events, however, and did not include being able to 

alter more personal and directly relevant events.
 

C. Taxonomy and Theory Building 

hogue (1967b) has catalogued some motives which may be operative in
 

dotauLmining family size (Table I). 
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[Table I about here]
 

Attempts to identify motives 
 and attitudes empirically, rather than by
 

speculation, or to develop theories anchored 
 in data have been rare, however. 

Blake, 
e al., (1969) factor analyzed questionnaire data from Blacks and
 

Whites in public housing projects. 
The objective was to understand beliefs
 

and attitudes regarding contraception and to provide guidelines for educational
 

program s. The complexity of attitudes in this area is demonstrated by the
 

fact that 12 different attitudinal dimensions were isolated, and all but three
 

discri,inated between contraceptive users and non-users. 
 These dimensions,
 

or factors, are listed in Table II. 
 It can be seen that there is overlap
 

between Bogue's suggestions and these findings. 
The most important factors
 

were concerned with the husband's reaction to 
family planning. The other
 

factors ranged from materialistic, defined as 
the relation of birth control
 

to attainment of a high standard of living, to dynamic, defined as 
interference
 

of birth control with proof of masculinity and femininity.
 

[Table II about here]
 

Insco, et al., 
(1970) also analyzed the same set of attitudes and beliefs
 

about birth control and found that contraceptive users were more consistent
 

in their attitudes about this topic. 
 Their rather sophisticated statistical
 

procedure for defining consistency may offer an empirical approach to the
 

definition of ambivalence. 
This concept, which involves a simultaneous
 

considering of 
a host of competing motives and attitudes, is a more realistic
 

approach to behavior involving sex and reproduction than simple strong-versus

weak drive views (Bogue, 1967a).
 
'I I 

Kothandapani (1970) tested the validity of dividing attitudinal items into 

three components: feelings are emotionsthe toward an object; beliefs are the 

evaluative concepts toward it; 
and intentions represent commitments to action
 

in regard to it. 
 Statistical analyses demonstrated the validity of this
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division. All three types of 
measures discriminated between contraceptive 

users and non-users, with intention to act clearly being superior in this regard. 

Th.e utility of emphasizing adequate and accessible contraceptive supplies,
 

of publicizing this accessibility, and of furnishing 
 contraceptive information
 

is not discounted. 
 It is concluded, however, that these activities may need
 

to be suppleomented by direct work with specified motives, attitudes, and other
 

psychological factors.
 

Research findings reveal the bare beginnings of a base of theory and
 

fact regarding tihe psychological variables which intervene between social
 

forces and fertility decisions. Given the same amount of research investment
 

wiich has been put inro demographic and KAP studies, 
 it is hoped that this 

area 
could be adequately mapped, and information furnished from which 
to design
 

methods of influencing fertility motives and contraceptive decisions.
 

IV. CONCLUDING REMARKS
 

The long-term answer to population problems lies in aiding nations and
 

cultural groups toward the thresholds of socio-economic development (Kirk, 1971) 

at which fertility rates make major shifts. 
The major social institutions
 

which influence population trends are 
those which change as a nation moves
 

toward industrialization. 
 There are sound reasons to believe that where
 

decreases in birch rates have occurred, they have been linked to such changes. 

Research and action programs in family planning'should not be abandoned. 

They should be continued and increased on the basis that whatever gains they 

achieve will contribute to the modernization which may be the final answer.
 

Family limitation, as one 
of the major ways by which a group may enable itself
 

to make Cono11! C ;1dVances,v's ha,; bcon compe.1.1 .1ngly documolited (Campbell , 1968). 

Such action should be accompanied by extensive evaluative research which will
 

furnish guidelines for setting up maximally effective programs.
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Thcr'e! i,; aiso need for increased emphasis on research concerning the 

;;oiv.; ad attitudes which are the causal. links between changes in social 

insti::Itionls and changes in fertility goals. The specification of the 

psychological factors which change with modernization might reveal motives 

which could be altered directly, rather than by forces of social change. 

f fa-mily-size desires have to be altered even further than will be affected 

by ::',odornization for an adequate population balance to be achieved, a full 

un derstanding of the social-psychological forces which determine such desires 

is nmandatory. 



Table I - Fertility Motives (From Bogue, 1967b)
 

High Fertilitv Motives 

Children often die. It is necessary to have large families in order to 

rake sure you get living children who grow to adulthood. 

ECONOMI C 

Chi.ldren are an economic advantage. They are needed or are useful in 

helping the family earn a living. They pay for themselves by working as
 

they grow. Social security in old age. If you have many children, one
 

will be able to take care of you in old age.
 

FAMILY Wi-A'VA," l
 

C'-h-1:1 with work around the house. Older children help the younger.
 

Big ',7amilies are happy families. Family life is more enjoyable; they have
 

a good time together.
 

Children from big families have better personalities. They are better adjusted,
 

better able to get along with other people, not so spoiled or egotistical.
 

Continue the family name. It is necessary to have many children to be sure 

to have a son to carry on the family name. 

Strength of the clan. The family is stronger; sons can help you fight your 

battles; family can be upheld.
 

.MARRIAGE ADJUSTMENT 

Large families promote good marriage adjustment. Couples get along with
 

each other better, marriage is better.o
 

PERSONALITY NEEDS
 

.Losupport. A demonstration of virility, manliness.
 

CO=UNITY AND NATIONAL WELFARE
 

Large families are good for the community or nation. They promote population
 

growth, make strong.
 

MORAL AND CULTURAL 

7.nrgle families are God's will. It is against religious belief to limit fertility.
 



Table I - continued 

Lar,. 7amilies promote morality. Help prevent divorce or infidelity. 

TrrLd" tLnn. The community, village, family, and clan expects large families. 

You ave high status in the community. If you have a big family, you are 

more iportant, are looked up to. 

DISLIKE FOR CONTRACEPTION 

Dislios use of contraception for aesthetic or health reasons or because it
 

interferus with sex.
 

Low Ferzilitv Motives 

rEAALTi
 

Preserve health of mother.
 

Assure healthy children. 

Lessen work and overwork on part of the father and mother due to less work 

than having to support a large family.
 

ECONOMIC CONDITION
 

Everyday, general expenses are less.
 

Avoid worsening present (poor) economic condition.
 

Gain a higier standard of living, more comfort, afford better house. 

Permit s1aving for future, for retirement. 

Desire to avoid subdividing property or 
savings among many children.
 

Family able to have money for recreation, vacation.
 

FAMILY WEL '',RE
 

Improve children's lot in life, give 
tnem good education, help get started
 

in a career.
 

liappier family life, more companionship, less tension. 

Oijpcjtunity to do a better job of rearing children; able to devote more time 

to each, bctr able to socialize with child. 

Avoid overcrowding of house; more opportunity for individual expression.
 

Easier to find a more desirable house or apartment. 



Table I - continued
 

MARRIAGE ADJUSTMENT
 

Provides husbands and wives more leisure opport:,nity to enjoy each other's
 

companionship.
 

Improves the sexual adjustment by eliminating or reducing fear of unwanted
 

pregnancy.
 

PERSONALITY NEEDS 

Facili'aes realization of ambititions. Permits either husband or wife or
 

both to pursue occupational or vocational objectives.
 

Facilitates self development. Permits an intelligent or talented wife to
 

express herself outside the home, yet have a normal family and married life.
 

I-acilitates realization of social needs. 
 Permits the person (especially
 

wife) to have contacts and friendships outside the home and participate in
 

neighborhood activities.
 

Reduces worry of the future. Avoids danger of childbearing when one is really
 

too old 
- danger of dying and leaving behind orphan chil'dren.
 

COM"MUNITY A-ND NATIONAL WELFARE 

1elps avoid overpopulation. Overcrowding.
 

Helps community meet demands for education, other community services.
 

Helps nations with economic development, avoids eating technical progress
 

with more mouths LO feed.
 

IlClp.s keep down deliniquency, social problems pf youth.
 

Helps reduce welfare burden of the community.
 

Courtesy of D.J. Bogue, and the University of Chicago Community and Family
 

Study Center.
 



Table TI: Factors in Beliefs.and Attitudes 
About Contraception (adapted from Blake, et al., 

No. Label of Factor 


1 Probability husband's reaction could 

a

discourage family planning -.659 


2 Husband's evaluation of family planningb 
 -.028 

3 Probability that birth control is effective a -.108 

4 Evaluation of large familiesb .299 


5 Probability of birth control interfering with
 

a large, secure, happy, mother-centered familya .267 


6 Probability of birth control interfering with
 

maternalisma 
 -.199 


7 Probability of birth control facilitating the
 

attainment of middle-class values and a high 

standard of livinga 
 .280 


S Probability of birth control interfering with
 

proof of masculinity or femininitya 
 .152 


9 Evaluation of a healthy family and worry and
 

overworkb 
 .055 


10 Evaluation of non-procreative sexb 
 .595 


11 Evaluation of employment for the wife and
 

social activity outside the homeb 
 -.607 


12 Evaluation of a well-adjusted family and a
 

happy marriageb 
 .404 


a
 
The higher the mean value, the higher the stated probability 

b 

1969)
 

4J 4 

.681 


.464 


-.052 


.274 


.211 


-.092 


, .248 

.045 


-.444 


.805 


-.714 


.607 


that the 

*HJ 

a0 0 C; 

-.244 .519
 

-.261 .236
 

-.207 .353
 

.120 -.394
 

.135 -.386
 

.242 -.236
 

-.288 .191
 

.100 -.233
 

.130 -.092
 

-.259 -.172
 

.307 .118
 

-.113 -.257
 

belief is true. 

Te highc.r the mean value, the more favorable is the evaluation of the attitude objects. 

Courtesy of the Carolina Population Center, Chapel Hill, North Carolina
 



Preliminary Draft 

"Addendum M
 
AID/csd-2512"
 

MOTIVATIONAL DETERMINANTS OF
 

FAMILY PLANNING CLINIC ATTENDANCE 

by
 

Carl M. Cochrane
 

Clark E. Vincent
 

C. Allen Haney
 

Robert L. Michielutte
 

Behavioral Sciences Center
 

The Bowman Gray School of Medicine
 

of
 

Wake Forest University
 

Winston-Salem, North Carolina 



0
o-


MOTIVATIONAL DETERMINANTS OF
 

FAMILY PLANNING CLINIC ATTENDANCE
 

INTRODUCTI ON
 

In view of the fact that population dynamics have become an area of
 

major concern, it is surprising that research utilizing psychological
 

concepts and methods in the area of family planning has not been abundant.
 

This paucity of such research may be due in part to the lack of positive
 
2, 18, 19, 20
 

findings in early studies which attempted to relate psycho

logical variables to fertility measures. Perhaps due to increasing sophis

tication in design and methodology, however, some positive results have
 

recently begun to appear. These are described below.
 

Ob.lactive Measures 

A factor analysis was made by Blake, et al., of questionnaire data
 

obtained from Blacks and Whites in public housing projects. The objective
 

was 
to understand beliefs and attitudes related to contraceptive usage.
 

Twelve different attitudinal dimensions were isolated; all but three of which
 

discriminated between contraceptive users and non-users. The same set of
 

attitudes and beliefs about birth control was analyzed by Insko, et al., 6
 

in research which confirmed their hypothesis that contraceptive users are
 

more consistent in their attitudes about birth control than non-users. 

A number of studies have investigated relationships between fertility
 

variables and the attitudes which accompany the modernization of a nation.
 

Kahl 7 used factor analysis to develop a modernity scale consisting of several
 

subscales which show "modern" man 
to be actively rather than passively or
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fatalistically oriented, to see his work career as important and indepen

dent of the influences of family or friends, to prefer urban to rural life,
 

and to follow mass media. When the modernity scale was related to measures 

of ideal family-size in Mexico and Brazil, the results were not striking,
 

but were consistently in the predicted direction in both countries, more 

modern scores being associated with smaller ideal family-sizes.
 
16
 

Seeman has described some of the negative attitudes which may be
 

found in a modern society. Groat and Neal., using instruments based on
 

Seeman's concepts, found in a sample of white, Midwestern women that the
 

birth rate was higher among those who saw national and international events
 

as being confused and chaotic (meaninglessness) and who felt a lack of
 

genuine normative standards (normlessness).
 

The most extensive study of modernization to date is that of Williamson 2 1
 

who terms his measure of the activist attitude, subjective efficacy. Ideal
 

family-size, subjective efficacy, and 11 sociological variables were correlated
 

with indices of favorability toward birth control among samples of factory
 

workers in five developing nations. 
 Results varied in the different countries; 

however, in general, subjective efficacy showed correlations equal to or 

greater than, the sociological predictors. Subjects with higher subjective 

efficacy scores were more favorable toward birth control. Rotter 1 5 also 

designed a scale for measuring the activist attitude. His locus of control
 

scale measures whether an individual feels he is able to alter or control
 

forces and events in the environment, or whether he sees himself as a victim
 

of fate and chance.
 

The present authors conducted research among a sample of 1500 Costa Rican
 

women, and found an abbreviated version of Rotter's scale to be one of the
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best among a large number of possible predictors of attendance at family

planning clinics. The women who attended the clinics were found to have
 

less fatalistic attitudes (manuscript in preparation). MacDonald9 recently
 

studied a sample of North American college girls who reported having coital
 

relationships. 
 Subjects who more frequently used contraceptives were found
 

to be less fatalistic on the locus of control scale.
 

Proj ective Measures
 

The studies cited above used 
 objective measures of activism-fatalism 

or of other attitudes related to the modernization of nations. McClelland I 0 

has reported interesting correlations between birth rates and a projectiva 

measure of the need for affiliation. Stories in children's reading books 

from a number of countries were scored in terms of expr ssed needs for achieve

ment and for affiliation. 
Books from 1925 and 1950 were selected. In all
 

countries, the need for affiliation was correlated with birthrates in a
 

negative direction during the car±y period and in a positive direction in the
 

later period. The explianation offered was that, in the earlier period, people
 

who cared more for thei.r children took better care of them; thus, lost fewer 

througb death, and did not need to have more children to replace the losses.
 

In the later period, developments in health care made Enfant mortality a less 

significant factor. 
At this point, people with higher affiliation needs simply
 

chose to have more children. Apparently no effort was made to relate birth
10 

rates to McClelland's much-researched concept of the need for achievement. 

Functional Structure of the Family 

There is also some evidence that the functional structure of the family
 

unit may influence family-planning behavior. 
Hill, et al.,5 typed Puerto Rican
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family patterns according to 
the degree of male dominance and restriction
 

of the wife's role. Rank-order correlations between eight family-types
 

and each group's average scores on fertility variables were generally
 

above .70. Indices of prediction, using individual families as 
the unit
 

of measure, however, were much lower. "Restrictive" families were charac

terized as making less ase of birth-control methods, being more irregular
 

if contraceptives were used, and having higher failure rates in fertility
 

control. The restrictive families also indicated that they have less husband
 

and wife communication about birth control. 
 The Puerto Rican data 4 was
 

used to obtain measures of consensus, communication and empathy. 
These
 

variables were found to be related to 
the use of contraceptives, to experi

iaentation with different techniques, and to decisions about sterilization.
 

Rainwater1 3 
also made a study of the conjugai role relationships in a
 

sample of North Americans. The typology of "joint" versus "segregated"
 

relationships was related to 
choice of contraceptives, effectiveness of
 

contraceptive practices, and to family-size preferences.
 

MOTIVATIONAL DETERMINANTS USING OBJECTIVE AND PROJECTIVE MEASURES
 

The study reported here made use of both projective and objective psycho

logical measures in an attempt 
to ascertain motives related to utilization of
 

a family-planning clinic by women in a sample of black, poverty-level subjects.
 

This study was designed as an exploratory, or "pilot," effort to aid in select

ing and perfecting instruments and in deriving hypotheses for further research.
 

The Sample
 
* 

On the basis of 216 interviews completec in the subjects' homes, 166
 

women were selected for this study. The following criteria were applied:
 

* Of the original 216, 15 were excluded because of contradictions as to
 

clinic status and 35 were dropped because of having incomes above.poverty level.
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being a black female between the ages of 15 and 39 inclusively, having at
 

least one living child, and being at a poverty level, using a modification
 

of Orshansky's Index. A minimum annual income of $1,900 was 
assumed
 

necessary for a single individual, $2,700 for a couple, and $3,200 for a
 

three-person household, and approximately $600 to $700 for each additional
 

member of the househcl.d.
 

On the basis of clinic records or reports of community-action workers,
 

the women were classified into three groups: (1) Actives - those who had
 

been active at the County Family-Planning Clinic for at least six months;
 

(2) Drop-outs  those who had dropped out of the Clinic; (3) Never-Beens 

those who had 
never attended the Clinic despite an awareness of its existence.
 

Of the 166 women in the pilot study, 51 were classified as Actives, 73 as
 

Drop-outs, and 42 as Never-Beens.
 

The Instruments
 

The Need Evaluation Test
 

The Need Evaluation Test (NET), constructed by the senior author,
 

consists of nine pictures about which the subjects tell stories. The
 

content of the pictures is divided into three situations or types of 

human relationships: adults with children, male and female, and 
a person
 

confronting an authority figure. 
The costumes, situations, and details
 

of the pictures were designed so that respondents from lower social
 

classes could easily identify with them and thus a variety of story
 

responses to any picture would be possible.
 

The content of the stories is scored for the presence of four needs
 

or drives and four areas of perceived difficulties or obstacles.
 



Needs
 

Achievement - To succeed, achieve, do things well.
 

Affiliation -
 To have close, warm interpersonal relationships.
 

Control - To control events and other people so 
as to achieve
 
needs or life goals.
 

Sex - To want sexual relationships in a pleasant, harmonious
 
context.
 

Percieved Difficulties
 

Control 
 - People, events, or forces are seen as interfering with 
needs or life plans. 

Authority - People in authority are resented as potentially imposing
 
on or mistreating the subject.
 

Sex - Sexual situations are seen as negative in terms of
 
satisfaction and fulfilling relationships.
 

Conflict - Situations are seen as involving inzerpersonal friction, 
ambivalences, unpleasant mood states, or other indications 
of unhappiness.
 

The difficulty of obtaining reliable scores 
on projective tests is
 

well known. 
With this in mind, the test and the scoring procedures were
 

planned in accordance with principles which were 
felt .to be important in
 

achieving reliable and valid scores.
 

Many projective tests furnish enough content detail to offer 
a variety
 

of stimuli which interact with the subject's associative processes, thereby
 

distracting him and offering multiple elements for him to interpret. 
The
 

result is a complex story in which it is difficult to separate simple
 

interpretations of details from more meaningful statements. 
Such complex
 

results also lend themselves to more intuitive judgments by the scorer, at
 

the cost of less agreement between scorers.
 

To avoid such difficulties with the NET, the following steps were
 

taken:
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(a) The test pictures were drawn as 
simple line sketches. Details
 

(face, hair, etc.) 
were not filled in, and clothing was portrayed as simply
 

as possible (shirt and pants, 
or dress). This simplicity also tended to
 

facilitate identification by lower-class subjects of either race with
 

persons in the pictures. Other situational content was 
left out except for
 

a few pieces of furniture.
 

(b) Scoring was done by laymen rather 
than by psychologists.
 

(c) It was emjhasized to 
the scorers that they must judge manifest
 

content, refraining from interpretation wherever possible.
 

(d) The scoring system was restricted to judgments that a theme was
 

present (score 1) or 
absent (score 0) in a given story. This system is
 

in accordance with McClelland's1 0 finding that this method was as effective
 

in scoring achievement needs as more intricate systems.
 

(e) 
All three scorers scored each subject's stories. If each scorer
 

is considered to be a "test," 
then using three judges triples the length
 

of the test and should increase the reliability of the scores.
 

The Semantic Differential Scale 

The second instrument used was the Semantic Differential Scale, 

deveoloped by Osgood, Suci, and Tannenbaum1 2 , who conducted extensive cross

cultural research in an effort 
to describe and measure attitudes (including
 

emotional and affective reactions) toward people, events, and objects.
 

They have reported evidence, based on factor analysis, that attitudes or
 

affective judgments can be described basically as varying along three
 

dimensions: evaluation (good versus 
bad), potency (big, strong, versus
 

little, weak), and activit.r (active, vigorous versus inactive, passive).
 

The Semantic Differential Scale, designed to measure these three
 

dimensions of affective judgments, includes 
a great many adjectives that
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are classified as to which dimension they measure. 
These adjectives can be
 

arranged as 
polar opposites for a given dimension (e.g., "just" and "unjust"
 

are 
at opposite ends of the evaluation dimension). The basic technique for
 

measuring a subject's reaction to', or evaluation of, a concept is to present 

a set of such polar adjectives, some sampling each dimension, and ask the 

subject to indicate which adjectives best describe the concept. This is 

often done by placing the adjective pairs at each end of a line marked off 

with scale points. The subject can then indicate how close to either end 

he places the concept. 

In this first study, we used a modified, three-step scale in order to 

make the task as simple as possible. Four adjective pairs were given for 

each of the tairee dimensions (evaluation, potency, and activity). The three

step scale was scored from 0 to 2. (e.g., on the "good-bad" pair, a rating 

of "good" would be scored as 2, an intermediate rating as 1, ar.d a "bad" 

rating as 0.) Scores on the adjective pairs were added to give a subject's 

total on that dimension, the range of possible scores being from zero to eight.
 

The concepts rated by our subjects were: (a) having babies,
 

(b) doctor, (c) the husband or current sexual partner,* (d) self, (e) men,
 

(f) women, (g) policeman, and (h) alderman. It was felt that attitudes
 

toward "having babies" and "doctor" relate directly to attitudes toward
 

family planning; and that attitudes toward "self," "partner," "imen," and 

"women" migtit relate dynamically to a woman's feelings about childbearing.
 

"Policeman" and "alderman" were included 
to determine whether attitudes
 

toward governmental and authority figures might be related to attendance
 

at a county-sponsored clinic.
 

* Women living alone were asked to rate their most recent partner.
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Scoring Reliability
 

Indices of scoring reliability with the NET are shown in Table 1.
 

The indices are based on the first 45 subjects scored (15 from each
 

clinic-status group). 
 The intraclass correlation coefficients shown can
 

be interpreted as representing the average of a set of correlations in
 

which eau.h scorer's ratings are correlated with each of the other two
 

scorers across the 45 subjects. This measure theoretically represents the
 

reliability of a set of scores 
given by one judge. Also presented is the
 

reliability of the scores when based on the combined scores of the three
 

judges It can be seen that the reliability of the scoring dimensions,
 

based on three judges was adequate. Agreement was lowest, but still
 

reasonable for research purposes, on the need-to-control scores. The
 

resentment of authority and the two 
sex variables had rather low frequencies
 

of being scored as present. Underlying normality was assumed so 
as to
 

compute the reliability data, but the more conservative approach of using
 

chi-squares was used in analyses relating to the experimental questions
 

in the study.
 

[Table 1 about here)
 

Control Variables
 

On the basis of the distributions of the selected demographic character

istics shown in Table 2, the three clinic-status groups were fairly well
 

matched, except that the Never-Been group averaged fewer children than the
 

other two groups. 
 The possible influence of parity on the psychological
 

findings was assessed by statistical analysis, which showed no significant
 

correlation between parity and any of the picture-story variables. An
 

hypothesized correlation between 
parity and "difficulties in control" was
 

suggestive but not significant, (R was .12, whereas .15 was needed for
 

significance). Some of the semantic differential ratings were not normally
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distributed; but when the relations of parity to 
these ratings were
 

examined by 24 chi-squares (evaluation, potency, and activity for each of
 

che eight items rated), only one chi-square was significant. This is
 

quite probably a chance result.
 

[Table 2 about here]
 

Results
 

The NET
 

Two-way analyses of variance, involving "clinic status" and "marital
 

status," were performed with five of the NET variables (top part of Table
 

3). The "resentment of authority" variable and the two sex variables
 

(bottom part of Table 3) were analyzed by chi-square techniques and are
 

shown in the bottom of the table.
 

When the category of clinic status was examined, the following results
 

were obtained:
 

(1) Actives and Never-Beens were equal on the need for achievement
 

and the need to control events and persons. Drop-outs scored signi

ficantly lower than the Actives and Never-Beens on these two needs.
 

(2) Actives scored higher on "control difficulties" with people and
 

events; Drop-outs were intermediate, and Never-Beens scored lowest on
 

this variable.
 

(3) 
Clinic status did not relate to the other NETvariables.
 

When che category of marital status was examined, it was found to be
 

related to only one variable. Women with no male partner perceived more
 

difficulties in controlling their lives 
than women married or living with
 

a partner. The means, not shown in Table 3, were as 
follows: Married, 3.7;
 

Partner, 3.4; No Partner, 5.0.
 

[Table 3 about here]
 



Semantic Differential
 

The ratings on the Semantic Differential dimension of evaluation were
 

decidedly skewed; the subjects tended to give positive ratings 
to all
 

things rated. This was probably'a function of three factors: (a) The
 

subjects did feel positive about all the things rated. 
 (b) The subjects
 

may have been oriented toward pleasing the interviewer. (c) Our use of
 

only 
a three point scale (in an effort to make the task simple for subjects
 

with low literacy levels) may have constricted differential evaluations.
 

The statistical analyses were done by dividing the ratings into two
 

categories. 
 "More" favorable judgments included only the most favorable
 

rating of 8; "less"'favorable judgments included all other ratings.
 

Chi-squares were 
then performed to determine if the proportions of "more"
 

favorable and "less" favorable ratings differed among the clinic-status
 

groups. The results are shown in Table 4.
 

The clinic-status groups differed in their evaluations of four of
 

the eight concepts: husband, men, alderman, and having babies. The
 

direction of differences was the same in every case; the Never-Beens
 

gave higher proportions of favorable ratings, while the Drop-outs and
 

Actives were roughly equal.
 

The groups did not differ on ratings of doctor, policeman, self, and
 

women. 
Since all groups tended to rate doctor and self very highly, it
 

might be argued that a "ceiling effect" was present, not allowing room for
 

significant variation. 
Policeman and women received the lowest percentages
 

of favorable evaluations in all clinic-status groups, however. The tendency
 

of the Never-Beens to rate objects more favorably does not appear to be
 

aset to give more positive evaluations of all items. The items they rated
 

more favorably than the other two clinic-status groups seem to center on
 

males (e.g., husband or partner, men, and alderman), with the exception,
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however, that a lower percentage of them give a more favorable evaluation
 

to policeman.
 

The intergroup differences in the ratings for husband or partner were
 

greater (and the chi-squares proortionally higher) than the differences
 

in the ratings for men and alderman. The higher evaluation of husband or
 

partner by Never-Beens presumably is consistent with their higher rating
 

of having babies, an activity necessitating a male. It is also possible
 

that Never-Been women have a more optimistic view of men as a result of
 

having a better relationship with their partner,. which will be discussed
 

later.
 

[Table 4 about here]
 

The potency and activity ratings were separated into "more" and "less"
 

categories by dividing at the medians of the distributions. Chi-squares
 

were used to assess differences among the clinic-status groups. (Table 5)
 

Although the activity ratings were uniformly non-productive of differences,
 

several interesting trends were noted in the potency ratings. 
When tested
 

with an overall chi-square, nonleof these trends was significant. However,
 

all differences mentioned here are significant when a chi-square is used
 

comparing one activity group with the pooled remainder of the sample, 
or
 

when order is specified in the statistical test -- that is, when the chi

square is a linear one stating that the value for group a, for example,
 

should be greater than that for group b, which should be greater than that
 

for group c. 
These resulLs, while they are not conclusive, do merit interest.
 

[Table 5 about here]
 

Table 5 shows that there is a linear relationship in regard to judgments
 

concerning the potency of doctors. 
 More potent ratings were given most
 

often by Actives; least often, by Never-Beens. Potency ratings on having
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babies reverscs this order (Never-Beens see having babies as potent most
 

often; the Actives, the least). Drop-outs differed from both other groups
 

in seeing partners and policeman as "less" potent. Never-Beens gave the
 

highest ratings for partner whil Actives give intermediate ratings.
 

DISCUSSION
 

The studies described in the introduction found orientations toward
 

activism and away from fatalism to be related to smaller ideal family-sizes,
 

to favorable attitudes toward birth control, and to the more frequent use
 

of contraception. The results reported here are more complex, and some of
 

them appear to conflict with the previous studies. For example, subjects
 

who have not attended clinics have need-control scores which are equal to
 

those of subjects who are attending; the Never-Beens also have control

difficulty scores which are lower than those of active subjects.
 

Three major differences between the prc.,ent research and other studies,
 

are: (1) the use of projective measures, (2) the fact that birth control
 

was measured by the behavioral criterion of clinic attendance rather than
 

verbal or questionnaire methods; and (3) the restriction of' the sample to
 

poverty-level Blacks, probably resulting in a sample of lower socio-economic
 

status than any of the other studies.
 

With these differences, any attempt to explain the conflicting results
 

would be overly speculative. One possible exception is McClelland's 10
 

findings of relationships between birthrates and need affiliation scores
 

across a number of countries, as contrasted with our study's lack of
 

significant results in relation to this need. The McClelland technique
 

was 
to correlate averages for whole countries. That such "ecological"
 

correlations may totally misrepresent the relationships found at the level
 

of individual prediction has been recognized by sociologists since Robinsons 14
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paper on "ecological fallacy" was published. McClelland's findings thus
 

may or may not hold true in regard to relationships between individual
 

subjects' needs for affiliation and their birth-control behaviors. In our
 

sample, no such relationship was found.
 

The following interpretive conclusions can be drawn from the present
 

study of urban, Southern, poverty-level Black females.
 

Both the clinic Actives and the Never-Beens are higher than the Drop-outs
 

in the need for achievement and in the broader, need to control one's life
 

progress. The Actives, however, perceive themselves as having difficulty
 

in ordering and controlling their lives. The fact that the Actives tend
 

to see their male partners as of intermediate potency and as "less good,"
 

suggests that this relationship is one key area of such difficulties.
 

Family planning may then offer one 
avenue by which these subjects can
 

successfully act to control and order events in their lives. 
 In some cases,
 

the wish to avoid having more children in a partnership of questionable
 

stability may be a more specific motive.
 

The Never-Beens score equally high on the need for achievement and the
 

need for control, but seemingly are more secure and untroubled than the
 

Actives. They feel less difficulty in controlling events, and rate their
 

partners as both "potent" and "good." 
 Feeling more secure and optimistic
 

about 
the future, they are more willing to expand their families. An
 

indication that childbearing may be an avenue for acting out their needs
 

to do something worthwhile (achievement) is contained in their tendencies
 

to rate having babies as a "good" and "potent" activity.
 

Although scoring lower on the need to 
control and the need to achieve,
 

the Drop-outs do not rank themselves as "less good" or "less potent,"
 

which suggests that they are relatively unconscious of, and/or untroubled
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by, their lack of "positive" drives. Like the Actives, the Drop-outs
 

evaluate their husbands more unfavorably. They also give their husbands
 

a lower rating on potency than do the other two clinic-status groups;
 

yet their perceived difficulties'in control are not as 
high as those of
 

the Actives. This fact suggests that their lack of need to strive against
 

events renders them less troubled by deficiencies in their partner. We
 

would speculate that they attend the clinic because of some 
combination of
 

factors: number of children, discontent with partner, and/or contacts with
 

an extensive action program in the city. 
Once having attended, however,
 

their motivati-nal structure is not such as 
to impel them to continue to
 

attend.
 

No attempt will be made here to offer practical suggestions for
 

family-planning workers. The primary purpose of this pilot effort is 
to
 

derive interpretive hypotheses which can be more specifically tested i.A
 

future studies. The results suggest that there is potential value in
 

investigating further (1) the links between the spouse 
or partner relationship
 

and family planning; (2) means-ends relationships involving needs to
 

achieve and control (the end) and family-planning decisions (the means);
 

and (3) the needs of Drop-outs which could serve as motivation toward
 

controlling family size.
 



Table 1: Scoring Reliability (R) of NET
 

a b
 
Intraclass R for Summed Judges
Intraclass R for Judges 


Needs:
 

Achievement .62 .83
 

Affiliation .75 .90
 

Control .25 .50
 

Sex .73 .89
 

Difficulties with:
 

Control .52 .76
 

Authority .37 .63
 

Sex .45 .71
 

Conflict .69 .87
 

a 
Average correlation between judges.
 

bReliability (R) based on suming scores for three judges.
 



Table 2: 	 Distribution of the Sample on Selected
 
Characteristics, by Clinic Status
 

Clinic Status
 

Sele;ted Active Drop-out Never-Been Fa
 
Characteristics (N=51) (N=73) (N=42) 
 I 

Mean S.D. Mean S.D. 
 Mean S.D.
 

Age 27.8 4.77 28.1 4.57 27.6 4.78 1.0 ns
 

Years of education 9.9 10.1
2.22 1.61 ".9.3 2.17 2.0 ns
 

Number of children 4.3 2.15 4.0 
 2.03 3.0 	 4.9
2.13 	 <.01
 

Relationship with N % 	 %
N N %
 
male
 

Married 
 13 25 14 19 
 '2 29
 

Male partner 28 55 
 41 56- 20 29
 

No male 10 20 18 10
25 24
 

Totals 51 100 
 73 100 42 101
 

Chi-Square = 1.9 
 ns.
 

aBased on 	one-way analyses of var4
.ance. 
F has 2 and 163 df.
 



Table 3: Differences Between Clinic-Status Groups
 
on the Need Evaluation Test (NET)
 

Mean Score by Clinic Status
 

NET Variable 
 Drop- Never- Fa 
Active out Been Fa 
(N=51) (N=73) (1=42) 

Need Achievement 
 3.6 2.4 3.6 .3.2 <.05
 

Need Affiliation 8.5 7.6 7.7 
 1.0 ns
 

Need Control 13.2 10.4 13.4 4.1 4 .001
 

Control Difficulties 5.0 3.9 
 3.1 4.1 < .05 

ConflicL 
 6.0 6.4 6.1 
 1.0 ns
 

Percentages of Each Group Receiving Chi-

Score (reater than Zero 
 square
 

Resentment of Authority 33 36 19 
 3.7 ns
 

Need Sex 
 31 41 
 45 2.1 ns
 

Sex Difficulties 
 10 09 07 2.0 ns
 

a 
Taken from two-way analyses of variance. F has 2 and 157 df.
 
b
A percentage of 100 is possible for each entry.
 

C
Based on contingency tn.ble with 2 df. 



a 
Table 4: Percentages of Clinic-Status Groups Giving


"More Favorable" Evaluations to Concepts Rated
 

Clinic Status
 

Drop- Never-


Active 
 out Been 
 b
 
Concept Rated (N=51) (N=73) (N=42) 
 Chi-Square
 

_% % 

Having babies 43 49 76 11.4 .01
 

Doctor 
 86 89 93 1.0 ns
 

Husband or Partner 59 62 88 
 11.0 <.01
 

Self 86 84 88 4 1.0 ns
 

Men 37 38 60 
 6.0 <.05
 

Women 
 69 74 71 < 1.0 ns
 

Policeman 61 59 55 
 < 1.0 ns
 

Alderman 72 67 88 
 6,2 (.05
 

aA percentage of 100 is possible for each entry.
 

bBased on contingency table with 2 df.
 



Table 5: 


Concept Rated 


Having babies 


Doctor 


Husband or Partner 


Self 


Men 


Women 


Policeman 


Alderman 


Having babies 


Doctor 


Husband or Partner 


Self 


Men 


Women 


Policeman 


Alderman 


a
Percentages of Clinic-Status Groups Giving
"More Potent" or "More Active" Ratings to
 

Concepts Rated
 

Clinic Status
 

Drop- J Never-

Activr. out Been
 
(N=51) (N=73) (N=42) 
 Chi-squareb)c
 

POTENCY o
 
37 46 
 60 4.6
 

61 49 
 38 4.8
 

53 42 
 64 5.2
 

45 41 
 38 1.0
 

43 44 
 40 1.0
 

53 51 48 
 1.0
 

57 40 
 60 5.6
 

67 62 
 71 1.2
 

ACTIVITY
 

69 62 71 
 1.3
 

51 49 
 36 2.0
 

47 52 48 
 1.0
 

57 60 55 
 1.0
 

55 45 
 43 1.6
 

61 52 
 48 1.7
 

27 27 38 
 1.7
 

57 51 
 38 3.3
 

aA percentage of 100 is possible for each entry.
 
b
Based on contingency table with 2 df.
 

No differences significant at less than .05.
 
c 
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