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Executive summary

In 1984, Peru intensified its integrated public health cammunication
campaign — Alfabetizacion Sanitaria (Health Literacy) — addressing
contraceptive demand, immmization and diarrheal disease control. The
program worked well, or didn't, depending on the health practice at issue.

Immnization Week during the manth of October 1984 was an undoubted
Success: roughly 250,000 chilcren (about 8 percent of all children
between the ages 0-4) were vaccinated aceoring to health system records,
mrethandmblethemnnberwhoarevaocinatadinatypi@almonth. This
translatedintoalzpe.rcentim‘:reaseinomplete immmization coverage
(fram 34 to 46 percent) according to data from a national nutrition
survey. The immunization campaign worked at all ages, for all dcses of
DPT and polio, and in most, but not all regions of tue country.

In contrast, despite a substantial effort including $350,000 in research
and development expense, thereisdmbtwhetherafamilyplamingcampaign
in late 1984 and the first half of 1985 produced an acceleration in
already increasing demand for mcdern contraceptive services. There were
inadequate data to evaluate the third elemerit of the campaign, promotion
of oral rehydration therapy (CRT) .

The Ministry of Health of Peru conducted the campaign in collaboration
with a private advertising agency, FORUM. General financial support was
provided by the U.S. Agency for Intermaticnal Development (USAID) and
UNICEF provided support for sane camponents of the program. The Academy
for Educational Development provided technical assistance through its Mass
Media for Health Practices Program (now called HEALTHOOM) under contract
with USAID.

The campaign in Peru departs fram the HEAITHOOM model used in other
countries, i.e., Honduras, The Gambia, and Swaziland. Earlier programs
emphasized, at their initiation, instruction in oral rehydration therapy
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(ORT) ; in Peru, the campaign included immmization and family planning as
well as ORT. Unlike earlier efforts the campaign in Peru delegated major
responsibility for the social marketing campaign to private sector
organizations supervised by the Ministry of Health. Alsn, greater
emphasis was placed on mass camunication channels in Peru and less
attention was given to face-to-face cammmication and links with local
activities.

Structure of the Campaign

The campaign began in a quife limited way with an "umbrella campaign"
starting in December 1903. At this stage, the campaign relied upon oial
rehydration and immnizztion materials (such as radio spots, magazine
advertisements, and articles) previously developed by the MH. The
umbrella campaigri had to be abandoned in March due to the lack of
financing, but it left behind an overall theme (A healthy child today, a
healthy Peru tomcrrow) that would be contimued by the MH when the
cempaign officially re-opened in September, 1984. The first television
spot of the campaign followed a five miinite speech by the Minister of
Health, af: which time the concept of "paternidad responsible" (responsible
parenthond) was introduced. The concept provided a frame of reference
that would unite the family planning, immmization, and oral rehydration
themes.

The campaign relied heavily on broadcast materials. The broadcast
messages wepe carried by the major national television and radio networks,
reaching almost the entire population. For example, 87.5 percent of Lima
television owners saw family planning spots an average of 27 times each
during eight weeks of that campaign. Immmization messiges achieved
similar levels of exposure. Although equivalent data for outside—of-Lima
exposure are not available, that exposure was intense: althouch
television ownorship outside of Lima is about 44 percent, radio cwrership
is quite high, 79 percent. Heavy exposure among television and radio
owners can be assumed given the frequent placement of spots on the most
popular stations.
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increase for a single month's campaign; it acoounted for less than ane
fifth of the existing shortfall in total coverage, however.

vaccinations for ch’ldren under 1 was about 40 perceitt versus arcund 90
percent for one ywar old children . Formasl&a,meperumtaqpixmase
isaJmstlZSpercertfordaildmwﬂerl,mtexcaedszsoFementfor
oane year old.,. Hmversuzveymltsdidmtslwaparauelcwerage
advantage for one year old children. Barhapssanaottrmmymrolds
wbwam‘vacchntaddlmirgﬂmmpajgnmm:ghtbypammmm
unaware that their vaccination series ware already camplete. Bocstaer
smtsmightcamforclinicrﬁportsmtvmldmtaﬂectmycweraga
estimataes.

Clinic data also indicate that incresases in O®T, polio, and meagles
immizatimswamsharedbymstmgionsottlmcamtry. However:,
relatively more urban and ecarcmically better off regions ware
particularly likely to demonstrate campaign success. Survey data indicate
thattmmismevidmmofimmminoweraqaratesbairg
womtzatedmghwse!wldswtwwnwarﬂmdio,wmmmto
campaign mezsages would be particularly high.

Family Plamning Results

‘nnfamilyplamd:gcmqaaignmevalmtadbjaﬂdngwheumﬂnmman
ixueaseinﬂnnmroffandlyplarmrgvisitstogcvenmxtclinim
among individuals not pmavicusly using modern contraceptives. Even before
ﬂnmsetofthefamilyplammgmign,ummapm-mdstimtrem
forcli:ﬁcatte:ﬂamea:ﬂnewaccepto:sofmdemcmtzaceptiveatogrw
over time. Usingpre-mnpaimdatainwhichtlﬁstmrdcmﬂdbaobeerved,
regmsimanalysiswasusedtopredicttlmmmbarofmwmtmoeptive
users after Septamber 1984, if no campaign had been initiated that month.




mmmmmmozmmm, this increase matches
trmtmﬂﬂntmldbepredictedasamirgmcznpaimhadtakanplace.

Although the family plamning intervention produced a positive
statistically significant effect in three of the nineteen regions when the
data are disaggregated, ﬂwfewsmessesamstillmmwimim. In
ternsofpredictedvemxsobsm-vedsmcesa, mlyaigm:ru;imsshiftedby
even a moderate amount, andhalfofthosedidbetterttnnexpected, and
half worse. Only four of these shifts wera statistically significant,
wiﬂlthreeoftmfwrshowin;agmterthanmtedadvmtagadmirg
the campaign. A conclusion that these results reflect spontanecus change,
or locally determined change rather than accamplishments of a naticnal
campaign is difficult to refute.

Aswithttmimmizatimintervmtim,mfwﬂmwid-mofmdia
concentration effects. Measures of density of media ownarship by regian
mmtamiatedwimﬂmtemucymrmrmbusofnw
acceptors to excesd predicted levals.

Coxnclusions

Omintervmtimworkadtoalimitadm:ﬂnoﬂnrdidn'tmkat
all. The question is why?

'Bmmamsevmlpossiblom«plamtian,mlmammmliknly.
Itdoem'tappaarthatﬂumdiadwelcpmtmtormmthw
favored inmmization. There was far more money spent on the less
amam:muymmmmmm,uamdiam, it wvas
more original. While it is possible different media strateyies would have
prodmaddiffazmtmlts,ﬂummmt!ﬁmintrﬂuicintmmof
mdiadevelqmltmichladtoaneffmtivuimmizatimmnpugnardan
ineffective family planning effort.

Amlﬂmlydiffemmbemmununpaigmmﬁelda@ort
and coordination of activities at the local level. As far as we know,
there was no attempt to provide field support for the family planning
campaign. Whatever happened in clinics before the campaign was likely to
be happening after the campaign. In contrast, health persamel were
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encowraged to prepare for Immnization Week and special efforts were made
to provide sufficient vaccination supplies for the campaign. Indeed, sgme
might avtribute much of the coverage improvement to the increased
availability of vaccines rather than to the campaign alcne.

A third explanation for varying success contrasts the health themes, per
se, rather than campaign strategies. hildhood diseaseg ray worry parents
in an urgent fashicn; a vaccination campaign pramises to solve a perceived
problem. In cxitrast, ths goal of limiting family size may have a smaller
canstituency. Telling pecple that modern contraceptives are available at
goverrment. clinics ray not satisfy a widely porceived need. Then, the
immmizat icn campaign may have had the easier task of satisfying pent-up
demanl, while the family planning campaign may have faced the additicnal
cbstacle of having to generate an initial demand.

We have no useful way of choosing batveen these last two explanations:
the first auphasizing differences in local campaign activity, the secord
diffarences in imtrinsic susceptibility of the health practices to
campaign effects.

magld.itimtcexplainirqmymi:m&vmtimmﬂmda:ﬂﬂmoﬂnr
didn't, it is useful tocmsidermtcanbeleanedfmﬂnpempmgram
for future work. Poru contrasts with other HealthCom sites both in the
major rolae played by private sector advertising ayencies and in the
emphasis cn the mass media component. On the poeitive side an agency may
bring profeszionaliam, emergy, and flexibility, all difficult to reproduce
in a govrnimont agency. At the sama tims, the agency strategy entails
risks: reduced accees to public health expartiso, lessened coordination
betveen commmication activities and health system activities and less
developmatt of health commmication expertise at a ministry of health.
Wran an agercy strategy is chosen, coplicit atisantion to reducing these
risks, and in particular to maintaining a cloee link be:ween agency-
cortrolled commmication activities and ministry-controlled health system
actions, will be a constant concern.

viii



Figure 2.1

Figure 3.1

Figure 3.2

Figure 3.3

Figure 3.4

Figure 4.1

Figure 4.2

Figure 4.3

Figure 4.4

Page
Campaign Schedules. teceessstennanae cesencens 8
Total VaccinationS...v.vieieeennneneneeennnnnnnn, 26
Age Dis&ibﬁtim of Coverage Pre= &.............. 35
Post-Campaign
Percentage Change in October Vaccinations........ 41

. Campared to Monthly Average (Jan~Sept '84)

By Region

Campaign-Associated Increase in DPT .............46
Vaccinations by Television Ownership by

Region
Total New AcCeptors Over TimB.......ececeecocsss59

New Acceptors per Hospital Area Over Time........60

New Acceptors: Predicted and Cbserved............63

Ratio, Cbserved/Predicted New Acceptors,.........66
Before and During Campaign, By Health
Region



Table 3.1

Tible 3.2

Table 3.3

Table 3.4

Table 3.5

Table 3.6

Table 3.7

Table 3.8

Monthly Clinic Dispensation Before and During..eecee...29
Imnmnization Campaign

Coverage By Period and Interview Manth........ cesesees 32
Coverage By Vaccination......... teseccretcsectesnaanas 34
Age Distribution of Coverage........ ceterenas . 1
Monthly Clinic Dispensation Before and During....... ..38

Immizatim(hupaiganhanDownByAge

Monthly Clinic Dispensation Before and During.........40
Immmnization Campaign Rroken Down By Dose

Pearson Correlations: Campaign-Associated.............45
Vaccination Increases and Madia Saturation,

By Region (N=15)

Coverage Rates, By Media Ownership and Time...........48
of Interview



EXECUTIVE SUMMARY. . oeenneetenneennneeeneeennnesesannnnnnnnnn, seenes ii
GHAPTER 1: INTRODUCTION. .« s veuusennnesesseorenesnnsnnnnnnnnnnnnn,,. 1l
CHAPTER 2: IMPLEMENTATION OF THE CAMPAIGN......veevunnnnenennnnn...... 5
Peru’s Health Situation........civiiiiiiiiiiinnnnnvinnninnnnnnnn, 5
Background of the Campaign......eeieeeeeeneiiiinnnnnnrnnnnnnnnn., 6
Campalgn StrUCtUre. cvitereiienrensrennnnnnnnnn.. tececscssescennnn 9
Family Plamming......ceieeeeeniiieeeeneannnnnessseensnernnnnnnnn, 12
TN ZAtiaN. s oot e 17
Oral Rehydraticn...ceeeeseienniieenneiiiennnieiiennnnnnnnnnnnnn. 19
CGHAPTER 3: RESULTS OF THE IMMUNIZATION CAMPAIGN......0ceeenennnrnn... 22
Overall Effects fram Clinic RecordS............... testciresseens 25
Overall Effects fram the SUIVEY.......ceeeeveveneneenennnnrnnn,. 28
The Age Distribution of Coverage: Evidence from................. 33
the Survey and Clinic Records
Dose Effects of the Campaign: Clinic Results........... tevecseee 39
Regional Differences in Campaign Effects: Clinic Data..... cesans 39
Effects of Media Saturation on Campaign Success....... cesscrcene 43
W ........ e oS0 OOTGES @0 000700060 00C00000000z0 S0 000G OLOEOSIOSIOGEEOTS 50
m......l.l. ....................... 8006000000000 oo 00000000 53

The Data......... tecccssscanseae tecsscee teiieenssescas secesecaans 56
The kesults......... cecesvasssane cseesesnscsssscscns ceceassseses 57
103070 T-T: § o o VA treeseccessessssecennsecnncnns 62
Challenges to the INference Of NO Fffect...cveeeecccececsenns.. .64
What Went Wrang?..ccceceeceenss. cosena teecsessescsessanes cesesas 70
Endnotes......... sesssecsonsa secscsennns seceeccscsanss sessencnns 73
CHAPTER 5: SUMMARY AND OONCIUSIONS...cvvececccens tessccssssrcansssens 75



Page
APPENDIX I: PRINTED MEDIA MATERIALS
WXI.A. Mdet .......... o0 eo0000ersee 0000000 ec0eses0ses 85
Appendix I-B: POSterS........eeeeeeenn.. cesenne tecssescresesas 86
Appendix I-C: CAlendar.......ccieeiieeeiereieenenennennnnnn.., 87
APPENDIX II: TELEVISION MATERTIAL
Appendix II-A: Synopses of Television Spots..... ceseccencessso88

Apperdix II-B: Transcript of Television Spot #l.ceiiierenenaa 9l

APPENDIX III: REFORT FORMS

MIH-A: CIMCMFmUmm........l......'.'.gz
Evaluate Immunization Campaign
Appendix III-B: Monthly Report of Health Activities...........93



INTRODUCTION

In September of 1984, thchvemnentofPembegantointemityan
integrated public health camumicaticn campaign, Alfzbetizacion Sanitaria
(Health Literacy), that included intervention in the areags of family
pPlamning, immmization, and oral rehydration therepy (ORT). The Ministry
of Health (MH) carried out the campaign through its own efforts ard in .
conjurction with a private advertising ageincy, Forum. Technical
assistance was provided by the Academy for Baucational Development through
its Mass Media for Health Practices program (now called HealthCom) under
contract with the U.S. Agency for Intermational Development, which
provided general financial support, also. UNICEF also supported same
elements of the program.

Alﬂnghthecmpajgnmsdaeduledtoemianmbwome, additional
fmmwmmmmwwmmmm
July of 1985.

The implementing groups asked the Annenbery School of Cammmications at
the University of Permsylvania to undertake an evaluation of the campaign.



The evaluaticn was initiated in Jamuary of 1985, after the first major
vaccination day, and after substantial public education activities vis a
vis diarrheal disease control and familyplammin;hadtakenplaca. This
timing constrained the evaluaticn strategy since it was not possible to
collect original before-campaign data. We were forced to rely on existing
data, including clinic archives and a naticnal nutrition swrvey, which
provided powerful evidence about some campaign effects, but relatively
little information abcut the process through which effects were achiaved.
measmuseftnevidemeabarttheeffectsofthediammealdisease
control campaign. It was possible to supplement these data sources with
descriptive information available in Project archives and through
interviews with campaign managers in Lima.

'meevaluatimisabletoanswerthreeqmtims:

1) What was implemented, from the perspective of project managers,
related to each theme of the campaign? We have relatively good
information about the mass commmication camponent of the campaign,
same information about the distribution of printed materials, and
very little about either the use of printed materials or the
implementation of local supparting activities, if any, associated
with each of the campaign themes.

2) What were the effects of tha immmization campaign on
vaccinations given and on coverage of the target audience? Did the
effects vary by vaccination type (measles, DFT, polio, BCG) or by
region of the country, or by age of the child?



3) What were the effects of the family planning campaign on
increasingthenmberofnewclientscanjngtotheuirdstryof
Health facility - the specific abjective of the campaign? Did the
effectsvaxywiﬂuexpo&zretonassmdiawhidiwasthemjordlanml
of camunication used for this theme?

This evaluation report is organized around the three evaluation
questions. ‘The campaign activities are described in the next chapter,
based largely on project archives and interviews with program managers.
The following chapter focuses on the results of the immmization campaign,
ardﬂxelastmajordmpterreportsmtlmmtmofﬂmfamﬂyplmﬁ.m
campaign. Same discussion of the relewvance of the Peru experience to
future health cammunication activities can be found in a brief cancluding
chapter. Appendices include origina’. transcriptions, English
translations, and sumnaries of some radio and television camercials.
Alsoimludedarerelevantsectimsofthenatimalmtritimstmyarﬂ
copies of Ministry of Health farms on which child immmization and family

plamning data are reported.



We are grateful for help provided by many individuals in the preparation
of this evaluation. These include staff from the Peruvian Ministry of
Healthwtmspdcewimusabmttheprojectaxﬁhelpedwithdaﬁacollection
activities. Among others, assistance came from Dr. Efrain lazo, Dr. Felix
Vallenas, Consuelo Alvarez, Isabel Banelli, Dr. Pampeyo de Hierro, Jorge
Martinez and Soledad Blanco. Guadelupe Mendez de Campos ably supervised
the zata coding process on behalf of the evaluation team.

At the National Population Council, Dr. Sandra Vallenas shared useful
information from angoing research. Jorge Garcia Nunez, advisor to the
national statistics office, introduced us to the national mitrition
su™rey. Cynﬂaianmfm?mjectﬂeadmarﬂSusanZimidcipzwided
halpful comments on an earlier draft, as did Dr. Marjorie Pollack, who
helped us understand current perspectives among epidemiologists concerned
with immmnization. Dr. Norm Staehling and Dr. Phillip Nieburg of the
Centers for Disease Control provided readable data tapes for the national
nutrition survey, along witli helpful advice as to how to make use of them.

Joan IaRosa, Linda Lou Kelley and their consultant, Mickey Marquardt, of
theUSAID/mmhealﬂxoffioegavaususemlguidamaarﬂsupport. Marcio
Thame of the Westinghouse Health Systems advisory group provided key
introductions and invaluable advice about the use of Ministry archives.
Art Danart of USAID/Lima was our project officer in Lima and a sourcs: of
contirming help. We are grateful to all of these people and hope that
this evaluation report serves to justify all of the help we received.



CHAFTER 2

IMPLEMENTATION OF THE CAMPAIGN

Pe_u's Health Situati

The population of Peru (more than 17 millien persons in 1931) makes it the
fifth most populous country in Latin America. About 25 percent of the
pooulation lives in greater Lima and nearly two-thirds live in urban
areas. The country's anmual rate of growth in 1981 was believei to be
about. 2.5 percent, with a crude birth rate of 37.2. Forty percent of the
Population was under 15 years of age, and 14 percent under five. (Cansejo
Nacional d= Poblacion 1984)

Peru is confromted by major problems in public health, particularly in
ruralarvaasanriford’xildrentn‘miarfivuil.yeﬁ.'rsofagva° Malmutrition amd
poor sanitation contribute to an infant mortality rate that was 101 per
1,000 live births in 1981. But mortality rates in rural areas (135) were
nearly 2.25 times the rate for metropolitan Lima (60) . (Consejo Nacional
de Poblacion 1964) In 1981 half of all hospital beds and 70 percent of
all physicians remained concentrated in Lima. While 60 percent of urban
houses had potable water supplies, virtually no rnural hames had such water
access. Ninety-two porcvent of feau married wamen said they did not want
a birth in the next year, but only 18 percent of them used modern
contraceptives in 1981. (Galway et al, 1987) Vaccination rates estimated
for the Pan American Health Organization put DPT & Polio coverage at 26%



and measles coverage at 32%, worse than most other countries in Iatin
America. Only Haiti recorded lower rates. (Guerra de Macedo, 1986)

Backoround to the Campaian

The public health camumnication camp2ign in Peru is an example of a
recently emerging approach to health education. The approach attempts, in
a pre—defined veriod of time, to change a particulay set of health
behaviors for a large-scale target audience. Early examples of this
approadm.involvedeffortsinﬂcuhnasa:ﬂ'mesambiatodevelopam
implement a program for the treatment of acute childhood diarrhea in rnural
areas. In those countries, USAID contracted with the Academy for
Educational Development to assist national goverrments in diffusing
informtion on hame treatment of infant diarrhea, including tha proper
preparation and administration of oral rehydration salts (ORS) .
Subsequent evaluation of the program, lmown as Mass Media and Health
Practices (MHP), demonstrated its miccess and AID signed an extension of
the MHP contract to cortimue the program in thres more countriee,
(Swaziland, Ecuador, & Peru) and later under a new name HealthCom —
Cammmnication for child Survival in twelve additional countries.

The HealthCom approach, while it varies fram country to country, cambines
pre-program and cantimuing research with a multiple charnel cammmication
program to attack public health problems on a national level. The
approach has three stages: pre-program planning and deve. pment,
instructional interventien, and ongoing monitoring and evaluation. The
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planning phas:_- gathers information so that each project can be tailored to
the specific needs of the targeted population. The instructicnal
intervention cambines scme or all of television, radio, print, and face-to-
face cammnication channels to educate an audience about a specific health
theme. On-going mcuitoring and evaluation contribute feedback about the
relative success of different aspects of the prugram, allowing for
adjustments dquring the campaign. The final evaluation serves as an
exanple for subsequent programs using the public cammmication approach,
in the same country or elsewhere.

In June of 1983, the Ministry of Health approached USAID/Peru with a
request to support an agyressive program of mass cammmications applied to
health. By September, thebﬂ{hadpmdwadaso-pagaplandetailirqsane
14 }malmtopicstobetmatedinacmpmive, year-long program to be
called "Alfabetizacion Sanitaria" — Health Literacy. USAID requested
assistance fram the Population Cammmnication Services project which in
turn sent Jack Porter, President of Needham, Porter, Novelli and wWilliam
Smith, Senior Vice President of the Academy for Educational Development,
to discuss the plan with the MCH. During their meeting in Lima (November
1983), Porter and Smith met with representatives of MM, as well as
representatives of five local advertising agencies. It was agreed at the
conclusion of this visit that the 14-theme campaign would be reduced to
three key themes: family planning, diarrheal disease control, amd
immmization. Family planning would receive 50 percent of the campaign
resources, while the other two themes would receive 25 percent each.
Reynaldo Pareja, from the Academy, was asked to serve as part-time
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TOPIC
(Approximate
Cost)

Global Theme

Family Planning
(350, 000)

Diarrheal Disease
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Immunization
(60,000)
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resident advisor to the project, while contimiing to play a similar role
in Ecuador.

Trmmpaigninmrepraemsamajordepamme from the HealthCam model
used in Honduras, The Gambia, and later in Swaziland. In addition to
educating mothers about CRT, thecanpaigninmmi:x:ludedafamily
Planning theme, and pramoted an immmization week ~e3igned to increase
vaccination coverage of children below the age of two. Also, major
r&eponsibj.lity for the social marketing campaiqn was delegated to private
sector organizations under the supervision of the Ministry of Health. In
previous implementations, the MOH had been the implemmntirng agency. Also
in contrast to previous projects, relatively greater emphasis was placed
on mass cammunication chamnels and less on local face-to-face
cammnication.

A cammercial advertising agency, Forum, was selected to implement the
nadiacmpmentofthel-iealthLiteracycmrpaign. Three market research
firms were respensible for a background or developmental investigation and
for the pretesting of media material.

Campaian Structure

The cverall schedule of the campaign is captured in Fiqure 2.1. It began
in a quite limited way with an "umbrella campaign" in the period between
December 1983 and March 1984, using material previously developed by the
MOH for oral rehydration and immmization. A family planning spot was
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cbtained from the Family Planning Association of Guatemala ard adapted and
the media package was supplemented by mayazine advertisements and articles
published in the four major naticmal newspapers. The umbrella campaign
hadtobeartsbortinﬂardlduetotl'mlackoffinarcirq, but it left
behind an cverall t.‘mnethatcaﬂdbeoc@nedbyﬂmhﬂ!regardl&ssof
the specific content that was chosen. The slogan of the umirella campaign
vas '"Nino Sano Hoy, Peru Sano Manana' — "Healthy child Today, Healthy
Peru Tomorrow”. About $40,000 was spent on this first phase of the

program.

The campaign officially (re-)opened on September 22, 1984 with a five
mimteSpeed'lfranthaMinisberofﬂsalth, followed by the first
television spot of the campaign, which introduced a secard glabal theme,
the concept of “paternidad responsable” (respansible parenthood). The
cwceptgavethecznpaignawidefrannofreferermﬂ'latvmldmitethe
family planning, immmnization, and 0T themes. The Consejo Nacional de
Pablacion (Maticnal Population Courcil) held primary policy-making
authority for all Peruvian population activities and insisted that the
I%pmsibleparer:ﬂnodﬂmbecmtralmthecmpaign. For this reason,
a reference to paternidad responsable was always made in family planning,
immmization and aral rehydration spots: "responsible parents love and
sustain the children they have decided to have". The references were made
either verbally or thru.x;h the jingle accampanying the spots.
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‘Ihemainmediacanpaignwasbroadast, with great frethercyardreadurg
almost the entire population, on the major natiocnal television and radio
networks. For example, during the eight weeks of the family planning
campaign, 87.5 percent of Lima television owners (75 percent of all
households) saw television messages an average of 27 times apiece, among
245 spots broadcast. 'IheLimimmizatimbmadwgtspmdmedmlya
slightly lower level of exposure: 85 percent of owners were reached with
an average of 23 'spots per viewer (Forum, 1985). Comparable data for
radio and for out-of-Lima television isn't available, but an assumption of
intense exposure is credible. While television ownership outside of the
cities is less than in Lima (44 percent naticrwide) radio ownership is
quite high (79 percent). Frequent placement of spots an the most popular
stations assured heavy exposure among owners of televisions and radios.
(INNSA Survey, 1984) Allmediatimewasptmdxasedbyttncmpaign for this
part of the program.

In addition, during the January to June 1985 period, one Lima broadcasting
group, Chamnel 4, provided same supplemental media support, offering to
produce and broadcast at minimal cost a series of cne-mimite TV and ane-
and-one-half minute radio programs in which a well known female doctor
(and former soap opera radio actress) appeared in a health center
dispensary talking colloquially with mothers about topics drawn from the
three themes.
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Broadcast mass media activities were camplemented by some printed
materials, billboards, advertising slides for movie theaters, and in the
case of immunizatiocn, by local mobilization efforts. A "health baj" was
prbduced for distribution to consumers which consisted of an 11" by 9.5"
plastic bag with a pouch having a calendar printed on it. Inside the
pouch was a one-liter mixing bag with two oral rehydration packets, a
vaccination control card, and various techmical booklets. The 1985
calertiarprintedmﬂmehealthbagservedtoranixﬂcmplesofthermm
vaccination date, the diarrheal disease season (December-February), and
the dates for the mother to come back for a family plamning check-up.
Same examples of the printed materials may be found in Appendix I.

mileeaduoftheseparateﬂmpsofﬂmhealthlitamcypmgrmm
linkedbythesharedglobalthanearﬂasimilarmediastntegy,tln
campaigns were otherwise distinct. For that reason we present each in
turn.

Family Planning

By far, the greatest investment was focused on the family plamning
cbjectives. The goverrment of Peru was, for the first time, willing to go
public in a daring way with its endorsemant of modern contraceptive use.
While clinics had offered family plamning services for some time, public
pramotion of these services had been restricted. The messages that Forun
developed for the campaign broke that history of quiet support in an
urmistakable way.
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In part, the campaign strategy came fram the pre-campaign developmental
investigation. A local research firm, Michelsen Asociados, with the
assistance of Dr. Pareja, produced three background documents reflecting a
re-analysis of a national contraceptive prevalence survey, additional
interviews with samples of women and men, and individual interviews and
discussions with family planning professionals and national authorities.
A second research firm, latinocamericano de Investigacicnes, supplewnented
this research with focus group discussions with potential and actual
cantraceptive users.

Dr. Pareja (1984) has reported thatﬂmereseardaeffortshadamajor
impact on the eventual campaign strategy and its specific messages. Two
target groups were defined as particularly susceptible to the campaign: 1)
cazpleswlwdidmtwantanymmdxildrmammmusirqtraditional
cantraceptive methods, and 2) couples who were not using any contraceptive
methods although they did not want any more children. Both audiences
together represented 28 percent of fertile wamen (about cne-and-cne-half
million potential users of mndern contraceptive methods).

The messages for these audiences were designed to increase knowledge in
three areas: 1) family planning is possible and desirable, 2) those in
need of family planning should choose a safe, modern contraceptive method,
ard 3) the information and services are given free at the health centers.
The messages were designed to affect behavior by encouraging potential
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userstogotoahealﬂicmtertoaskabmtmdemfamilyplanrﬁng
methods.

Using data from a previously campleted national contraceptive prevalence
study conducted by Westinghouse Health Systems for USAID, Michelsen
Asociados developed an analysis of wamen's demographic status, educational
level, and knowledge and use of cortraceptive methods.

Fowsgrdxpmeardxsmgestedsamoftlnﬂmthatmignmssagm
might address (Pareja, 1984). A "machismo" image was said to be related
to men's refusal to use condams, and to a tendency to forbid their wives
to use any modern camtraceptive method. They feared their wives might

becmeprmisonm,orthatmeirvirileimqemndbedamgedifthey
appeared incapable of reproduction. Ancther inference fram the focus

group research related the quality of family planning services to the

desire of mothers to seek it out at the health center. If mothers were
mttreatedwellv&m&tahﬁ:qthispartimlarsarvice(inmstto
immmization services) they would refuse to return or ask for the service

aqain.

The couples of the first target audience used traditional contraceptive
tedmiqtmsaﬁuasherbsaniﬂmmyttmmtmd Men and wamen of this
graup, it was thought, had to be approached differently. The spots
directed to the women were intended to support them as decision-makers who
take the initiative to go to the health center because they want to cbtain
a sure method. The men were approached from the sexual angle, that is,
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they were told that a sure contraceptive method guarantees not having
urwanted children, and alse increases their sexual activity with their
wivminsofarasitfmesboﬂaofthemfrcmthefeamofmwanted
pregnancy. Additimalspotsapproadmdthecmpleasamit: their
dmioeofmtwantin;tohaveamtherchildisminforcedbyme
availability of a sure contraceptive method. To all of them, the health
centerwaspmentedastheplacetogotoreoeiveservims.

Ihesecorﬁtargetatniernedidmtuseanymethodsofcmmceptim. For
ﬂmisatﬂierne,theoaxplewasaddmssedasamitbe@usamarﬂm
were, according to baseline research, believed to differ very little in
their perceptions and behaviors concerning family plaming. Two
televisimnssaq&smdirectedtoﬂmcwple,b\minanimtamethe
nanplaystmeleadingmle,mileinﬂmotherspotthemnismemin
character. E‘aduomoftimtakestheinitiativetopersuadatheotherto
gotothehaﬂthcenterineadmotﬂnspots,b&tttnmssagaistbesm,
"dxangefrunbein;m—usemtobeimwaotmdamomtr&c@tive
methods". Although the audience was not differentiated in television
spots,malcmmaddmssedinanextzaradiomssageﬂntcmfmrted
their possible jealousy.
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The family.plaming theme was addressed in five televisicn spots (one
dezling exclusively with 'paternidad responsable’), nine radio spots,
eight cne-minute TV miniprograms, and eight radio miniprogrars of cne-and-
one half mimites each. F‘amilyplamirqspctswereairedﬂmlgtnxttln
Health Literacy carpaign: in limited fashion during the ORT and
immmization campaigns and intensively during other times (Figure 2.1).

The family planning spots were particularly memorable (and cantroversial)
because of their use of quickly reproducing rabbits as a metaphor for
cauples who did not use contraception. In the first spot, a couple
holding two rabbits talk about respansible parenthood - emhasizing the
need to give children proper nutriticn and education; while they talk, the
rabbits escape from their amms, hut the couple contimiez to talk about the
need to raise children with love and give them adequate shelter. Finally
the narrator declares that responsible parenthood means loving and
maintaining the children "one decides to have", while tha camera pulls
back to show the couple surrounded by rabbits. One of the couple closes
with the camment, "Already you know it, remember the rabbits." 1This tag
line was incorporated into all of the media materials, was said to be
widely quoted on the street, and made the campaign stand ocut in the flood
of commercial midia advertising. oOn the c’her hand, it was said that scme
politically influsntial individuals found the presentation of rabbits as
humari stand-ins to be denigrating.
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Aposterwasalsodsignedwhidirepmducedmeofthatelevisimspot
scenes and had the jingle phrase printed on it (see Apperdix I.) Ten
thousard ~opies of the poster were distributed, mostly through the health
centers. A six-page technical booklet providing information about each
contraceptive method (pills, the IUD, spermicides, and condams) was
produced and 200,000 copies were distribated along with the "Bolsa de la
Salud" (health bag). (see Appendix I)

Immnization

The developmental investigation for immmization (Pareja, 1984) suggested
that existing poor vaccination levels were to be attributed both to
problems associated with clinic services (travel tims, availability of
vaccines) amd to caretakers own perceptions (fear of adverse reactions,
confusion about the camplex vaccination schedule, belief that measles ard

whooping cough were not 1life-threatening).

‘mecanpaignmtazgatedtomunrsofdtildrmofvaccmatimage(mﬂer
two years of age). 'nnampaignsmghttoincmasam&m'hwledga
abatvaocimtimsbyteadurgl)mmdiseasesvaccimtiaucanprevem,
2) that vaccinations cause normal reactions in children which are not a
cause for alarm, 3) that ans dose of polio and DPT is not good enocugh,
and 4) that three doses do give protection. The targeted behavior was for
mﬂ'xerstotaketheird\ildmtoahealthcenberforu\efimt,secord,
ard third doses of those vaccines. One vaccine, "Ia Trinle™ (DPT), had
been recognized by same mothers contributing to the baseline research as
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the one to be repeated three times. Consequently, a message that vaccines
mquiredtln'eedosawasmiltammthanameofthisvaccine (which
suggests three doses).

Thetelevisimspotqcornentratedmﬂmmrtalrislsofﬂmdiseasaby
showing a dramatic burial of a small child, and the protection given by
the DPT vaccine. The radio spots offered the same message, although they
were extended to include information abot reactions caused by vaccination
as well as the contagious aspects of the diseases. Four 40-second
television miniprograms and three one-and-one-half mimte radio
miniprogramsmréalsopartofﬂuemediapadcaqe.

A poster was designed which showed a child receiving a vaccination and
underneath this picture was a rhymed slogen "vaccinate your child, and you
will have him healthy". Ten thousand copies of the poster were
distriluted through health centers. Additionally, 800,000 vaccination
recall@ardswereprintedarddisn'ibutedinﬂmhealthbaq.

Inmmizatim%ek,atleastforlimarﬂ&llao,wasdnsmasﬂ:eswﬂ
week of October. Consequently, the immmnization spots started at the
begi:min;ofOctoberinozdertohaveaperiodotbroadmstirgpriorto
initiation on the 13th. Ancther rourd of immmization spots was scheduled
successively in three-month intervals in order to increase the likelihond
that three doses of DPT and polio vaccines would be delivered. However

these subsequent vaccination days (Jamuary 19 and April 13, 1985) were not
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implemented with the same mobilization efforts zs was the dctober
campaign. In particular, there were no camparable media barrages.

Originally, the Octcber vaccination week was scheduled only in Lima and
Callao, and in Arequipa with UNICEF assistance. Howerrer, due to
camplexities involved in limiting the media campaign, the immmnizaticn
spots were broadcast nationally. while we lack specific evidence on this
issue, itisbelievedthatthexewassubstantialvariatiminknwmll
each region was able to organize its vaccination campaign, and vaccines
mayhavebemmavailableatsamhealthcentersdtmirqﬂncanpaign.

Qrxal Rehvdration

Oral rehydration therapy does not attack the causes of diarrhes, nor does
itwmthediseasacausi:gdiarrtm,bxtnttnritpm\mtsddlydntim
arﬂsttmqﬂxemﬂmedmildsoﬂntlm/s)ncanfigt&offinfectimarﬂmadx
a clinic if further treatment is required. A solution of oral rehydration
salts (ORS) can be prepared using a pre-packaged concentrate that is mixed
with water, or a solution can be prepared at hame by mixing together
carefully measured quantities of sugur, salt, and water (sss).

In Peru there had been scme promotion of pre-packaged GRS under the name
Salvadorainpmvimsyears,bcmmrmghclinicsardﬂmx;hmssmdia.
’Bxegcvenmtwantedtobeginprumtimoforalrehydmtimsalfsagain,
but for several reasons wanted to do so under a new name. Plamning for
the new effort began with a developmental investigation.
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The investigation suggested (Pareja, 1984) that oral rehydration was well
known, although there was restricted understanding about the concepts of
lcss of liquids and the need for their replenishment. Many mothers
believedthatmilRShouldmtbegivendurirgdiarmealepisodes. Most
solid food was said to be withheld, while softer food was often given
during episodes. Cammon use of antibiotics, antidiarrheals, pills and
traditional herbal in.ﬁasionsarﬂnassagmmalsorepomed.

Reflectirgthesemﬂts,themssagespxtsmnmpmsismcu\cepts
mlatedtoﬂaeneedtor&stomliquidarﬂtheraadtomintainbmst—
feeding during diarrheal episodes. Additicnally, the campaign instructed
mtharsﬂzattheozalrehydraticmsolutimhadtobepmparedinanliter
ofooolboiledwaterardhadbobegiventoﬂaedlildalldaylcng.

'mreetelevisimspotsarﬂsixzadiospatswampmdwedforﬂmcmmaign,
alang with four ane-mimrte television mmpxograms and four one-and-one-
half mirute radio miniprograms. A poster was developed recammending the
useof"Salvml",themnamforQ?Spadcets,dtmingepisodes. In
addition, 400,000 plastic mixing bags with ORS packets and rehydration
ustructla'lsmdisu'lbutedmtlmhealthbag Ten thousand copies of
the poster were distributed, mostly through the health centers.

Unfortunately, the ORT campaign suffered from a scheduling inconsistency
between the time of heaviest mass mediit promotion and the time at which
the health bags with ORS packets and mixing bag were actuallv available in
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the field. The television and radio campaign, which included messages
abaxthwtouseuwmiximwg,beganinbecarberardocntimedtlmx;h
part of February. However the health bag, which was to be available
thmx;hmtﬂmcamtxyatmestartofﬂwbmadmstcmpaign,wasdelayed
by funding holdups until the end of Jarmary. At best it would have been
incmstme.rs'hardsbythaerﬁofthebroadmstwlpaign. There was a
continuation of broadcast messages after that time with miniprograms on
omduamnl,mttheywmldhavamdmedaﬂyasmllpmqaortimoftm

audienca.

mmmwmtmmmmmmdaﬂy
limitedswwssast!wmltofﬂﬁsplnsimirmuistmcy. However, we
cannot resolve this concern. Inccntrasttotheevaluatiauofthefamily
plamning and immmization campaigns which follow, wa found o available
datasannesmidlallouedustoevaluatethneffectsofthadﬂ'program.
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CHAPTER 3

RESULTS OF THE IMMUNIZATION CAMPATIGN

Immunization Week in Peru took place during the week of Octaober 13th,
1984. The immediate question is, did it work: did it result in sharp
gains in vaccinations given, and total coverage achieved? The simple
answer i: yes, on both counts. It worked to increase coverage of DPT, of
polio, .f measles, ard to a lesser extent of BOG. Tt worked at all ages
and for most, but not. all, regians of the country. It worked to increase
third doses of DPT and polio, even more than first and sscond doses.
Before presenting the full evidence for these canclusions, we describe the

data sources:

1) GClinic Recordg. Data are gathered about the mmber of
vaccinations (DPT, polio, measles, and BCG) given out each month by
hospitals and clinics nationwide. Local clinics and hospitals
repart their data to an administrative unit called the hospital area
which is the lowest level reporting unit. Each hospital area is
expected to send monthly reports to the Ministry's Statistics Office
detailing the rnmber of immmizations administered, broken down by
vaccine, age, and dose. (An example of the monthly report form for
immmnizations is found in Appendix III.)
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The Ministry of Health provided the evaluation team with
immnization records from all hospital areas on a monthly basis for
a 27 month period (Jamuary 1983 - March 1985), including 21 months
befomarﬂsmmsafterchd:ermehenImmizatimWeektmk
Place. Using monthly clinic data, we are able to campare
vaccinatian levels prior to October with levels achieved during
Octabar and for five months.

meamofﬂmﬂmeeyeamforwhidldataisavaﬂable,t!mm
scxnedzam;esinﬂ:eadministrativadivisia'softlnhealthsystan,
with the mmber of official hospital areas increasing fram 61 in
1983, to 67 in 1984, to 69 in 1985. If all of the sites had sent in
forms every month, there would have been a total of 1,743 forms. We
had a total of 1,722 usable forms including 49 forms which indicated
that no immmizations were given out during the month. (1) we
assume that the 49 forms recording zero vaccinatians do not
representmissirqvaltmsimeanecdotalevidermmtsthat
vacrine supplies may actually have been exhausted at some sites

during periods of time. (2]

2) National Nutrition and Health Survey. Fram April through

Novembar of 1984, there was a national nutrition survey of 20,000
hames which obtained data about (among other practices) vaccination
aqainst immmno-preventable diseases. There were six separate
chronologically-sequential sub-samples drawn to allow seasonality
campariscns. Respondents fram cne sub-sample were to be equivalent
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to respondents from any other sub-sample within the limits of
sampling error. (Relevant portions of the mitrition survey are
found in Apperdix III.)

Since the immmization campaign tock placa in October (primarily)
the.reareequivalerrtrespoxﬁenmimludedinthemrveywho
contributed data both before (sub-samples 1 to 4) and after (sub-
sample 6) the campaign. The data are used to detect short-term
effects of the campaign on self-reported immmization coverage
through an interviewed-before, interviewed-after camparison.

We can make camparisons across periods with reasonable canfidence
that the samples are equivalent. However, becuuse there was same
overlap in time (thus sub-sample 6 included pecple interviewed in
Cctaober, as well as November, and sub-sample 4 ircluded pecple
interviewed in October as well as in August and September) there is
riskthatsanepecpleoamedinmepm-canpaimperiodacmally
belong in the post-campaign period, and vice versa. A cleaner
mthodofmkirgcmparim(arﬂthemuwdmatwegenerallyuse)
is to compare those April to September respondents who were all
interviewed before the campaign and those November respondernts who
were all interviewed after the campaign.

Estimates of coverage increases are based on a sample of 17,288
households of wham 9,416 had children below the age of six. Those
households produced a total of 16,213 children under six, but anly



occurs in March 1985, (3]
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Overall, and for three of the four types of vaccirations, there is a large
absoluteincreaseinthemmberofvaccinationsdiSpersed. As we will see
from the survey results, t.hisvaccines-dispemadincreaseummmtoa
major increase in the mmber of children fully covered, also. Before
doirg that, however, we can summarize and refine the results pictured in
Figure 3.1 by presenting a slightly more camplex analysis: one that will
allwustocatparetherelativeeffectsofthecanpaimontypaof
immmizations, while taking into account a slow long-term upward trend in
monthly vaccination totals.

If we focus on the pre—campaign period, Figure 3.1 shows that dispensation
levels for each immmnization experienced monthly fluctuations, but that
theraisanovemllterﬂarcyforvacci:atimstoin:masegradmllywer
tima,pe:hapsmflectj:gthegzwthofpowlatimaxﬂ/oraninprwanentin
vaccine supplies. We can estimate this pre-compaign tendency by fitting a
regression equation to data for immmizations between Jamuary 1983 and
September 1984. The slope of the regression equation can be used as an
estimate of the general tendency for immnizations to increase even before
the start of the campeign. Once we have estimated this trend for each
immmization, we can use ths regression equations to predict vaccination
levels that would have occurred in October 1984 had no intarvention taken
place. Then, by camparing the percentage increase in dispensation levels
above the levels that would be expected from data prior to the campaign,
we produce a measure of campaign impact that campares each of the
vaccinations an a camparable scale.
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The second column of Table 3.1 indicates average monthly dispensation of
each vaccination between Jamuary 1983 and September 1984 (pre-campaign).
For DPT ard polio, there were an average of just under 100,000
vaccinations per month, while for measles and BOG the averages per month
are about 36,000 and 30,000 vaccinations, respectively. Based on datz
prior to the campaign, regression analysis predicts samewhat higher
dispensation levels in October 1984 (colum 3) given the tendency for
levelstogmcvertimevenwitlwutacmrpaign. The urmistakable impact
of Immunization Week is clearly seen in the last two colums of Table

3.1. The recorded mmber of immmizations administered by clinics jumps
about 100 percent for DPT and polio, while for measles the increase
approaches 200 percent, almost twice as large. While Figure 3.1 indicates
that DPT and polio vaccinations experienced the largest absolute increase,
Table 3.1 indicates that measles vaccinations experienced the largest

Querall Effects from the Survey

As.lbstmrtialcanpaigneffectisalsoreﬂectadinamajorincreasain

totalcoveraga,asestimtedfrantmnatiamlmtritimmrvey. There
wasmoretmnaIZpercentincreasaincarpletecoveragefmupercent
before the campaign to 46.5 percent afterwards.

For each child of a family in the survey sample, interviewers asked
whether or not there was an available vaccination card. If there was one,
the mumber of times each of the four types of vaccinations had been



Table 3.1

Monthly Clinic Dispensation Before and During Immunization Campaign

VACCINATION

POLIO

MEASLES

BCG

AVERAGE VALUE
(Jan '83 - sept '84)

96,924

99,418

36,460

30,025

EXPECTED VALUE
(October 1984)

OBSERVED VALUE
(October 1984)

¥ INCREASE
ABOVE EXPECTED

115,187

114,672

39,266

30,002

227,800

222,936

112,782

32,255

97.8 %

94.4 %

62
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received was recorded. If there was no vaccination card, the respondent
was askad to recall what vacvinations the named child had received. The
interviewer also obtained data about the age of each child.

The definition uf immmization coverage that we use reflects Ministry of
Health recummendations concerning which vaccinations children should
mceivebytlwtimemeyreadmacertainage. Thus, a child between 0-3
months old requires only the BOG immmization to be fully covered. A
child aged 4-6 months requires BOS, 1 DPT, and 1 polio vaccination.
Betxween 7-9 months of age, a child requires BCG, 2 DPT and 2 polio
vaccinaticrs to b2 covered. At 10 months of age or older, a child needs
RQG, 3 DPT, 3 polin, and measles.

We do not follow the commcn practice of using estimated vaccination
Coverage for the single age group of 12-23 month old children as a stand-
in for national immmization levels (although that result is found in
Table 3.4). Since we were able to estimate coverags levels for the entire
target population, we choss to erphasize that result. A child was
midemdcweredirheorshehadallvaccimtimsappmpriatetohisor
her age.

Same authorities would suggest this is a very strict definition of
coverage, since substantial protection against polio and DPT diseases can
be achieved by fewer than three vaccinations, since same delay in
obtaining particular vaccinations may not mean a camplets absence of
protection, and since the lack of BOG (and even polio) may not greatly
increase risk of death since tuberculosis and polio are rare in Peru.
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(Hirschhorn, 1986). Nonetheless, we use this criterion for coverage,
since it represents current policy in Peru.

In Table 3.2, parallel estimates of campaign effects on coverage are
presented with analysis done both by sub-sample ard by interview month.
On the left side of the table, coverage rates are presented for each of
six sub-samples studied during the April-November time period of the
survey. There was a substantial shift coincident with the Cctober
campaign. However,theeffectsareclear&stwlmmcmparetlme
mberviemdmmimmemxﬂmAprﬂtoSeptaxberbafomﬁmcanpaimwiﬂl
thoseinterviewedinchenbe.raftertheampaign (right sids of Table
3.2). In that analysis we eliminated those interviewed in Octaber, who
may have been interviewed before or after the campaign. As already noted,
therewasmrethanalzpemerrtjtmpintctalcoveraqe.

For a portion of the sample, coverage data had to be taken cn the basis of
self-report because pecple either didn't have vaccir .cion cards or else
they could not locate the children's cards. To be sure that the jump in
coverage wasn't merely a reflection of the campaign exaggerztirg self-
reported cagpliance but not actual campliance, we can lock at change in
coverage rates only ameng those able to show vaccination cairdc used to
record immmizations. Amono those who could show the cards, the campaign
was associated with the same absolute shift in coverage (from 54.0 to 65.5
percent), although the numbers are, on average, higher than for the sample
as a whole. In addition, we find that there was a 12.5 percent jump (from
37.3 to 49.8 percent) in those who could show the vaccination card



Table 3.2

Coverage by Period and Interview Month

INTERVIEW
PERIOD MONTHS ¥ COVERED N MONTH ¥ COVERED N

I
1 April-May 30.9 % (1827) | April-Sept 34.11 % (9407)
2 June-July 36.6 (2062) {
3 July-Aug 33.3 (2102) :
4 Aug-Sept 31.7 (2459) :
5 Sept-Oct 33.9 (3140) :
6 Oct-Nov 44.3 - (2606) E Novemberxr 46.5 (1507)

4%
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cmparmgAprithSeptenbermpoxﬂentsarchvmbermpaﬁems: that is
confirmatory evidence of campaign effects.

Table 3.3 indicates that increases in Coverage are essentially parallel
for each type of immnization. November interviewees have about a 10
percent advantage in coverage for each vaccination. We cannot explain why
Ba;cweragemtasseantohaveim:reasedaccomirgtosuveympomes;
withaxtclinicdatashmin;acozrespaﬂmgincmaseforﬂmmnthof
Octaber,

Ihe Age Distrilution of ‘overage: Evid- = from the Swrvev and Clinic
Recordg

Ibmtextentdidﬂmecanpaignfillinvaccimtimsfordiildrenwerme
year old versus enhance timely (less than ane year) full immmizaticn
coverage? Survey results (Table 3.4 and Figure 3.2) show that at every
agethereisasubstantialaivamagetona:berintewiweesascmpared
to April-September interviewees. While the advantage varies with the ac2
oftlxedlild,tmnu:matimslwsmobvimsterﬂencytogrwlargeror
smaller with age. The survey shows a limited difference in response
cmparirgo-ummholds,mshowamlativagain,cmparhqm
versusApril-Septa:berofupemmt,withauyearoldsmhavaagain
of 48 percvent (Table 3.4). This limited difference between age groups
contrasts with clinic results.



PGLIO [1]

BCG

APRIL-SEPT
COVERAGE DEFINITION ¥ COVERED N
1 after 3 months 38.5 % (9491)
2 after 6 months
3 after $ months
1 after 3 months 37.2 % (9346)
2 after 6 months
3 after 9% months
1 after birth 69.9 % (10,175)
1 after 9 months 58.0 % (8528)

MEASLES [2]

Table 3.3

Coverage By Vaccination

(1] Estimated after leaving out those less than 4 months old.

[2] Estimated after leaving out those less than 10 months old.

NOVEMBER
% COVERED

48.6 %

78.9 %

67.2 %

(1491)

(1487)

(1594)

(1342)

(VS
£
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Table 3.4

Age Distribution of Coverage

¥ GAIN AS A

PROPORTION
APRIL-SEPT NOVEMBER OF APRIL-SEPT
AGE COVERAGE DEFINITION ¥ COVERED N ¥ COVERED N BASELINE
0-3 {mo.) BCG only 48.8% (537) 68.2% (66) 39.8%
4-6 o BCG, 1 DPT, 1 Polio 33.5% (355) 48.2% (56) 43.9%
7-9 " BCG, 2 DPT, 2 Polio 25.3% (363) 37.9% (66) 49.8%
10-11 BCG, 3 DPT, 3 Polio, Measles 17.6% (268) 26.7% (30) 51.7% @
[All Children less than one year old] 34.1% (1523) 48.2% (218) 41.3%
1 (yr.) BCG, 3 DPT, 3 Polio, Measles 25.2% (1600) 37.4% (251) 48.4%
2 " BCG, 3 DPT, 3 Polio, Measles 33.7% (1703) 41.0% (271) 21.7%
3 " BCG, 3 DPT, 3 Polio, Measles 35.4% (1561) 48.5% (266) 37.0%
4 " BCG, 3 DPT, 3 Polio, Measles 37.7% (1582) 53.8% (262) 46.2%

5 " BCG, 3 DPT, 3 Polio, Measles 39.2% (1438) 50.2% (239) 28.1%
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CIinicdatacanbedisaggregatedbyagetodeterminewhethe.rthe
percentage increase in DPT, polio, and measles vaccinations favored less
than one or ane year olds. Table 3.5 indicates that for all three
vaccinatims,thepercentageimaseformyearoldsismﬂmtwice
as large as for less than ane year olds. For DPT ard polio, the
pemewtagc‘increaseformildrenm'derlwasabmt40percentversus
amnﬁ90percentford1i1dxenbetmentheag&of1arﬂ2. The
pemermageimreaseinneaslesvaccineisalmstlz5percentfordxildm
mﬂerl,hxtitmcneedsZSOpementfordaildzmbethwlamzyearsof

age.

Madvantageinpercmtagaircrmseinvaccimtiauforaayearolds
frantheclinicdataisofgreatermgnittﬁethan,mtisintrnsann
directimasrelativei:m'easesincweragaratmdarivadfmsnvey
data. Itmaybethatsamofthemeyaaroldsmwerevaccinateddurirg
the campaign were brought by parents who were unaware that their
vaccination series were already camplete. They would have received
boostersanyway,midxumldhavacamtadinclinicrepottsoftotal
vaccinatiaudispanadwiﬂmtacorrespaﬂim;inprwmtinmy-
estimated coverage, since the child would already have been considered
covered.

Simetheclm‘.creportirgfomdoesn'tprwidaaseparatespacatomcord
booster shots, it would not be surprising to find that clinic personnel

had added booster shots of DPT and polio to the totals for third doses of
those immmizations. That would explain the exaggerated advantage for one



Table 3.5

Monthly Clinic Dispensation Before and During Immunization Campaign
Broken Down By Age

AVERAGE VALUE EXPECTED VALUE OBSERVED VALUE ¥ INCREASE
VACCINATION {Jan '83 - Sept '84) (Octooer 1984) (October 1984) ABOVE EXPECTED
DPT <1 Yr 51,796 59,540 85,657 43.9 %
DPT 1 Yr 25,041 29,414 56,910 93.5 %
POLIO <1 Yr 52,520 59,048 82,746 40.1 %
POLIO 1 ¥Yr 25,608 29,103 54,221 86.3 %
MEASLES <1 Yr 14,449 1€,059 35,691 122.2 %

MEASLES 1 Yr 12,324 11,330 41,550 266.7 %

BE
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year olds seen in the clinic data versus the survey results. It might
also explain the results of the next analysis: the effect of the campaign
by dose of DPFT ard polio.

Dose Effects of the Campaian: Clinic Results

An important message of the vaccination campaign was that ane dose of DET
ardpoliovaccirewasmtgoodemxgharﬂfhatthreedoseswemrequired
to give protection. Based on clinic data disaggreqated by dose, Table 3.6
cmpar&sﬂ:epercmtagei:nmasein%tobervaochutiamabweﬂmlevels
that would be expected from data pricr to the campaign. The last colum:
ofhbla3.65!mthatpammtageincreasesin0ctd:ermsmdnt

higher for third doses than for first or second doses. The finding is

cmsistentwithmderateswcesswithanofﬂ:ebetaviordmmestarqeted
bythecanpaign:ﬂmtmtharsmldbri:gtheirdxildrentotheclhﬁcfor

three doses of DPT and polio vaccine. However, cur confidence in this
mntislimitedbyafeartlntthirddcsereportsmayirmxponte
booster (post-third dose) vaccinations.

Clinic data can be disaggregated on a regional basis to examine whether
the campaign benefited same areas disproportionately (Figure 3.3). Given
inconsistencies in the camposition of regions fram year to year, the
analysis uses only 1984 data to compute the average mumber of vaccinations
for months leading up to the campaign (4], Regional differences are



Monthly Clinic Dispensation Before and Durin

Table 3.6

g Immunization Campaign

VACCINATION

DPT Dose 1
DPT Dose 2

DPT Dose 3

POLIO Dose
POLIO Dose

POLIO Dose

Broken Down By Dose

AVERAGE VALUE
(Jan '83 - Sept '84)

40,966
28,611

27,347

41,811
29,087

28,520

EXPECTED VALUE
(October 1984)

47,914
34,967

32,306

47,553
34,646

32,474

OBSERVED VALUE
(October 1984)

- —— - ——— ——— —— —— -~

97,587
57,550

72,663

93,884
56,494

72,558

¥ INCREASE
ABOVE EXPECTED

103.7 %
64.6 %

124.9 %

97.4 %
63.1 %

123.4 %

oY
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Figure 3.3

Percentage Change in October Vaccinations Compared
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evaluatedbycmpari:gtheperoentageirmeaseinmtobervaocimtions
campared with the average value (Jamuary to September 1984). Although the
methodology may be slightly weaker than camputing percentage increases
based on expected values (as before), we are hesitant to camute expected
values given large seasonal fluctuations that cammot be captured by 1984
data alone.

Figure 3.3 shows that October increases in DPT, polio and measles
mmmizatmrs are shared by most regions of the country. Only two regions
(Iquitos ard Puno) experienced less than a 50 percent increase in polio,
DPT and measles vaccinations. Additionally, Huamico and Cuzco experienced
lssthanaSOpercentincmaseinWoofﬂmeﬂxreevacci:atims. All
otharregimsexperiexnedraﬂzerlazgepercmtagei:cmasesinatleast
two and usually all three types of immmizations although the variation

among regions is considerable.

In three regions (Arequipa, Lima, and Callao) all October vaccinations
exceed average levels by over 200 percent. The increase of nearly 500
percent in DPT vaccinations in Arequipa is partly explained by the fact
that UNICEF had projected its own vaccination campaign to be held in
Arequipa in late September 1984 [°]. Given plans for the immmization
week in Octaber, arrangements were made with UNICEF to initiate a
coordinated effort that would avoid duplicating efforts. Apparently it
was feasible to synchronize both efforts so that campaign impact was

maximized.
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Although available documentation is ambiguous, it appears that
Immnization Week originally was scheduled only in the Lima-Callao
vicinity given shortages in the supply of immmizations nationwide.
Neverthaless, constraints on the selective broadcasting of campaign
mssagwinsamregionsrequiredthatthempaignbelamd:ed
nationwide. It is unclear how well the campaign was coordinated outside
of the Lima-Callao area, especially given constraints en the supply of
vaccines. Consequently, it is not surprising to find that Lima and Callao
Seem to have experienced the sharpest rise in vaccinations. What is
surprising istofirxithatmostomerregimsemperien:edatleastaso.
percent increase in vaccinations.

Pementagairmeasesinmaslesvacchntimst&ﬂtobaudcaashiqhas
increasesinDProrpoliovacci:ntimsacmssregims. In 8 of the 17
regions, measles vaccinations increased by over 200 percent in Octaber.
Again we see that Lima, Callao, and Arequipa experienced the largest
percentage gains. In general, where the campaign worked to increase DPT
and polio vaccinations, it worked to increase measles vaccinations by an

During the two weeks preceding Octcber 13, the launch date for
Immunization Week, both television and radio networks were saturated with
spots encouraging children's vaccination. We were curious whether for
individuals or for regions, ownership of television and radio would be
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associated with increases in vaccination coverage. The nutriticn survey
reported household ownership of television and radio. That data was used
in two ways: it served as a predictor of household imumization levels
beforeandafterﬂwmnpaign-toseeifeffectswmcmnentmtedamrg
TV and radio owners. Television and radio ownership data was aggregated
by health region and then asscciated with the clinic data to see if media
samratedregionswemalsaplaoammepementagegainsmm
largest. We begin with the regional analysis.

There is a stmm;associatimbetwaenmediasattmatiminamgimarﬂits
campaign-associated coverage qain for the three major vaccines: polio, DPT
and measles. The correlaticns vary fram .50 to .7, and all of them are
statistically significant (Table 3.7). The scattergram for tha
association between DPT coverage gain and television ownership rates is
presented in Figure 3.4. The four regions where television concentration
is greatest (over 60 percent ownership), Lima/Callao, Arequipe, Tacna and
Ica, averagaZSOpercmtimwwtmrtMexpectadmnﬂaerofDH
vaccinations in Octcber. In contrast, the four regions where television
cancentration is least (under 26 percent), Puno, Cuico, Moyobamba and
Cajamarca, improve, on the average, less than 30 pervent during the

campaign.

There are two credible interpretations of these associations. One says
that radio and television were the focus of campaign efforts and this is
evidence for a powerful effect of those channels. The alternative would
suggest that the places where radio and particularly television are
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Table 3.7

Pearson Correlations: Campaign-Associated
Vaccination Increases and Media

Saturation, by Region (N=15)

Media Ownership Saturation
Television Radio
% DPT Increases ° 74 L 62 1
% Measles Increases ° g1 1 57 1
% Polio Increases 2 .58 1 .50 L

lsig at p < .05

2f!:im:r'easlesinrluni:e::ofvaccinatj.msoverandabcw«a
average mmber of vaccinations



Figure 3.4

CAMPAIGN-ASSOCIATED INCREASE IN DPT UVUACCINATIONS
BY TELEVISION OWNERSHIP BY REGION
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saturated were also places where the Ministry of Kealth or sther agencies
provided the best campaign support. We know that Arequipa, which showed
the greatest improvement, was the target of a special local mobilization
effort under UNICEF sponsorship. It may be that media saturated places
terdtobemreurbanthanothersarﬂmaytherefombeabletoobtain
vaccine supplies and distribute them with greater ease. The regicnal data
then provides a clear association and allows at least two credible
explanations. That data doesn't allow us to choose between those

explanations.

However the household-level results, associating media cwnership with
covezageofdﬁldrminﬂaehmsetnld,myleadmtobeskqatimlottm
'media effects' hypothesis and accepting of the 'regions were different

anyway' hypothesis.

mrepartimlarlylﬂcalytobemtposaitocmpaimmessages.

Table 3.8 indicates that vaccination coverage was closely associated with
radia ownership, particularly television ownership. However we must
assmﬂaatthisassociatimisanartifactotoﬂmrdumcteristics, like
education, urbanization and wealth, which are causes of both media
ownership and access to health services. What is of interest in that
table is whether or not households with television or radio were



Table 3.8

Coverage Rates, by Media Ownership and Time of Interview

Television
Ownership
Interview
Time Not Owned (n) Owned (n)
Pre-Campaign
(April-Sept.) 24.1% (3078) 57.4% (2416)
Post-Campaign
(November) 38.7% (450) 66.1%  (392)
26.0% 58.6%
Anova Results:
Main Effects F Significance
Ownership 775.91 < .0001
Interview Tinme 48.33 < .0001
Interaction 2.96 .086

1

This table uses households rather than indiv

1
Radio
Ownership
Not Owned (n) Owned (n)
38.7% 30.4%  (1172) 41.0% (4322)
51.4% 46.2% (171) 52.8% (671)
32.4% 42.5%
Main Effects F Significance
Ownership 45.3 < .0001
Interview Time 48.9 < .0001
Interaction .8 .366

idual children as the analysis unit.

Coverage in the family is based on the status of the oldest child in the family five or

under.

8y
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particularly likely to improve their coverage status as the result of the
campaign. The answer is, clearly, no.

The appropriate statistical test is analysis of variance. We see in Table
3.8 that there is no significant interaction between radio or television
ownership and interview time (pre-or post-campaign) in their effects on
coverage despite the very large samples in the analysis.

Analterrativewayoflooldngatthisanalysisistoaskmtpmpoztim
ofthedmildrenmmmtoovemdbefomthecmpaignmoovemd
afterthecmxpaiénwithinmediamnushipg:uxps. Thus among ncn-owners:
beforathecanpaigntheremrva75.9pem1t(loo =24.1) not covered
respondents. 14.5percentmmwemocvereddurirgthempaign (38.7 -
24.1). 'mepmportimofthemtcovemdbeforetlnmpaignmm
covered afterward would be 19.2 percent (14.6/75.9) . Tha campareble
mmber among TV cwners is 20.4 pervent. For radio non-owners, the
proportion of before not-coverer, who were ccvemd post-campaign was 22.7
percent; for owners the fiqure was 20.0 percent. Consistent with the
mltsfmﬂnamlysisotvariame,ﬁmismm/m
difference in response to the campaign. Either there was complete
difmsimofmdiamsagasfrmmmtonm-wmm,orm-mdia
channels carried the message effectively to non-owners.
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Summary

The immmization campaign produced an umistakable increase in the
dispensation of vaccinations which translated into increases in camplete
Coverage rates fram 34 to 46 percent. Although the campaign emphasized
DPT vaccinations, it workegl to increase polio vaccinations and produced
the sharpest percentage increase in measles vaccinations, although
Coverage rates for measles increased samewhat less than for DPT and
polio. The campaign worked to increase vaccinations at every age and for
every dose, ard clinic data suggests that tha campaign was particularly
effective in teaching mothers to came to clinics for third doses of DPT
and Polio and to fill in vaccinations for children between the age of 1
amd 2. There were large regional differences in responses to the
campaign, possibly reflecting different levels of local mobilizaticn arnd
possibly reflecting different levels of vaccine availability. A
substantial association between radio and television availability in a
region and campaign success may reflect media effectiveness, or more
probably was the result of relatively urban regions having greater media

access and easier access to vaccines.

The program was a success, if the criterion for success is improvement
over the usual performance. However, there are other ways to estimate
success. One can, for example, campare achieved performance with a
desirable goal.
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Ihepost-mpaigncmpletecavemgemteof%%ism\e-thixdmthnthe
starting rate, which is impressive. However, it is less than cne-fifth of
thewaytmnimakim;upthadeficitinchildrmmﬂerfiveyearsoldwho
needed to be campletely covered. Ifcmfocusesmtimlycoverage, that
is the proportion of children with a camplete vaccination series by their
twelfth month, the campaign produced a shift from 18% to 33% (although a
small sample of children exactly twelve momchs old in November makes these
estimates imprecice.) However, even this substantial qain is small
relative to the shortfall in timely Coverage. It also covered only cne-
£ifth of that deficit.

Repm:tcofthommberofvaccinatiugivmbyclinicscznbevimina
similar light. InOCboberﬂmamalmst%,OOOdlildrmmﬂera)emo
were given measles vaccinations. This was more than double the mmber who
would have received that vaccination under the usual conditions. However,
eventhatmmberofvaoci:aticmismlyabaxtsstofthemmberof
children who would r«a) to receive vaccinations every month if timely 100%
masiescoveragemstobaadlieved. Since this campaign was not repeated
every month (nor could it be) themalizedinprwanentinmeaslesoovemge
due to the campaign was far less. Thus in 1983, the year before the
vaccination program, 168,000 measles vaccinations were given to children
under one year old, according to clinic records. This would be about
25.6% of the age cohort. In 1984, including the campaign, about 205,000
children received measles vaccine, roughly 30.6% of the relevant age
cohort. Parallel mumbers for third dose DPT are 20.6% for 1983 and 24.2%
for 1984. Polio results are very close to those for DPT.
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The campaign produced a very good manth, both with regard to the mmber of
vaccinations given and the proportion of children newly covered. That was
a real achievement. However, it produced only a mildly better year when
the month's inprcvementsweredilutedbytheusualr&etoftheyear.

A sumarizing view would suggest that the Peru vaccination program
represented a moderate effort. For what it was, a cne shot media campaign
with limited supporting mobilization, it did well. It was mxch smaller
than the Colambia Vaccination Crusades, or the ongoing Brazilian efforts,
and appears to have done less. As a moderate effort, its success was also
moderate, whether campared with the absolute need in Peru or the success
claimed for programs elsewhere.
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Endnoteg

1. Twenty-four forms fram two hospital areas (Huari and Caraz) are listed
as "missing" for every month in 1984. Both of these hospital areas belong
to the region of Huaraz in 1984. There are also 3 forms included with

reported separately due to yearly changes in administrative divisions that
may not have been implemented immediately. Consequently, of the 1,743
possible forms (1983-85), when we subtract the 24 "missing" forms in 1984
and add the 3 additional forms in 1985, we are able to analyze a total of
1,722 usable forms.

2. A more serious problem involving missing data concerns individual
cliniwwithineadahospitalareaﬂutmymthavesubnitmdformdxmim
same manths even though vaccinations were administered. Since our lowest
levelreportimtmitisdxehospitalgmratherﬂnntheclinicor
mspital,wehavemwayof)crﬂirgwhemerclinicsarﬂhospitalswimin
eadxareareporteddatamaregtu.ararﬂtimlybasis. For example, if a
hospital area consisted of four clinics anly two of which submitted forms,
wekmldhavemwayoflcmirx;thatSOpercmtofthedatainthat

3. We have no explanation for the apparent jump in vaccinations di
in March, since there is no central record of any major vaccination effort
in that month.

4. In1983trmmatotalof16regiasard61}wspitalamas. The
mumber of regions increased to 17 in 1984, and the mmber of hospital
areas increased to <7. At the start of 1985, administrative divisions
experienced anothe: +i Tease such that there were 19 regions and 69
hospital areas.

5. Data from Arequipa indicaied that the sharp rise in vaccinatians
occurred in the month of November rather than October 1984. The level of
vaccinations in Octrber closely resembled months leading up to the
mpaignwhﬂeraberlevelspamlleledﬂnaharpirueasesﬂmtm
cbserved for October in other regions. Given tha anamalcus character of
thedata,weasstmﬂzatArequipawaslateinrantimdatatort!nnmth
of Octaber (perhaps because the coordination of campaign activities tock
precedence over the timely submission of forms). In any case, it is
likely that the substantial increase reported in November was associated
with the immmnization campaign that tock place in October. Since the
campaign was evaluated by camparing October vaccinations with pre—campaign
levels, a decision was made to attribute the sharp November rise in
Arequipa vaccinations to the month of October.
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To accamplish this, wefirstcarpxtedtheaveragelevelofnmxﬂzly
vaccinations for the nine months of 1984 leading up to the campaign (a).
Then, we subtracted the average level of vaccinations (A) fram the level
of vaccinations in November (N). This value (N-A) is imputed to be the
increase invaccinationsmltirgfrcmtlmw:paign. Wa add this value
(N-A) to the level of vaccinations previously reported in October (0) to
procduce an estimate of total vaccinations for that month: vaccinations
reported in Octaober (not imludirqim:reasescausedbymecanpaign) plus
the increase in vaccinations caused by the campaign (N-2) which was
reported in November. November vaccination levels are imputed as the
average value for months leading up to the campaign (A). In other words:

Octaber vaccinations = 0 + (N - A), and
November vaccinations = A.

The procedure was repeated separately for each dose of every vaccination
foreadlagagrwpsothatdatacouldbedisaggregatedatvarimspoints
in the analysis. Although this strategy is simplified and rests upon
precarious assumptions, the solution was clearly preferable tn inferring
thattmrawasmcmpaignin;nctinAmqnpasinplybwmmﬂnvmy
sharp rise in vaccinations was reported in November rathex' than October.
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CHAPTER 4
RESULTS OF THE FAMILY PLANNING CAMPATGN

For the first time in Peru's history, in late 1984 and the first half of
1985, a limited social marketing program using television and radio was
imorpomtedintheMinistxyofHealm'sprogramtopu:mntemdam
contraceptive use. Despite a substantial effort, including $350,000 worth
of research and develomment expense, production costs and media time
purchase, there is doubt whether cbserved increases in contraceptive
demand can be attributed to the campaign.

'nntimﬁgarﬂthedetailsofthecanpaimwerepresemadinanearlier
section. 'Ihe.rewasactensivauseofbothtaledsimaxﬂradiospatsam
mini-programs, and given placement in popular programs and widespread
ownership of television (44 percent) and radio (78 percent), there is
every reason to believe that there was extensive exposure to the
campaign. Itwillbemlledthatﬂmﬁmdawmalactimmessageofﬂm
campaign was to go to the Ministry of Health's clinics to abtain both
infomtimabwtmodemmﬂwdsa:ﬂfmecamceptivas. This message,
fortuitously, corresponded closely to data that was available in Ministry
archives, and allowed reasonably direct evaluation of campaign outcames.
The primary evaluation question became, 'Did the campaign produce an
increase in the mumber of family planning visits to govermment clinics
among individuals not previously using modern contraceptives?' We begin
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with a presentation of the data used in the study (which will repeat some
material from the previous chapter.)

The Data

Peru's health services are organized in administrative tiers: in 1985

there were 19 health regions within which were a total of 69 hospital

areas. The hospital areas are the lowest level reporting unit, but they
serve as administrative centers for additional clinics and health posts in
their districts. Each hospital area is expected to send monthly reports
to the Ministry's Statistics Office detailing patients served and specific
services provided. (A copy of tha form is in Appendix ITI). The report
sumarizes information from all loczl service facilities and includes data
about the total mmber of patients zeen for any reason and the mmber of

new acceptors of contraceptives ceived in the month.

The Ministry of Health provided records for a thirty month period
(Jarmary, 1983 - June, 1985), which included twenty-one months before and
nine months after the family planmning campaign was initiated. In each of
the three years there were scme changes in the administrative divisions of
the health system, with the mmber of official hospital areas increasing
fram 61 in 1983 to 67 in 1984 and 69 in 1985. If all of thesa sites had
sent in forms every month there would have been a total of 1,950 forms.
In fact there were only 1,758 forms which were usable for the analysis

which follows (11,
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Ile Results

'Iherearethneeneasumthatamusedintheanalysisofmnpaign
effects. The first, TIME, indicates the month about which the hospital
area is reporting: January, 1983 is coded '1' and the final month, June,
1985 is coded '30'. The campaign began in Octcber, 1984, month 22, ad
continued through month 30.

The second variable, NEW ACCEPTCRS, counts the mmber of visits for family
planning information and devices (there is no distinction) by individuals
and couples who had not previously sought such services. The third
variable, TOTAL CLINIC VISITS, reports the mumber of individuals treated
for all reasons at the clinic during the month. A second versiaon of TOTAL
CLINIC VISITS, called TOTAL, subtracts the mmber of NEW ACCEPTIORS to
reducecontamimtimwhenonevariableisusedtopredicttheother.

Over the thirty month period of the campaign, in each month, the average
hospital area reported about 4,850 total cases, but that hides a qreat
rarge, from 90 to 37,222. NEW ACCEPIORS were on average 2.9 percent of
the total, about 138 visits. Almost all hospital areas reported that NEW
AOCEPIDIEmadeupbetweenOpercentarﬂspercentoftheirmnﬂﬂy
visits. These simple descriptive statistics do not express the great
variation in use over time and in relation to the campaign. Wa turn to
those associations next.

The search for an effect of the family planning campaign follcwed a multi-
step path. The justification for the eventual conclusion will be clearest
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if we present the analysis step Ly step. We began by looking at the total
mmberofnewacceptorsreportedbyallhospitalareasoverthethirty
months of the campaign (Figure 4.1). There is a clear upward trend
presented in that graph. If we simply campared the mmber of new
acceptors in an average month before the campaign (6,937) and afterwards
(10,866) , the jump in acceptors is substantial, 57 percent. However, a
simple camparison of this sort is misleading, if it is used to attribute
powerful effects to the campaign.

There are two impertant problems. First, the upward trend existed before
the start of the campaign; itmaybetmtthebefoz'e/aftercanpaign
differences are merely an artifact of a long-term trend, and are no
greater than would have been predicted given that there was no campaign.
Second, there is substantial month-to-month variation in total clinic
visits; there arv: moitths when many people tend to visit clinics and months
when few of them do. Also there is increasing clinic use over time, as
the population increases or as general outreach improves: 275,100 before
the campaign and 306,150 after the campaign, per month, an increase of 11
percent. Since the mmber of new contraceptive acceptors is substantially
related to total moythly clinic use (r=.82), an increase in new acceptors
might reflect generalized increases in clinic use rather than specific

campaign effects.

These threats to an inference of campaign effect are substantial; to sort
pre-existing trends and total atterdance effects fram campaign effects, we
shifted the focus of analysis from the country as a whole as a single
analysis unit to individual hoepital areas as analysis units.



Figure 4.1

Total New Acceptors Over Time
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Figure 4.2

New Acceptors per Hospital Area Over Time
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In Figure 4.2, data parallel to Figure 4.1 are pictired, but with the
rnmberofcaswintheaveragehospital rather than in the country as a
whole plotted on the vertical axis. The basic pattern is identical.

’Iheﬂextstepwastoaskwhatpredictionwecwldnakeabmtthenmnberof
new users to expect after September 1984, if no campaign had been
initiated in that momth. To make that prediction, we estimated, using pre-
canpaign'data orily, what the effects of time and of total attendance were
on the mumber of new acceptors. The results were captured in the
following equation, based on muitiple regression procedures applied to
1,209 pre-campaign cases. The equation accounts for about 70 percent of
thevariameinthem.mberofnewaoceptors.

NEW ACCEPIORS = .020 TOTAL + 3.724 TIME - 50.027

(NEW ACCEPTORS: Mean =  120.49, St Dev.= 159,04)

(TOTAL: Mean = 4657.82, St. Dev.= 4947.92)
Onei.nterpretatimofmisequatimsugg%tsﬁzat, all else being equal,
each additional 100 clinic users in a given month produce abcut two
additional new cortraceptive acceptors, and that for each additional month
after the first, there are approximately 3.7 more new acceptors in the
average clinic.

This equatian (or a closely related version [2]) was then used to predict
how many new acceptors to expect in each hospital area if only those
forces operating before the initiation of the campaign still operated
during the campaign. For example, in a hospital area with 2.000 total
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visits (excluding new acceptor visits) in February 1985 (month 26) this
equation would predict about 87 new acceptor visits (.02 »: 2000 + 3.724 x
26 - 50.027). Predicbedvalumcanthenbecarparedtocbsexvedvaluesto
see whether the cbserved values which reflect the operation of the
campaign, are substantially larger than would have been predicted on the
basis of pre-campaign trends(],

Figure 4.3 presents this comparison straightforwardly. There is no
apparent difference between predicted and cbserved post-campaign scores.
They track one ancther closely. This result is confirmed by a t-test
camparing post-campaign cbserved and predicted scores. Predicted scores
are, in fact, slichtly higher than chserved scores (181.96 vs. 178.13),
hut there is no eidence of a statistically significant difference. An

inference of no campaign effect is m\avoidable[4].

Discussjon

The results are consistent with an inference of no campaign effects. In
this section we consider two issues: is it possible the evidence is
misleading, failing to show an effect when there is ane? Then we ask, if
indeed the infevence of no effect is warranted, what went wrong with the
campaign? Why didn't it produce an effect? We begin with the first issue
and examine four explanations which might challenge the inference of no

effect.
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Shallenges to the Inference of No Effect

Was there really an effect?

Is it possible that the cbserved pcst-campaign increases, while predicted
from pre-campaign data, would not have occurred without the mass
cumunication campaign? Would the cbserved upward trend have leveled off
withmttheaddedstinulationofthemassmediawtpaign? This is a
possibility, substantively. The upward trend before the campaigr; may have
differextcausamenﬂwmtdmedmdtmduftertlminitiatimofthe
campaign. However from a statistical point of view, given available data,
there is no way of sorting out a single long-term trend from matched but
separately caused trends before and after the campaign date. In that
circumstance, there is a preference for the simpler explanation - the
single long-term trend - and for the interpretation that is comservative
about making a claim of campaign effect. While possibly wrong, the
mlusimﬂntnmtwtsideobserverswmlddmisﬂntﬂmcanpaignwas
ineffective.

Did an effect occur in some health regions?

Is it possible that the overall impression of no effects hides the
presence of effects same places, but not others? There was a great deal
of variation across health regions in the accuracy with which predicted
scores matched ocbserved scores. Puno had 50 percent fewer acceptors post-
campaign than would have been predicted and Ayacucho and Callao had about
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50 percent more (Figure 4.4). Thus, at a superficial level, the campaign
did seem to produce affects in some areas but not others.

However, a finding that cbserved scores outstrip predicted scores in a
particular region, post-campaign initiation, does not allow an inference
of a campaign effect in that region. It may be that same regions were
already doing better, that is, cbtaining more new acceptors than could
have been predicted on the basis of the total mumber of clinic visits and
time, before the campaign started. Their during-campaign advantage might
merely be the result of an already existing pre-campaign advantage.

In Figure 4.4, each health region is located on the graph at a point
reflecting its before campaign cbserved/predicted ratio and its during-
carpaign cbserve® predicted ratio. Piura, for example, had a before ratio
of 1.20 (the observed mumber of acceptors was 20 percent higher than
predicted) and a during-campaign ratio of 1.29. To the extent that a
region was doing as well before as during the campaign, it would be
located along the major diagonal. To the extent that it did better during
the campaign than before it, it would be located above the diagonal; if it
did worse than it had been doing before the campaign, it would be found
below the diagenal. Distance from the diagonal reflects the degree of
movement associated with the campaign.

Figure 4.4 shows that only a few more regions (11 versus 8) did better
during the campaign than before it, and that only eight shifted by even a
moderate amount = .15. Of those eight, four were doing better and four
worse. Only four of the eight shifts were statistically significant[5).
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Three of those four (Cajamarca, Chiclayo and Ayacucho) were regions
showing a greater advantage during the campaign than before it.

At the end of this analysis, how do we answer the question that started
it? Does the overall no effect result hide the presence of effects in
same regions? Literally, yes, there are regions which show a
statistically significant effect. Subjectively, we have to be hesitant.
Only three out of nineteen regions showed such an effect. Two of the
three, Chiclayo and Cajamarca where the effects were greatest, are
neighboring regions suggesting same local activity rather than the
national campaign may have been responsible. Ayacucho, which showed a
positive, significant, effect is more or less counterbalanced by Lima Sur
which showed a significant negative effect. Given the similar overall
nunber of regions which saw some negative or same positive result, there
is a suspicion that some movement in these ratios is essentially
spontaneous. Wimorwithoutttwcanpaignthexewillbesanemvementup
or down in relative success among regions in attracting new acceptors. 1In
sum, while this is largely a subjective judgement, there aren't sufficient
numbers of successes in this regional analysis to declare that the program
really did work some places.

Was there some effect where radio and television ownership were high?

A secord analysis asked whether there were only effects in places where

television and radio ownership were high, since reception of the campaign
messages depended substantially on access to mass media. Again there was
no evidence of media concentration effects. Measures of density of media
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ownership by region (derived from the National Nutrition Survey presented
earlier) were not associated with the tendency for cbserved mmbers of new
acceptors to cutstrip predicted mmbers.

Did the campaign affect demand on private agencies, only?

Is it possible that the campaign affected not usage of goverrment
facilities, but demand on private physicians and agencies? It is
sometimes argued that the audience most ripe for family planning is not
predominantly the poorest and most rural elements of the population, but
those who are a step up the econamic ladder. If these people were those
most likely to be affected by the campaign, they might prefer to use
private sources to obtain contraceptives. Since most family planning
advice and supplies in Peru already came from private sources (Thame,
1986) , same portion of increased demand for contraceptives will surely be
directed to those agencies. Increased use of private agencies
(physicians, pharmacies, family planning agencies) wouldn't have been
detected by Ministry statistics. Thus, there is some risk that Ministry
statistics would have underestimated campaign effects on overall
contraceptive use.

Nonetheless, the fact is that we find no evidence of any campaign
effects. To accept the existence of a campaign effect would require
acceptance that all extra use was directed to the private system, despite
the specific message of the campaign directing new users to the public
system. On its face this doesn't seem credible.
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Did the campaign affect knowledge and attitude, but not practice?

Is it possikle that the campaign changed intervening variables, like
knowledge about. contraceptives or attitudes towards family planning,
without affecting actual practice? One of the weaknesses of an evaluation
design which deperds on available data is that available data may not
match data that would be ideal. 1In this case, there is no data about
knowledge or attitudes: the evaluation depends on evidence of changes in
actual practice.

Practice change is always harder to produce than changes in attitudes or
knowledge, and while it is the essential criterion of success, it is not
the only criterion. Changes in knowledge and attitude in one period may
lead to changes in practice subsequently. Attitude and knowledge changes
might suggest that an information campaign has had the immediate effect
that was expected, but ttat changes in practice were blocked by factors
beycnd campaign control - like inadequate supplies of contraceptives.
However, this evaluation lacks such data and can only admit ignorance as
to the possible campaign effects on non-practice cutcomes. Nunetheless,
on practice cutcames, we see no effects.

In sum, the challenges to an inference of no effect on practice are
logically possible but not really credible. If one had to choose a
conclusion on which to base future decisions, it would be that the program
didn't have a noticeable effect.
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What Went Wrong?

The next question is why not? What went wrong? Again we present some
speculative answers. One set focuses on possible failures in the clinic
sites,ﬂmeotheronthendsnatdmbetweenmssagaardfactorswhidu

influence practice.

Is it possible that people were ready to adopt, but clinics couldn't or
wouldn't serve them? Same reports suggest that clinic staff are not
always supporters of couples seeking contraceptives (Tucker, 1986). It is
said that religious scruples or simple social discomfort stood in the way
of same nurses helping scme couples. The family plamning campaign did
little work in retraining clinic staff and that staff was the crucial link
in realizing adoption.

We have no systematic evidence about the nature of the clinic staff/family
planning client interaction; we cannot say how often potential adopters
stayed away from clinics because they assumed clinic staff's negative
respanses or how often they were turned away fram clinics by staff
urwillingness to help. A more camprehensive evaluation might have
addressed these issues directly.
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A related speculation is that ready couples and willing clinic staff were
both confounded by a shortage of contraceptive supplies. However (in
contrast to immunization supplies) there were no reports of contraceptive
supply shortages at clinics. We assume this was not an important factor
in campaign failures.

Is it possible that the campaign didn't work because its messages were
irrelevant to adoption? A technical booklet with some specific
information about methods of contraception was printed, however the
booklet may not have been widely distributed. The mass media materials,
while much more widely available, were far less specific (see Apperdix
II). For the portion of the audience usiny "traditional" methods, the
materials promised a "sure" method of birth control without mentioning
specific methods. Materials assured "macho" husbands that contraception
allowed greater sexual activity with their wives. At best this was an
indirect way of addressing the husband's fear of the effects of sure
contruception on female pramiscuity. For all audiences for wham access to
contraceptives might be a concern, the messages promised free services and

supplies at the clinics.

These messages roughly corresponded to the findings of pre-campaign
research. However, there could be no assurance that the conceins they
represented substantially explained reluctance to adopt. The prior
research, while suggestive, could not be described as producing definitive
evidence about the causes of contraceptive use. If other explanations for
reluctance to adopt (lack of interest in limiting family size, fear of
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side effects, cammunity social disapproval) were paramount, then these
campaign messages might have been ineffective.

In addition, even were these concerns the essential ones standing in the
way of adoption, it is not clear that all of them were equally likely to
be affected by a short-term media barrage. Short-term campaigns might be
expected to work to the extent: that failure to prastice was related to a
specific misunderstanding: a belief that contraceptives were expensive, or
that clinics would not provide them; a belief that traditicnal methods
were as safe and sure as modern ones. Short-term success would be less
likely if reluctance to adopt was either related to knowledge not
addressed by the media materials (e.g., health risks associated with pills
or IUD) or to deeply rooted social attitudes, like the association of male
virility and female pregnancy, or to an expectation of support from
children during old aye.

If these latter explanations were predaminant, and easily corrected
misunderstandirgs less important, one might expect to see "no effect"
results. Unfortunately, we are without the elaborated data on individual
characteristics, knowledge and social aititudes about contraceptive
practices, which would allow tests of this explanation. It can remain
only a speculation.
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Endnoteg

1. Missing case= were of two types: 111 missing forms were from hospital
areas that were listad on official records as operating, but appeared not
to be cperating in fact. These were areas where 6-13 months of data were
missing either before the first non-missing data was available, or after
the last non-missing data was available. It appeared that the year-to-
year shifts in administrative tier organizatiaon were not implemented
instantaneocusly. We assume that these data were not missing, even though
the forms were. The data on family planning usage was likely to have been
incorporated in the forms fram other hospital areas. The remaining
missing forms (81 or 4.4 percent of the total of 1758 non-missing forms
Plus 81 really missing forms) came fram hespital areas which provided
formsbothbefomardaftarthedateoftheforminquaﬁtion. They are
assumed to be legitimate missing data.

Only 4.4 percent of the forms were missing; however that is likely to be
an underestimate of the proportion of missing cases. We can assume that
during busy times in individual clinics record keeping suffers. Same
pecple who are treated are never listed on appropriate forms. Also, since
each hospital area report incorporates local clinic reports and every
local clinic ray not provide data every month, even the hospital area
forms that are sulmitted may not cover all treated cases.

Inadditiontothsesmmofbiasthatcreateaterdencyto
underestimate the mumber of cases, there are additional sources of error,
which may produce over- or under-estimates of treatments: incorrect
description of cases at the clinic level (e.q., new users confused with
previous usars), or incorrect transfer of informaticn from clinic records
tohospitalareareporttooodirgsheettocaxputerreadable format.

2. The actual equation used incorpurated both the linear effects of TIME
and TOTAL, ard the effects of the interaction between thenm, represented by
a miltiplicative interaction term, TOTALATIME. The equation incorporating
the interaction term was slightly more powerful that the equacion using
just the linear terms (r-squared=.75 versus .72), so the estimation of
predicted scores was based on the fuller version. The correct version
was:

(1) New Acceptors = 0.1954755 TOTAL - .004352157 TIME +
0.000762024 TOTALATIME ~ 8.638435.

3. There is a slight conservative bias in this procedure. Since the
mumber of hospital areas is smaller before the campaign than afterwards,
the predicted effect of TIME, per hospital area, is larger than it should
be for the after campaign hospital areas. This inflation in predicted NEW
ACCEPTORS scores decreases the likelihood of finding that abserved scores
were larger than predicted scores. While this effect is present, it could
not be large enough to challenge the inference of no campaign effect.
Assxmﬁngthatthespextentin:reaseinthemmberofhospitalareaswas
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passed through the prediction equation, so that the predicted TIME effects
were 6 percent smaller and the canstant was 6 percent smaller, the effect
would be to reduce predicted scores by an average of 2.6 NEW ACCEPIORS.
This difference would have had no effect an inferences made.

4. Parallel analyses using proportion of total clinic visits which were
rwm'maquor\n51tseﬁ;the<mq;ytmnt'wnnable,amrilogannimucally
transformed versions of the TOTAL and NEW ACCEPTOR variables produced
campletely consistent results.

5. The test of statistical significance is not precisely analogous to the
data presented in Figure 4.4, since those results focus on percent gains
ard losses, nmjmnrthan<m1absdhn£ mumbers of new acceptors campared to
pnxhchainmmxm'ofrwm<xx£pun3‘wuchaue relevant for statistical
judgements. The significance of campaign effects were judged tiirough an
analysis of variance, within regicns. New acceptors was the dependent
vaxzable, predicted acceptors the covariate, and pre- versus during-
campalgn, the independent variable. The results of the analyses of
variance for the eight regions showing apparent campaign effects follow.

Campaign Main Effecs on Jew Acceptors, with
Predicted Acceptcrs as Covariate

During =-Campaign

Region F_(df) Sig of F Performance
Chiclayo 7.07 (1,86) < .01 Better
Cajamarca 9.99 (1,51) < .01 Better
Trujillc 2.65 (1,82) n.s. Worse
Puno 1.35 (1 122) n.s. Worse
Ayacucho 5.21 (1,2v) < .05 Better
Huanuco 2.65 (1,116) n.s. Better
Iquitos 2.40 (1,27) n.s. Worse

Lima Sur 4.05 (1,116) < .05 Worse
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Chapter 5

Sumary and Conclusions

Iheevaluationofﬂ)ePemcanpaigerresentstwocmmmsti:grmults: an
immmnization campaign that vaccirated a great rumber of children and
improved overall coverage rates fram 34 percent to 46 percent of the under
five year old population in the course of a few weeks, ard a family
planning campaign which did not accelerate the (already increasing) demand
for modern covtraceptive services. In this chapter we will explore why
the contrasting effects may have been seen, and examine the implications
of the Peruvian program for related programs both in Peru and elsewhere.

Why did one campaign work while the other did not?

We consider three hypotheses: 1) the media development processes and
realized campaigns were of a substantially different quality, 2) the field
actions undertaken in conjunction with the media camponent were different,
or 3) the health practices addressed, immmization versus contraceptive
practice, were differently susceptible to short~term commmication

campaigns.

We don't think that there were important differences in the nuture of the
media development processes. There was far more money spent on the less
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successful family planning activity ($350,000 versus $100,000) than on the
immmization program. The family planning ads, with their controversial
rabbit theme, appear likely to have been more memorable than the
immmnization spots, which were much more conventional. The family
planning research was more extensive than the immmization pre-program
research. We have no way of judging whether the transition from res=arch
to messages was better in one case than the other, but have no reason to
be particulariy skeptical about the family planning research-to-message
process. It may be that a different media campaign would have produced a
different effect on contraceptive demand. That cannot be determined.
However there was nothing in the process of media development which
favored producing an effective immmization campaign and an ineffective
family planning effort.

A more likely difference between the two campaigns points not to their
media activities but to their field actions. As far as we know, there was
no attempt to provide any field sugport for the family plannirg campaign.
Nurses who were the distribution agents for contraceptives were not
retrained or prepared to deal with a new surge of clients. Whatever
happened in clinics before the campaign was likely t¢ be happening after
the campaign. If that was discouraging to potential acceptors before the
campaign, it was wlikely to have changed.

In contrast, the Ministry of Health did encourage province-level health
persamel to prepare for and support the immnization week. In same
places, mobilization efforts (beyond the mass media messages) were also ir
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place. Strikingly, in Arequipa where UNICEF organized such a local
mobilization, the campaign produced its largest effects. We know little
about just what field actions actually took place, and how many households
were reached by them. Weonlqumthatﬂ'xerewasanefforttodevelop
supportive field action in the case of immmization, while virtually

nothing was done for family plannin,

Of most importance, among field activities, were special efforts to
provide sufficient vaccination supplies for the campaign. Indeed, same
might attribute the coverage gains largely to greatly increased
availability of \;accina rather than to the campaign per se. While we
lack specific information as to pre-campaign availability, consistent
reports of shortages were the reason that the campaign was originally to
be focused in only a few areas. Apparently supplies were greatly improved
at the time of the vaccination week. While public information programs
may have been necessary for pecple to know about new vaccine availability,
one speculation would be that they triggered an already primed audierce
waiting for accessible services, rather than creating substantial demard.
This leads to the third hypotheses, contrasting immmnization and
contraceptive use as health practices.

This hypothesis points not to differences in the campaigns but to
intrinsic differences in the target practices. Childhood diseases worry
parents in an urgent fashion. They are a problem that pacents want to
solve and an immmization week provides an accessible solution. In

comtrast, iimiting family size may not be an urgently sought goal for
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those not already practicing contraception. Expecting short-term response
toanediacanpaignassmthatthereissubstantialpent-updenard, only
needing the last push into the arms of the clinic murse. For much of the
target audience, it may be that telling them that inodern contraceptives
are available at govermment clinics is not satisfying any urgently

perceived need.

What are the implications of the Peru program for cother hezlth

coammumnication programs?

The Peru program.was strikingly different than its predecessor programs
developed under the Mass Media and Health Practices' bammer. The earlier
programs had focused on diarrheal disease control; this cne added family
plamning and immmization. The Peru program delegated major
respansibility for the development of the cammmication strategy and
materials to the private sector, albeit with Ministry of Health
supervision; previous programs had all been implemented within the
Ministry. Finally, and perhaps as a reflection of the decision to tum to
the private sector, the programs were predaminately mass media campaigns
and were coordinated with health system field activities in a loose way,
at best.

At the time of initiation of this program in Peru, it might be argued that
this strategy was the only viable one. The Ministry of Health was going
through difficult times, facing intermittent work stoppages and other
administrative worries; it also lacked sufficient in-house capacity to
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develop media materials of the level required for this program. Building
that capacity within the Ministry wasn't considered to be feasible.
Whatever the justification, the implemented strategy had the Ministry of
Health as a client of Forum, a cammercial advertising agency. We can lock
backrmardtzytonakesawjlﬁgmermabaltﬂmstrergthsarﬂweamsw
of that strateqgy. While using the Peru experience as a base, we seek
here to consider the approach per se, rather than the specifics of the
Peru campaign. The following comments consider what a typical MH
implementation versus a typical agency implementation would be like. No
cament should be taken as specific to particular institutions in Peru.

The utility of the agency approach is clear. A professional agency owns
the nammnication strategy development skills that are rare in any
ministry, which has a different function. Without denigrating ministry
health education offices, as a result of their instituticnal location,
they cannot offer the salaries, they do not have the production
experience, and they ¢o not incorporate the wide range of slills in
marketing which agencies can bring to these campaigns.

An agency, Whidlhashadtowintherighttoinplementtheprogramin
campetition with other agencies, is rewarded for enthusiasm and a
willingness to respand to client demands and to contribute new ideas.
Agencies bring experience in acting flexibly as they are used to making
quick and major changes in strategies and materials for commercial
clients. They are experienced in dealing with media institutions, huying
advertising time and choosing optimm placements.
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In sum, agency staff bring professionalism, enthusiasm and flexibility.
While individuals in ministries of health may display those
characteristics, the institutions in which they work may not value them as
do cammercial advertising agencies. If one had no prior knowledge of
individuals, and cne wanted to choose an institution in which these
characteristics would be found, one would turn first to an agency rather
than to a ministry of health.

However there is same risk to this choice. By choosing an agency whose
expertise is in commmnication, ane risks loosing scme expertise in health,
more likely to be found in a ministry of health. Depending on an agency
may also loosen the coordination betweer, ti'e centrally-controlled
camunication activities (radio and television spots and the developrent
of media materials) and what actually does happen in the countryside and
in the dispersed health system. Implementation responsibility for health
system actions stays in the ministry, but its staff are not responsible
for day-to-day cammmication actions, only for their supervision. The
agency works an the specific tasks for which it is contracted; it is not
responsible for implementation of the field activities even if the overall
strategy demands coordination with cammmication activities. while it is
not inevitable, separation of communication and field implenentation
responsibilities produces a tendency for autonamy of action also. The
risk of commmication activities operating cut of phase with health system
activities is substantial.
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While it might be argued that autonamous implementations aren't so
terrible — at least the entire program doesn't fail if one component does
— that is too often a shortsighted view. Few health carmunication
abjectives are likely to be achieved without some "fit" between their
cbjectives and the relevant operating practices of the health system. For
most cbservers, immnization, family planning and diarrheal disease
control are not exceptions to this need for "fit".

The agency strategy can be samewhat risky, also, if one locks beyond a
specific campaign. Agency services are contracted for tasks and time.
Once the money is gone so is the agency and its expertise, for all
practical purposes. In so fzr as the goal of a particular technicai
assistance effort is to achieve an increase in a specific health practice
in a limited time, then this is no problem. In contrast, if the gcal is
to build the capacity to implement a health cammmication strategy then

this agency contracting strateqy raises same concern.

However, we do not intend to be trapped in a simplistic "o institution
building — not a useful project" argqument. In Peru, the Ministry staff
did have the cpportunity to learn how to be a client of an agency for
campaigns like these. To the extent future campaigns involve heavy
purchases of media time and professicnal materials development, they will
only be undertaken if substantial budgets for this purpose are available.
In that case, the future contracting of advertising agency expertise
remains feasible, and enhancing a ministry's capacity to be a client is no
small institution building victory.
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A final argument against the agency strategy — or more particularly, any
strategy which involves the purchase of media time for social programs —
seems less worthy of credit. There were scme fears expressed by Ministry
personnel that once the precedent of buying media time for goverrmeit
programs was established they would no long be able to cbtain donated time
fram broadcasters. We do not know whether this empirically is the case or
not, but suspect it is of no great mament either way. It is the common
wisdanthatnmdxdonatedtimonaoamercialmediasystenisfrﬁqetine,
reaching ocnly small audiences and infrequently. Unless goverrmert rules
mandate specific times for social programing, donated time is unlikely to
help very much in the realization of serious health cammmnication

efforts. Without contrastirg empirical evidence, there suems no reasocn to
challenge this conventional assumption.

We can then bring both sides of this dispute together. Favoring an agency
implementation strategy are agency professionalism, energy and flexibility
and the fact that in same contexts they are the anly realistic channel for
acting; on the other side are risks that public health expertise will be
shortchanged, that the coordination between cammmication activities and
health system activities will be atteiuated, and that the ministry will
lack the ability to act on its own in the future.

Turning again to the Peru camp2iyn, specifically, the issue of
coordination of mass commmication activities with field actions loams

largest. We suspect that the immization progcam worked bucause it was
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possible to link agency-implemented commmication programs with local
activities in same regions, as vaccines were delivered and local
institutions mobilized to same degree. The family planning program did
not realize substantial coordination with local activities and seems not
to have had much effect. Whether one explains th» other we cannot say.
For the diarrheal disease control program, we know that the commmication
campaign was, as the result of administrative problems, out of phase with
the distribution of materials (including oral rehydration packets), with

what we can only assume were negative consequences.

It may have beer.‘t}mttherewasmfeasible alternative to the agency
strategy in Peru, and thus there is no meaning to a question which asks
whether it was the best strategy. However, looking back, it is clear that
the strategy, as implemented, producad both success and failure. And cne
plausible explanation (but only one among others) for the cantrasting
ovtonues credits: the degree of coordination with field actions that was
realized. To the extent this model is used in future program, both its
promises and its risks should be understood. In particular there will be
a need for constant vigilance and action to reduce the natural tendency
towards autonomy of mass camunication and health system actions.
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PRINTED MEDIA MATERIALS
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APPENDIX I - A
BOOKLET

PATERNIDAD
RESPONSABLE

Paternidad Responsable es !a dacisidn de Ia
parejs para tener & numero de hijos que
puedan amear y mantener, brnndéndoies
educaciin, selud, vivienda y el bienestar o
que tiencn derecho.

PLANIFICACION
FAMILIAR

Planificacidn Familiar es dscidir libremente
cuéndo , cudntos hijos de+ss tener una
parejs,

REIE PRI Y S )

Ls Crema, 12 Espuma vy los Ovulus... tisnsn
sustancios que matan o dejan sin Movi-
miento 8 los espermatozoides.

Las Cremas v las Espumoes se colocan en of
aplicedor y s introduce en la vagQing de la
mujer. antes de s rel.:2idn o acto sexual.

Los Ovuios se colocan en s vogina de e
T 10 miauton antes de la redecitn o acio
soxusl.

Pero,on cueiquivea de los tres,no so debe
hacer ningun levato o duche vogmei, hosta
8 horas despuds de haberios usado.

Las Cremas, las €spumaa vy los
Ovulos:

- Son fAciles de usar.
« Se daben eplicar antes de cocy relscidn o
6Ct0 sexual,

En los Hospitales y Centros de Salud. Ud,
encontrard gratis los siguwentes métodos.

Pildoras

<Para 28 dles.

- Debe tomarse todos los diss. s la misma

hora.

Condones
Debe usarse uno para cada relacién sexual.

Tabletas - Espuma
Ovulos vaginales

Se debe aplicar antes de iniciar Ia relacidn
0 8Cto sexual.
No hacorse levado vaginal hasta 8 hores
después de haberias usado.

Digpositivo Intrauterino

- No sfects las relaciones sexuales

- En ol Cantro de Salud le indicardn sl més

adecusdo pars usted.

IMPORTANTE: Antes de user cusiquier
método, debe hacerse un exdémen médico y
controlarse una vaz al efo.

Dispositivo Intrautenno (DIU) o Espirs. ..
€3 un pequeio apsratito de pléstico, que se
coloca en el litero 0 matniz da la mu)er, evita
sl embarszo.

Es colocsdd cusndo ei cuelic del dter. o
matnz esté méa abierte (durante !4 mens-
truacién o después de un parto ).

Se deba reviser cuando menos une vez al
e0. pera saber 31 estd bien colocado y se
dabe retirer cuando la mujer desas embars-
erse.

Es normal que durante los tres primeros
meses aumente el sangrado mer:tygl y
dure més. asi como tener célicos vy goisa
antre reglas. Si estas molesiias siguen o el
DIU se sale de su luger. acuda ai Centro de
Salud para su 4tLcidn.

El Diu:

- Es oficez.
- No se menta durante la relscidn o acto
soxuasl.
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En este Calendario, lleve Ud. el control de las
Vacu: as, Planificacién Familiar y Rehidratacion

i oral. Parz

simbolc nue correspbinde a cada caso:

Vacuna
O Planificacion familiar
<> Rehidratacién oral (SALVAORAL)

una mayor clzadad, rmarque con el

YVANITVD

0 = 1 XIAaN3ddv
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APPENDIX II-A
TELEVISION MATERIAIS

Synopses_of Television Spots

Opening Speech By Minister of Health

Minister of Health speaks on his Ministry's program of producing awareness
of health practices. He says that the Ministry, while not pramoting
abortion or forced sterilization, wants the public to be aware of its
family planning, vaccination, and oral rehydration therapy programs
through the local health centers. Minister emphasizes children as
representing the country's future, and he asks <ur the people's
cooperation to make the campaign successful.

Television Spot #1 (A full transcription of this spot appears at the end
of this Appendix given its prominence in the family planning campaign)

Couple is shown holding rabbits whiie the man campares having children
without planning for them, to rabbits multiplying. He goes on to say that
being respansible parents means having children one can afford to give
proper mutrition, education, shelter, health care, and love. Jingle urges
parentstoloveandtakecareoft‘hechildrentheydesiretohave.

Television Spot. #2

Waman visits doctor and finds out that she is not pregnant. Relieved, she
tells doctor that she and her husband already have all the children they
can afford. Doctor says that she may not be lucky the next time, and the
woman asks what she can do. Doctor advises her to go to the health clinic
where information and family planning methods are taught and samples ure
given free. Family planning jingle closes spot.

Television Spot #3

Narrator says that responsible parenthood is loving responsibly and not
being jealous. Man asks waman what she is locking at and waman replies
that her husband is jealous again. Woman convinces man to go together to
the health center where family planning methods are taught and samples are
given free. Doctor in the center tells the couple that responsible
parenthood is a decision bused on the trust of the partmer. She says that
with the methods, it is easy to take precautions and there is no need for
jealousy. Family planning jingle closes spot.

. 6\0
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Television Spot #4

Two workers talk about their family planning techniques. One worker tells
his friend that he is upset because he and his wife are abstaining from
relations according to the method they use. His friend says that he and
his wife are also responsible parents but they do not need to abstain.

The second worker then advises the first to visit the local health center
for free family planning information and samples. Family planning jingle
erds spot.

Teluvision Spot #5

A couple talks about how they ar yoing to achieve birth control. Woman
takes a daisy and pulls petals off, each petal signifying a refusal for a
night. Man says that method wculd not work and agrees with weman to ao to
the local health center to ask for free samples and information on birth
control methods. Man then takes a daisy and pulls petals off, each petal
signifying a "yes" for each night. Family planning jingle closes spot.

Television Spot #6

Funeral scene opens spot. Narrator says that every year in Peru, 20
children die ez:h day of measles, whooping ccugh, tetarus,, and
diphtheria. Spot calls for parents to have their children vaccinated to
protect them from these diseases and prevent them from dying. Vaccination
jimgle ends spot and clocing message indicates that vaccinating children
will kesp tham healthy.

Telev ision Spot #7

Child is shown in crib with three figures representing death standing over
child. Narrator says that all children are threatened with measles,
letarus, whooping cough, and diphtheria. But this child is protected with
the triple vaccine. He is healthy, thanks to the vaccine which is
available at the health center. Spot ends with vaccination jingle and
message chat vacrinating a child will kXeep him healthy.

Television Spot #8

Two women ar2 shown, one with a child in her armms. ¢hild crizs and other
waman says that the baby is hungry and should be breastfed. The mother
refuses because the child has diarrhea. Her friend says that mother's
milk is safe for babies with diarrhea. The doctor at the health center
gives the same advice that breastfed babies are protected babies and when
thiszy have diarrhez, mother's milk is best. Narrator says that responsible
parenthood means taking care of you child. Closing messuge says that when
the child has diarrhea he should be given Salvacral as coon as pos :ible.

Television Spot #9

First waman tells her friend that her baby has diarrhea. The latter
advises Iormer to go to the health center. She continues that the child
may become dehydrated because he loses water and salts, like a plant thah:
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dies from lack of water. What the child needs is Salvaoral which restores
lost water and salts to the child. Narrator says that responsible
parenthood means taking care of your own children. Closing message
emphasizes that when a child has diarrhea, he should be given Salvaoral as
soon as possible.

Television Spot #10

Doctor shows how to prepare Salvaoral. Viewer is instructed to fill the
container with cold water until it reaches the line that marks one liter.
Measured water is placed in bowl and contents of envelope are emptied into
water. Solution should be mixed well and one teaspoon given to child with
diarrhea. Responsible parenthood means taking care of children. Closing
message says that when the child has diarrhea, he should be given
Salvaoral immediately.

Vd
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APPENDIX II-B

TRANSCRIPT OF TELEVISION SPOT #1

VIDEO

—

Our prototypes (Ardres Poma Zoila
Guttierez de Poma) appeariyns; spontaneous

and cordial, spzak directly to the viewer.

Waile this happens, their names are
flashed across the screen for 2 secords.
Each of them is helding a rakkit.

They stroke ine rabbits while they talk

persuasively, cccasionally interruptirg
each other.

Camera focuses on their expressions and
then on the rabbits. The camera
advances. Halfway through the spot,
the rabbits escape and the actors look
at them momentarily. Actors contirue
to speak normally.

While clips of parents taking care
of children are shown at the end of
the spot the camera shows them to be
canpletely swrrounded by rabbits.

AUDIO

Man On:
Who does not know that
rabbits have too many
offspring?

Being responsible parents
means not having children
like rabbits.

Man & Woman Alternating on:
Being responsible parents
means giving children
proper nutrition and good
educaticn, guarding their
healtn and clothing them
better

Woman On:
Give plenty of affection,
sure shelter and raise them
with love.

Narrator & Chorus Off:
Responsible parenthood means
loving and maintaining the
children one decides to have.

ady you know it, remember
the rabbits:
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FAMILY PLANNING CAMPAIGNS

CLINIC REPORT FORMS USED TO EVALUATE IMMUNIZATION AND

1- =82 .
*INISIERIO DE SALUD - PERY 1ES: o
FRUGRAMA AMPLIADO DE INMINIZACIONES ARO: a3
INPORME ANALITICO MENSUAL DE VACUNACTOMES
*atah Lacimiento: Distrito:
*tea hodpitalaria N2 I—S- Provincia:
«s4ifn o Asbito Administrativa: Q-'Z Departamento:
| 1. ANTIPOLIO
" IPoblacida Dosis  Aplicadas Protegidas (1
L9949 I prokramadas t8idos (1)
lra. | 2ds. [ 3rs. |Total | acumul,|Nt Acumul | Cobert,
<1 o4,
Ve
© peug
| ot 1 |
{ 2. ANTLDIFTERICA - PERTUSSIS - TEIAROS (DPT) (1) '
r!'.dld Poblacisa Dosis Aplicadas Procegidos
: Programada
lra. {2da. | 3ra. [Total Acumul,| 2 {Acwml | Cobare,
i(l a !
17 a, [
.n—:plug
. total
.r 3. ANTISARAMPIONOSA (3) 4. BCG (3)
as JPOOIacI®n | Doals aplicaiss Poblacifo T posis Aplicadas
“4% {Progranada Edad Programada
Nt JAcumul | Cobert. N1 [“‘-“1 Cobert.
el s, <1a. "
'1.. — = -
ne prog N
Yy ata
5. ANTITETANICA A GRATANTEIS (2) 6. OTRAS VACRMAS
I' Ldad | Gestantes |Uoeis Aplicadag Protegidas Tipo | isfAcum
Pragramada
Ira. T 2da. ¢
! da. [TotalT R | icum |Cober la
Toeal Tifoides
' ‘_’f“_[ 1ra. |
UESTR -1 2da. ;
- .. 11 N
. s | mana -
Yorma: 1979

Appendix III-B
‘ QifESTIONS FROM NATIONAL NUTRITION SURVEY

n.

{TIENE LA TARJETA DE CON- Si 1

S 1

TROL DE VACUNAS 0EL Nikop

NO 2
Tiene pero no encuentra 3

NO 2
Tiene pero no encuentra3

St 1
NO 2
Tiene pero no encuentro 3

12, (CUANTAS VACUNAS RECH Ning. | 1 | 2 [3y+|Nosab! Ning. | 1 | 2 [3y+|No sab] Ning. | 1 | 2 By* Nowbﬁ
BIQ EL NIRO?
- ANTIPOLIO 0 11213 8 0 11213 8 0 11213 8
- DPT {TRIPLE) 0 1121 3 8 0 11213 8 0 1 3 8
- ANTI-SARAMPION 0 11213 8 o) 11213 8 0 1 3 8
. 8CG O 1713137 8 [0 T11231"8 1 Q 1 3l 8

T
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APPENDIX III- B - Monthly Report of Health Activities
(including Family Rlamming Visits)

MINISTERIO DE SALUD OFICINA SECTORIAL
DE INFORMACION Y ESTAQIEICA
INFORME MENSUAL DE ACTIVIOADES DE SALUD -tL...T: OS Sm
n ‘n: ‘.‘.-.r.‘eﬂtaclﬁh
AMBITO ADMINISTRATIVO ... or vt iiiie e, Aras Hospltalaria M ... . ... i
$al deveral Bass Quillad Yy T
ESTABLECIMIENTO . ..., ¢eeerens L D R = 3 5
DISTRITO. ...... 40"’0‘ I DA DO ............... con100: . Rl ‘q A 5
T e y— ————
CONSULTAS EXTERNAS
CONSULTAS EXTERNAS ATENDIDOS ATENCIONES
! CONSULTORIO 2} Awadidos b) Ateaciones 2) . PROGRAMA b} Plg‘GI.AMA <) Towl d) Sanoe ¢) Enfermos
00:  TOTAL 1564 2245 00: TOTAL 1364 2245 785 | 1460
10: MEDICINA Y o7 10, TA'MADRE !” 3y -
11, Medicina Genera! 508 933 11, Gestanies 151 362 62 -
12. Neumologis L] 14 12. Puirperas =
13. Cardiologia 2 13, Planif, Fam, 3; %__ -
18, Neurclogia 20, 3ALUD DEL 459 X 8
14. Geoaoenterologis 21. Menos de 1 i Y Y
16. Dermatologia 22. 144 afoe 132 2;‘: ) §
17, Nefralogi 23, S afoe g:_ °
18. o"; e 24, 6-14 0n & z', ,i
20. CIRUGIA 186 242 . MNpuiga - 758 Wma !Txy 893
21. Cirugis Geneval 188 242 N 15:19 s | 449
32, 20-7- + ados 357 [ 194
22. Traum. y Ortorzdua e Wﬁ‘"—m' o !“"-‘-l. mavos 2
23. Otorminolanngologi - 218
24. Oftalmologis 30: CONSULTAS de Emergenchs. ...,
23. Urologis HI. CONSULTA EXTERNA SEGUN TIPO [3 PROFESIONAL
26. Owros T30 OB
30. PEDIATRIA 268 @ PROFESIONAL ATENCIONES | ATEXDIDGS lmn.nawm
0. Sedareaia | 272 573 00. MEDICO 1599 1243 LYL)
41_Obssacricis 15% E;E 10. OBSTETRIZ 269 %’ 50
43, Pty ey p¥] 2 20. EXRRa 94 3
IV. PLANIFICACION FAMILIAR v. smvicywo soaa ¥
pactenTE 000 | TovaL | o muoomal conbonf oTro | ASTIV. KX 'm"""u PROCEDSNCIA X ATEXTIO
EPTAN DB PROFEIIONA ——
00, ACETTANTES 3% | 18 9 a 6 =5 oAl e 00, TOTAL
10. (Continuadorss) R M 18 a 8§ |rors- ‘é‘m_"‘g 01, Consaits Excerss
20, CESES 3 ] = = © [[Viee | @1 |]02 Hospicalizaciia B Igfeums
30. COMPLICACIONES 9 | & |[ 0. Sorvicios Perifirices
40, FRACASOS ww‘ ® | 104, Planificaciée Familier
———L — R g o 3
v1 ATENCION _o_nomwmunowctc.« '“ A BEB
l'_ ATENCIONES
TIPO DE PACIENTE ATEN! = Fmss  [Nossers dol Amacrin . P
TOTAL Yizhaje [Exveides |Obvtergele, |Preveative Ce A latwionss
00. TOTAL 342 || 784 || 343 | 409 3 F1]
10. SALUD DZ LA MADRE (Gestanten) s é 3 o 3 -
20. SALUD DEL NIRO T& 1535 k)| T3 - - - [ ]
2.1, Lactantes (- 1| addo) - i > < - -« - 1
2.2. Pre { 1-4 adow) 3 2 i - - ?.__I
S aos 4 11 4 & - - - ]
1.3 Escolar  (6-14 ahos) 6% || 133 64 68 @ - © 1
30, SALUD DEL ADULTO i‘; 523 135 3_5; had - -
3.1, 15-19 st IﬂJ ) 8d - ™ - B
3.2. 10 y mis adoe ‘W 26, !g, - - - I!
- Dy
40, ATENDIDOS c¢u ¢l Establecicxiento ( y rewngr al Establecim) por Consul ica )
50, - RADIOGRAFIAS devutales, TOTAL U203 = lom
. - ]
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