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

Immnization Week during the month of October 1984 was an undobted
 
success: 
 raighly 250,000 cliidxen (about 8 percent of all children
 
between the ages 0-4) 
 were vaccinated acx-re.in to health system records, 
more than double the number who are vaccinatai in a typical month. This 
translated into a 12 percent increase in complete immnization coverage
(from 34 to 46 percent) according to data frcm 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 is country. 

In contrast, despite a substantial effort including $350,000 in research 
and development expense, there is doubt whether a family planning campaign
in late 1984 and the first half of 1985 producad an acceleration in
 
alleady increasing demand for modern contraceptive services. There were
 
inadequate data to evaluate the third element of the campaign, 
 promotion
 
of oral rehydration therapy (ORT).
 

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. Agercy for International Developnent (USAID) and 
UNICEF provided support for saine components of the program. The Academy
for Educational Development provided technical assistance through its Mass 
Media for Health Practices Program (now called HEALTHOCM) under contract 
with USAID. 

The campaign in Peru depart; from the HEALTHXO4 model used in other 
countries, i.e., Honduras, The Gambia, and Swaziland. Earlier programs
emphasized, at their initiation, instrictin in oral rehydration therapy 
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(CRr) ; in Peru, the campaign included immunization and family planning as 
well as CIU. Unlike earlier efforts the campaign in Peru delegated major 
responsibility for the social marketing campaign to private sector 
organizaticr supervised by the Ministry of Health. Also, greater 
emphasis a placed on mass ccmunication channels in Peru and less 

attention was given to face-to-face ocmnunication and links with local 
activities. 

Structure of the Campaign
 

The campaign began in a qu&Vte limited way with an "umrella campaign" 
starting in Decemer 19k3. At this -te, the campaign relied upon oial 
rehv/ration and inmnization materials ('.uch as radio spots, magazine 

advertisem-nts, and articles) previously developed by the MH. The 
umbrella campaign had to be abandcned in March due to the lack of 
financing, but it let behind an owarall them (A healthy child today, a 
healthy Peru tcumrrw) that would be cntinued by the MHU when the 
c~npaign .fficially re-opened in Setember, 1984. The first television 
spot of the campaign followed a five mitate speech by the Minister of 
Health, at. which time the concept of "paternidad respmsible" (responsible 
parentux-,d) was introduced. The concept provided a frame of reference 
that would unite the family planning, immunization, and oral rehydration 

thpms. 

The campaign relied heavily on broadcast materials. The broadcast 
mersages wr-e carried by the mador national television and radio nMt.wor__g 
reachin 4 = the entire moixlation. For example, 87.5 percent of Lima 
television owners saw family planning spots an average of 27 times each
 
dtring eight weeks of that campaign. Immunization mes.lages achieved 
similar levels of exposure. Although equivalent data for outside--of-Lima 
exposure are not available, that exposure was intense: although 
television awnership outside of Lima is about 44 peLrxnt, radio cwnOship 
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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cmoaign to 46, wttal X=Mdrntatewad 
immknizaticrs. The increases in coverage were essentially parallel for
each type of immnization and for d.ildren at each age. This was a sharp
inrease for a single month's campaign; it acuted for. less than cne 
fifth of the existing shortfall in total cverage, however. 

Clinic data indicate that for DPr and polio, the per-ntage increase in
vaccinations for "I"dren under 1 was about 40 perc 't versus arcLud 90 
perent for one yuar old children . For measles, the perwnacye incease 
is almost 125 percent for children under 1, but exceeds 250 percent for 
One year old.. Hwever survey results did not show a parallel covzrage
advantage for one year old children. Perhaps scma of the one year olds 
who were vaccinated during the campaign were brxht by parxts who were 
unawar that their vaccination series ware already cooplete. Booster
 
shots might count for clinic roPorts but would 
 not affect survey cverage 
estiates. 

Clinic data also indicate that in in rDr, polio,weses and easles 
immmizaticgs were shared by most regios of the country. Iowever,
 
relatively more urban and ecrumically better off regions war
 
particularly likaly to demmstrate cmgpaign MXess. 
 Su-vey data indicate 
that tsre is no evide f irovents in cverage rates baing
ccritrated azmor househlds who own TV and radio, where eDqosure to
 
cpvign mejage would be particilarly high.
 

Fa3Jly Manning Results 

T family planirg canqaign was ewluated by asking whether thsre was an 
irease in the nmber of family plannir visits to goverrzwt clinics 
amou individuals not previously usIng modern canxtra-stve . Even before 
the cnset of the family planning camaign, there was a pre-existirrq trend 
for clinic attendance and new accetors of modern cttraceptives to grow 
over time. Using pre-campaign data in which this trend xuld be observed,
regression analysis was used to predict the mmer of now contactive 
users after Septamber 1984, if no campaign had been initiated that month.
TMMr is XW=rMo ife =2bet&M the _i t__W M21M Of us &m 
(based on vre-gWaicntrnds) and the gberved numberof ers after the 
g= of -the_ caRa.cm. Althtr: the mrmber of new family planning visits 



terds to increase during the corse of the caIMi, tkis inrease matches 
the trend that wald be predicted assuming no campaign had taken place. 

Although the family planning intervention Xprcd a positive 
statistically sigatificant effect in three of the nineteen regicre when the 
data are disaggregated, the few suocsses are still unr vinciM. In
 
term of predicted versus cbszved suciess, 
 only eight regio shifted by 
even a modrate amt, and half of those did better than expected, and 
half worse. Cnly four of these shifts weire statistically significant, 
with three of the four showir a greater than expeLted advantage during 
the campaign. A ncmlusion that thee results reflect spctaneous change, 
or locally determined change rather than acccuplishments of a national
 
campaign is difficult to refute.
 

As with the iimuization intervention, wa found no evidenc of media 
10=1 raMticni effects. Measur of dksity of india ownership by regin
 
ware rot associated with the tern:icy for obseerved 
ruzmer of now
 
actors to exceed predicted levmls.
 

cWaluscs 

One interventio worked to a limited extent; the other didn't work at 
all. e qu i is why 

There are several possible explanatianu, sme sam moreless and likely.
 
It doesn't appear that the media dwvmklpmnt processes for the two themes
 
favored im 'i2atim. Thare was far more ney spent on the less
 
succswful family plarmlzig intervrtion and, as a media prcA-ct, it was 
more original. While it is possible different media strateyies wld hwre 
prod&i differant rmlts, there wao nothir intrinsic in the proces& of 
media develqm!t which led to an effective muization campaign and an 
ineffective family plannir effort. 

A more likely difference between the two canpaigns C1ncrna field support 
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 happnd in clinics before the canpaign likely towa 
be happ:U~ixr after the canpaign. In =rast,, health persarml were 
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en.1nr-Rr to prepar for Inmunization Week and special efforts were made 
to prida sufficient vaccination supplies for the c3qpaign. Ldeed, sone 
might a'.tribute nuh of the Ierage izprmvement to the ireased 
availability of vacciny..; rafther than to the campaign alone. 

A third explanation for varyirq success contrasts the health themes, per 
se, rather then campaign strategies. Cbildhood diseases may worry parents 
in an urgent fashicn; a vacination campaign promises to solve a perceived 
problem. in atrast, t!t.a goal of limiting family size may have a smaller 
corstituency. Telling prqle that modeni contraceptives are available at 
government clinics Lray .yct satisfy a widely p-rceived rned. Then, the 
immunizat icn cmpaign may have h&I the easier task of satisfying pent-up 
demand, while the fardily planning canpign may have faced the additional 
obstacle of having to generate an initial dmnd. 

We have no wseful way of choosing bebmen these lat two explanations: 
the firut aqfasizinq differercs in local canpaign activity, the second
 
diffarei in intrimic susceptibility of the health practices to
 
canpaigri effocts.-

In ahditicn to explaining why one intxventi worked and the other 
didn't, it is useful to consider what cn be learned from the Peru program 
fur future work. Pari contrasts with other Hsaltham sites both in the 
major role played by private sector atrtisin aqjeies and in the 
eaphasis cn the mass med-a omponent. on the poeitive side an agency may 
bring professw nalism, avrgy, and flexibility, all difficult to reproduce 
in a cwnri=wxt aganmy. At the s tima, the vigcy strategy entails 
risks: ra-.i=d accwsz to public health O rtim, leSensd coordination 
bee~,s coammicatin activities and hsalth system activities and les 
dcyeloGat -f lmalh cimnication wxertise at a ministry of health. 

n mn &)fcystraty is chosen, explicit attentin to reducing these 
risks, and in partivilar, to maintaining link beta clos agency­
controlled c=rwnication activitie and ministry-crlled health system 
actions, will be a constant concern. 
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In September of 1984, the Governmnnt of Peru began to intensify an 
integrated Public health mmiunication campaign, Alfabetizacian Sanitaria 

(Health Literacy), that included intervention in the areas of family 

planning, immunization, and oral rehydraticn therepy (C(R). The Ministry 
of Health (MD) carried out the canpaign through its own efforts and in 

cnjucticn with a private advertising agey, Forum. Tedchical 

assistance was provided by the Academy for Educational Develcpmnt through 
its Mass Media for Health Practices program (now called Healthom) under 

contract with the U.S. Agency for International Develcznnt, whidh 

provided general financial suport, also. UNICEF also supported sa 

elements of the program.
 

Although the canaign was scbeduled to end in Novmer of 1984, adliitional 

financial support fan UmD anlw the intervetion to tirtie throgh 

July of 1985. 

The implenting grou~m atasked the Annenierg S'±oo of Ommmicatians 

the University of Pennsylvania to undertake an evaluation of the campaign. 
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Tne evaluation was initiated in January of 1985, a the first major
 
vaccination day, and af substantial public education activities vis a
 
vis diarrheal disease control and family planning had taken place. MTis
 
timing onstrained the evaluation strategy since it 
 was not possible to
 
collect original before-campaign data. 
 We were forced to rely on existing 
data, includirg clinic archives and a national nutrition survey, which 
provided powerbul evidence about some campaign effects, but relatively 
little information about the process through which effects were achieved. 
There was no useful evidence about the effects of the diarrheal disease 
control campaign. It was possible to supplement these data sain- with 
descriptive information available in project arcives idi thrash 

interviews with campaign managers in Lim. 

The 6valuation is able to answer three questions: 

1) What was implemented, fram the perspective of project managers, 

related to each theme of the campaign? We have relatively good 
information about the mass cmmmication component of the cazpaign, 
scma infctmation about the distribution of printed materials, and 
very little about either the use of printed materialm or the 
implimnftation of local su;p;rtixi activities, if any, associated 

with each of the campaign themes. 

2) What were the effects of the immunization campaign on
 
vaccinations given and 
on coverage of the target audience? Did the 
effects vary by vaccination type (measles, DPI, polio, B0S) or by 
region of the country, or by age of the child? 
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3) What were the effects of the family planning canpaign on 

increasing the number of new clients ccing to the Ministry of 

Health facility ­ the specific cbjective of the campaign? Did the 

effects vary with exposure to mass media which was the major channel 

of cammunication used for this theme? 

This evaluation report is organized around the three evaluation 

questions. 'The campaign activities are described in the nmxt chapter, 

based largely on p.oject archives and interviews with program managers. 

The folloing dapter focuses on the results of the immunization campaign, 

and the last major chapter reports on the outccme of the family planning 

campaign. Sm dicu-ssion of the relevance of the Peru experienc to 

future health ccmmnicaticn activities can be found in a brief ccnluding 

chapter. Apperdices include original transcripticns, Fxqlish 

translations, and sumaries of scm radio and teleFision cemmercials. 

Also icluded are relevant sectis of the national nutritin survey and 
copies of Ministry of Health forms on which child immization and family 

planning data are reported, 
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We are grateful for help provided by many individuals in the preparation 

of this evaluation. These include staff from the Peruvian Ministry of 

Health who spoke with us about the project and helped with data collection 

activities. Among others, assistance cams from Dr. Efrain Lazo, Dr. Felix 

Vallenas, Consuelo Alvarez, Isabel Baemlli, Dr. Pompeyo de Hierro, Jorge
 

Martinez and Soledad Blanco. Guadelupe MeAnez de CaRpos ably supervised
 

the ;ata coding process on behalf of the evaluation team.
 

At the National Poulation Council, Dr. Sandra Vallenas shared useful 

information fron ongoing research. Jorge Garcia Nunez, advisor to the
 

natioral statistics office, i 
 us to the national mrtriticn 

sur-,ey. Cynthia Uum from Project Reach and Susan Zimicki provided 

helpful cments on an earlier draft, as did Dr. Marjorie Pollack, who 

helped us understad currnmt perspectives among epidemiologists cerne 

with immunization. Dr. Norm Staehling and Dr. Phillip Nieburg of the 

Centers for Disease Control provided readable data tapes for the national 

nutrition survsy, along with, helpful advice as to how to make use of them. 

Joan Rosa, Linda Imu Kalley ard their cctwultant, Mickl Marquardt, of 

the USAID/Lim health office gave us useful guidance and support. Marcio 

mhome of the Westirv_*ause Health Systems advisory group provided key 

introductior and invaluable advice about the use of Ministry archives. 

Art Danart of USAID/Lima was our project officer in Lima and a source of 

continuing help. We are grateful to all of these people and hope that 

this evaluation report serves to justify all of the help we received. 
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CmPT 2 

UTlU4ATICN OF M CAMPAIGN 

Pe-u's Health Sitatio, 

The pcpulation of Peru (more than 17 million persons in 19j1) makes it the 

fifth most pcpulCus country in latin America. Alxut 25 percent of the 

pi.platin live& in greater Lim and nearly two-thirds live in urban
 

areas. Me country's anrual rate of growth in 1981 
was believeri to be
 

abou 2.5 percent, with a crmie birth rate of 37.2. 
 Forty percent of the 

population was under 15 years of age, and 14 percent under five. (Oxnsejo 

Nacional dq Pablacion 1984) 

Peru is canfrcted by major problem in public health, particularly in 

rural areas and for children under five years of age. Malnutritic and 

poor sanitation cantribute 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 tirn the rate for metropolitan Lima (60). (Cejo Nacional 

de Poblacian 1984) In 1981 half of all hospital beds and 70 percent of 

all physicians rmained crxntrated in Lima. Mille 60 percent of urban 

houses had potable water supplies, virtually no mnral hmes had such water 

access. Ninety-two percent of fecund murried women said they did not want 

a birth in the next year, but only 18 percent of them used modern 

oraceptives in 1981. (Galway et al, 1987) Vaccination rates estimated 

for the Pan American Health Organization put DPT &Polio coverage at 26% 
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and measles coverage at 32%, worse than most other countries in latin 

America. Only Haiti recrded lower rates. (Guerra ds Macedo, 1986) 

Bar K to the cmaion 

The public health cc=Inicaticn canWpgn in Peru is an eample of a 

recently arrging approach to health education. The approach attempts, in 

a pre-defined pxeriod of time, to change a particullal set of health 

bwviors for a large-scale target audience. Early exMaples of this 

approach involved efforts in iHcduras and The Gambia to develop and 

implemet a progr for the treatment of acute childhood diprhea in rural 

areas. In those countries, USAID mtractad with the Academy for 

Ecbaticnal Development t3 assist nati'nal giversumnts in diffusing 

informtin on home treatmnt of infant diarrhea, including the proper 

preParatin and &Iaministratin of oral rehydratin salts (cm). 

Subsequent evaluation of the program, ]amn as Mass Media and Health 

Practices (MMHP), demonstrated its zucoess and AID signed an ex ension of 

the MHHP contract to ct*jin the progrm in three mare ccuztriw. 

(Swaziland, FMOr, L Peru) and later under a now name Healthcm -

Cmonmicatitn for Chil Survival in twelve acuitionaJ a tries. 

113 Hlthm aproach, while it varies from countzy to country, cbines 

pro-program and ctinmiirm research with a uiltiple chanmel ciminication 

program to attack public health problems on a national level. The 

proadi has three stages: pro-program plaming and deve.Ynt, 

instru cnil interventic, and ongoing mmitorinq and evaluaticn. The 
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planning phase gathers information so that each project can be tailored to 
the specific needs of the targeted population. The instnictional 

intervention combines stme or all of television, radio, print, and face-to­
face omuznication canels to educate an audience about a specific health 
thme. On-going mE'itoring and evaluation cm-trib.te feedback about the 

relative suess of different aspects of the program, alluding for 

adjustments during the campaign. The final evaluation serves as an
 

example 
 for subsequent programs using the public ccmnmication approach, 

in the same country or elsewhere. 

In J Un of 1983, the Ministry of Health approached tSAID/Peru with a 

requac to support an aressive program of mass mmmicatios applied to 
health. By September, the MX had producd a 60pag plan detailingsm 

14 health topics to be treated in a c *whnsive, year-long program to be 

called "Alfabetizacion Sanitaria" - Health Literacy. USAID requested 

assistance fram the Population Communication Servic project which in 

turn sent Jack Porter, President of Needham, Porter, NOvelli and William 

Smith, Senior Vice President of the Academy for Ecational Dvelcpimt, 

to discuss the plan with the lMr. Drixg their meting in Lima (November 

1983), Porter and Smith met with repreentatives of MCH, as well as 

representatives of five local advertising agencies. It was agreed at the 

conclusion of this visit that the 14-thece cmmpaign would be reduced to 
three key themes: family planning, diarrheal disease citro1, and 

immunization. Family planning would receive 50 percent of the canpaign 

resources, while the other t theme wld receive 25 percent each. 

Reynaldo Pareja, from the Academy, was asked to serve as part-time 

http:cm-trib.te


Figure 2.1 

CAMPAIGN SCHEDULES 

TOPIC 
(Approximate 

Cost) 

Dec Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul183 684 
'84 885 

Global Theme 

E 
Family Planning 
(350,000) 

Diarrheal Disease 
(100,I000) 

00 

Immunization 
(60,000) 
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resident advisor to the project, while continuing to play a similar role 

in Ecuador. 

The canpaign in Peru represents a major departure fro the Healthum model 
used in Hornuras, The Gambia, and later in Swaziland. In addLtion to
 
educating mothers about CFC, 
 the campaign in Peru included a family
 

planning theme, and prted an imunization week ,'esigned to increase
 

vaccination coverage of children below the age of two. Also, 
 major
 

responsibility for the social marketing campaign 
was delegated to private 
sector organizations under the supervision of the Ministry of Health. In 
previous implementatics, the MHR had been the iplemm~tg ageny. Also 
in contrast to previous projects, relatively greater epihasis was placed 

on mass cmmunication chamls and less on local face-to-face
 

c-zmnication.
 

A ccmercial advertising agency, Fonum, selected to implement thewas 

media cxuxment of the Health Literacy canpLaiz. Three market research 

firms were respcnsible for a bac)rozr-d or develmmintal investigaton and 

for the pretesting of media material. 

he oerall schedule of the camp&ign is captured in Figure 2.1. It began 
in a quite limited way with an 'km"rella campaign" in the period betwn 

Decemer 1983 and March 1984, using material previously developed by the 
MoHf for oral rehydration and inlL ization. A family planning spot was 
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obtained from the Family Planning Association of Guatemala and adapted and 

the media package was supplemeted by magazine advartisements and articles 
published in the. four major national newspapers. The umbrella campaign 

had to be cut sirt in Maxrh due to the lack of finanring, but it left 

behind ar Overall theme that could be ccrin-ued by the MH regazdless of
 
the specific content that was 
chosen. The slogan of the umbrella campaign 
was "Nino Sano Hoy, Peru Sano Manana" - 'Healthy child Today, Healthy 

Peru Tomrrcx 4'. Abotit $40,000 was spent on this first phase of the 

program. 

The caygpaicJn officially (re-)opened on Setember 22, 1984 with a five 

minute speech from the Minister of Health, followed by the first
 

television spot of the campaign, which introdced a secod global theim, 

the concept of "paternidad responsable" (respcisible parenthood). The 

concept gave the campaign a wide frame of referenc that would unite the
 

family planning, imzizatin, and O.-C themes. The Consejo Nacional de 

Poblacion (Plational Population Cou,,il) held primary policy-making 

authority for all Peruvian pcpulaticsi activities and insisted that the 

responsible parentkod theme be central to the campaign. For this reason, 
a reference to paternidad resable was always made in family planning, 

immunizaticn and oval rehydration spots: "responsible parents love and 
sustain the children they have decided to have". The referencs were made 

either verbally or throuh the jingle accumpanying the spots.
 



The main media campaign was broadcast, with great frequency and reaching 
almost the entire population, on the major national 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. The Lima immunization broadcasts produced only a
 
slightly lower level of exposure: 85 percent of owners were 
reached with 

an average of 23 spots per viewer (Forum, 1985). Camparable data for
 
radio ard 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 naticriide) radio cnership is 
quite high (79 percent). Frequerit placment of spots on the most popular 
stations assured heavy exposure amnrx owners of televisions nd radios. 

(INNSA Survey, 1984) All media tim was purchased by the campaign for this 

part of the program.
 

In addition, during the January to June 1985 period, one Lima broadcasting 

group, Channel 4, provided som supplemental media support, offering to 

produce and bro st at minimal cxt a series of cru-mimzte TV and one­
ard-oe-half minute radio program in which a well known female doctor 

(and former soap opera radio actress) appeared in a health center 

dispensary talking olloquially with n*hers about topics drawn from the 

three thees. 
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Broadcast mass media activities were cmplemented by some printed 

materials, billboards, advertising slides for movie theaters, and in the 

case of immunization, by local mobilization efforts. A "health bag" was 

produoed for distribution to consumers whic coisted 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 packts, a 

vaccination control card, and various technical booklets. The 1985
 

calendar printed 
on the health bag served to remind couples of the next
 

vaccination date, the diarrheal season
disease (_ecember-Febniary), and 

the dates for thie mother to ome back for a family planning check-up. 

Same examples of the printed materials may be found in Appendix I. 

While each of the separate themm of the health literacy program were 

linked by the shared global theme and a similar media strategy, the 

campaigns were Otherwise distinct. For that reason we present each in 

turn. 

Family P1ann 

By far, the greatest inv nt was focused on the family planning 

obJectives. The gver,.vt of Peru was, for the first tim, willing to go 

public in a daring way with its I of modern camtraceptive use. 

While clinics had offered family planning services for some tim, Public 

promotion of these services had been restricted. The ms that Forum 

developed for the campaign broke that history of quiet suport in an 

urnnistakable way. 

http:gver,.vt
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In part, the campaign strategy came fram the pre-canpaign developmntal 

investigation. A local research firm, Michielsen Asocias, with the 

assistance of Dr. Pareja, produced three backgrcund documents reflecting a 

re-analysis of a national contraceptive prevalence survey, additional 

interviews with sanples of women and men, and individual interviews and
 

discussions with family planning professionals and natioral authorities.
 

A second research firm, Latinoarricano de Investigaciones, supplewented
 

this research with focus group discussions with potential and actual
 

otraceptive users.
 

Dr. Pareja (1984) has reported that thee research efforts had a majer 

impact on the eventual canpaign strategy and its specific messages. Two 

target groups were defined as particularly susceptible to the cmapaign: 1) 

couples who did not want any more children and who were using traditional 

contraceptive methods, and 2) couples who were not using any ctraceptive 

methods although they did not want any more children, Both audiences 

together represented 28 percent of fertile wien (about One-and-oe-half 

million potential users of mowdern contracqptive methods). 

Th messages for these audienc were designed to increase knowledge in 

three ares: 1) family planming is possible and desirable, 2) those in 

need of family planning should choose a safe, modern contraceptive method, 

and 3) the information and services are given free at tha health centers. 

The messages were designed to affect behavior by encuraging potential 
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users to go to a health center to ask about modern family planndx­

methods.
 

Using data from a previously coupleted national cntraceptive revalence 

st.y Ocxbmted by Vstinghouse Health Systems for USAID, Miidelsen 

Asociados developed an analysis of women's demgraphic status, educational 

level, and knowledge and use of citracptive methods. 

Focus grup research suggested some of the themes that campaign messges 

might address (Pareja, 1984). A "machismo" image was said to be related 

to men's refusal to use codm, and to a tendency to tarbid their wives 

to use any modern cxrtraceptive method. ney feared their wives might 

bc proLias, or that their virile image would be damaged if they 

appeared incapable of reproduction. Another inferenca 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 

not treated well when obtainin this partiwlar service (in cntrast to 

inmization service) they would refuse to return or ask for the service 

again. 

The couples of the first taret audien used traitional cnxntzaoeptive 

tedmiques such as herbs and the rhythm method. Men and omen of this
 

grup, it was thought, had to be approadhed differently. The spots 

directed to the woen were intended to sjort them as decision-makers who 

take the initiative to go to the health center because they want to obtain 

a sure method. The men were aproached from the sexual angle, that is, 



they were told that a sure ccritraceptiv method guarantees not having 
unwanted children, and also ir=ases their sexual activity with their 
wives insofar as it frees both of them frum the fears of unwanted 

Prenaf-y. Additional spots approadhed the couple as a unit: their
 

choice of not wanting to have another dild is reinforced by the
 
availability of a sure. contraceptive method. 
 Th all of them, the health 

center was presented as the place to go to receive services. 

The second target audience did not use any methods of cptracepCtic. For 
this audience, the couple %was aressed as a unit because wcmen and men 
were, according to baselie research, believed to differ very little in 

thei percepton and behaviors cocernirq family planning. Tm 

television messages were directed to the couple, but in ons instance the 
man plays the leading role, while in the other spot the wann is the main 
daracter. Each one of them takes the initiative to persuade the other to 
go to the hs-Jlth center in each of the spots, but the m is the sam, 
"chre from being ri-users to being users of modern cntraceptive 

methods". Although the audienc was not differw*ited in television 

spots, men alcne were addressed in an extra radio message that cifronted 

their possible Jealousy.
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"be family planning them was addressed in five television spots (one 
dealing exclusively with 'paternidad respcrLable'), nine radio spots, 

eight one-minute TV miniprograms, and right radio miniprogrws of cre-and­

one half minutes each. Family planning spots were aired throu t the 

Health Literacy cawpaign: in limited fashion during the c and
 
iMunization calaigns and intensively during other times 
 (Figure 2.1). 

The family planning spots were particularly memorable (and t1roversial) 

because of their use of qlickly reproducing rabbits as a metaphor for 

couples who did not us cctraceptin. In the first spot, couplea 


holding two rahits talk about responsible paethod - eupasizing the
 

need to give cWij.dren proper nutrition and edcartin; while they talk, the 

rabbits escape fram their arms, but the couple ctimm to talk about the 

need to raise children with love and give them adequate shelter. Finally 

the narrator declarea that responsible parenthood means loving and 

maintaining the children "o decides to have", while tha camera pulls 

back to show the cotiple surrounded by rabbits. Ce of the couple closes 

with the camment, "Alremdy yIru know it, remaber the rabbits." This tag 

line as iucarporated into all of the media materials, was said to be 

widely ot d on th streeL, and made the canpaign stand out in the flood 

of c Jmzial maia advetising. Cn the oeher hand, it was said that some 

politically influantial individuals found the presentation of rabbits as 

humri stand-ins to be denigrating. 
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A poster was also designed whic rroduced one of the television spot 
scenes and had the jirgle phrase printed on it (see Aperdix I.) Ten 

thiusand -- pies of the poster were distribted, mostly through the health 

centers. A six-page technical booklet providing information about each 

ontraceptive method (pills, the IUD, spermicides, and condoms) was 

produed and 200,000 copies were distributed along with the "Bolsa de la 

Salud" (health bag). (see Appekix I) 

Immi t
 

The develontal investigation for immunization (Pareja, 1984) suggeted 

that existing poor vaccination levels were to be attributed both to 

problems associated with clinic services (travel time, availability of
 

vaccines) and to caretakers own perceptins (fear of adverse reactios, 

oonfusion about the complex vaccination schedule, belief that measles and 

whooping cough ware not life-threatenin). 

The campaign was targeted to mothers of c±i-ldre of vacination age (under 

two years of age). The canpaign sought to irease mhers, knoiede 

about vaccination by teaching 1) which diseases vaccinatio can prevent, 

2) that vaccinatio cause normal reactios in dildren which are not a 

cause for alarm, 3) that one dose of polio and DFT is not good mnugh, 

and 4) that three doses do give protection. The targeted behavior was for 

mothers to take their children to a health center for the first, second, 

and third doses of those vaccines. one vaccine, "La Triple" (DFT), had 

been recognized by soe mothers onitributing to the baselin resear as 
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the one to be repeated three times. Consequently, a message that vaccines 

required three doses was built arourd the name of this vaccine (which 

sugests three doses).
 

The television spots concentrated On the mortal risks of the diseases by 

sh ing a dramatic burial of a small child, and the protection given by 
the DPr vaccine. The radio spots offered the sane message, alth they 
were extended to include information abott reactions caused by vaccination 

as well as the contagious aspects of the diseases. Four 43- d
 

television miniprograms and three one-and-oe-half minute radio
 

miniprograms were 
also part of the media package. 

A poster was designed whichso a dild raceiving a vaccination and 

urderneath this picture was a rymed slogan %accinate your child, and you 

will have him healthy". Ten thousand copies of the poster were 

distr:hzted through health centers. Aditionally, 800,000 vaccination 

recall cards were printed and distributed in the health bag. 

Immunization Week, at least for Lim and Callao, was chosem as the second 

week of Octber. Cmsc~itly, the iumiization spots started at the 
beginning of October in order to have a period of badcasting prior to 

initiation on the 13th. Another round of immunization spots was sdveduled 

successively in three-mnth intervals in order to increase the likelihood 

that three doses of DPT and polio vaccines would be delivered. However 

these s uent vaccination days (January 19 and April 13, 1985) were not 
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inplemented with the same mobilization efforti es was the October 

campaign. In particular, there were no couparable media barrages. 

Originally, the October vaccination wek was shaedul only in Lima and 

Callao, and in Arequipa with UNICEF assistance. Hacmer, due to 

complexities involved in limiting the media campaign, the immunization 

spots were broadcast nationally. Mile we lack specific evidence on this 

issue, it is believed that there was vubstantial variation in how well 

eacti region was able to organize its vraccination campaign, aid vaccines 

may have been unavailable at some health centers during the campaign. 

Oral Rehvdratic 

Oral rehydratian therapy doe not attack the causes of diarrhea, nor does 

it cure the disease causing diarrhea, but rather it prevents d4 ydraticn 

and strengthens the child so that he/she can fight off infection and reach 

a clinic if further treatment is reqLred. A solution of oral reiidration 

salts (CPS) can be prqmzed using a pre-packaged CmA ntW1te that is mixed 

with water, or a solution can be Pr red at home by mixing together 

carefully measured quantities of sugar, salt, and water (SSS). 

In Peru there had been se prctin of pre-padcaged C under the name 

Salvara in previous years, both through clinics ad threugh mass media. 

The goerment wanted to begin prcmotion of oral reIydation salts again, 

but for several reascr wanted to do so under a new name. Planning for 

the new effort began with a develcpmental investigatin. 
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The investigation sugested (Pareja, 1984) that oral rehydraticn was well 

known, althoh there was restricted understanding about the corcepts of 

icss of liquids and the need for their replenishment. Many Mothers 

believed that milk shuld not be given during diarrheal episodes. Most 

solid food was said to be withheld, while softer food was often given 

during episodes. Camno use of antibiotics, antidiarrheals, pills and 

traditional herbal infusions and massages were also reported. 

Reflecting thee results, the messages put som emphasis on corcepts 

related to the need to restore liquid and the need to maintain breast­

feeding during diarrheal episodes. Aitionally, the capaigne 

mothers that the oral rehydration solution had to be prepared in one liter 

of cool boiled water and had to be given to the child all day lcng. 

Three television spots and six radio spots were proced for the campaign, 

along with four are-minute television miniprgama and four one-and-cue­

half minute radio miniprogranB. A poster was cmerding thedeveloped r --­

use of "Salvaoral", the no name for CM packets, during episodes. In 

acilitin, 400,000 plastic mixing bags with ORS packets and rehydration 

instructiea were distributed in the health bag. Ten thousand copies of 

the poster were distributed, nostly through the health centers. 

Unfortunately, the CRT campaign suffered from a sceduling incnsistency 

between the time of heaviest mass msdit promotion and the time at which 

the health bags with ORS packets and mixing bag were actually available in 
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the field. The television and radio canpaign, which included messages
 
aboit how to use the mixing bag, began in Dcer 
 and o=*=n i thro4t 
part of February. Hoever the health bag, which was to be available 
thra4=t the country at the start of the broadcast caq aign, was delayed 
by furding holdups until the end of January. At best it would have been 
in cnsmers' hands by the end of the broadcast campaign. There was a 
continuation of broadcast messages after that time with miniprograms on 
n dannel, but they wild have reached only a small proportion of the 

audience.
 

S oservers have ALested that the CT caiign would have had only 
limited sucss as the result of this phasing ir=r9iStWICY. RMWvr, we 
cannot resolve this conern. In cotrast to the evaluatior of the family 
planning and immnization canpaigns which follow, we fourd no available 
data sources which allowed us to evaluate the effects of the C progr. 
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CTAPrM 3 

RESULTS OF UM fWIZATION CAMPAIGN 

Immunization Week in Peru took place during the wek of Octc±er 13th, 

1984. The iimdiate question is, did it work: did it result in sharp 

gains in vaccinations given, and total coverage achieved? The simple 

answr i yes, on both counts. It worked to increase coverage of DPT, of 

polio, ,.,f measles, and to a lesser extent of BOG. It worked at all ages 

and for most, but mt. all, regicns of the country. It worked to increase 

third doses of DPr and polio, even more than first and se doses. 
Before presenting the full evidence for these conclusions, we describe the 

data sources:
 

1) Clinic Record. Data are gathered aboxut the number of 

vaccinations (D r, polio, measles, and BC) given cut each month by 

hospitals and clinics nationwide. Tocal clinics and hospitals 

report their data to an adinistrative unit called the hospital area 

which is the lowst level reporting unit. Each hospital area is 

expected to send monthly reports to the Ministry's Statistics Office 

detailing the number of immunizations aministared, broken down by 

vaccine, age, and dose. (An example of the mm*hly report form for 

immunizations is found in Appendix III.) 
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1e Ministry of Health provided the evaluation team with 

imMoization records fran all hospital areas on a monthly basis for 

a 27 month period (January 1983 - March 1985), inclutig 21 mcnths 

before and 5 n0ithS after Octoe 1984 when Im utization Week took 

place. Using mnthly clinic data, we are able to compare
 

vaccination levels prior to 0ctcber with levels achieved during
 

Octr and for five months. 

In each of the three years for which data is available, there were 

sa cchanges in the dministrative divisios of the health system, 

with the number of official hospital areas increasing frrm 61 in 

1983, to 67 in 1984, to 69 in 1985. If all of the sites had sent in 

forms every moxnth, there wouIld have been a total of 1,743 forms. We 

had a total of 1,722 usable forms including 49 form which indicated 

that no immiz;tions were given out during the month. (I We 

assume that the 49 form reoordirq zero vaccinations do not 

represent missirg values since ancdotal evidence suggests that 

vaacine supplies may actually have been edmxt:ed at sao sites 

during periods of tie. [2] 

2) Rticml = triton and Health = W. Frm April trr 

Nover of 1984, there was a national rutrition survey of 20,000 

homes which obained data about (among other practices) vaccination 

against imuxr-preventable diseases. Mere were six separate 

chrcnologically-sequential sub-sanples drawn to allow seasonality 

caI arisons. Respondents from one sub-sample were to be equivalent 
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to respondents fran any other sub-sample within the limits of 

sampling error. (Relevant portions of the nutrition survey are 

found in Appendix III.) 

Since the inmmization campaign took placs in October (primarily) 

there are equivalent reson included in the survey who 

contribut&i data both before (sub-sanples 1 to 4) and after (sub­

sanple 6) the campaign. The data are used to detect short-term
 

effects of the campaign on self-reorted immzmization coverage
 

throui, an interviewed-before, interviewed-after 
comparisor. 

We can make caiariscs across periods with reasonable confidence 

that the samples are equivalent. Howvr, beause there was sai 

overlap in time (thus sub-sample 6 included people interviewed in 

October, as wall as Novembar, and sub-sanple 4 included people 

interviewed in October as well as in Auqcst and September) there is 

risk that sme people ccnted in the pre-cazpain period actually 

belong in the post-caqpaign period, and vice versa. A cleaner 

method of making cumparisons (and the method that we geneally use) 

is to care thore April to Sete rps who were all 

interviewed before the campaign and tIwe November respontxaens who 

were all interviewed after the campaign. 

Estimates of coverage inrease are based on a sanple of 17,288
 

households of whom 9,416 had rdildren below the age of six. Those 

households produced a total of 16,213 cdildren under six, but only 
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14,196 of them provided sufficient data to detcoverage -levels. on v nthe awm---j that mLssj cases terned to beP~cle who did niot ha~ve a~prrratcoverage bsed on vacci irsetinae acc oa d , estimates of 

actual~ vacinaton cverae.'t.o 

"Me Cliric data shla a large, sharfor Polio, jump in vacnins given in orand for measles (Figure 3.1). Typical levels forn month before the cmp vary btevaccinations 75,ooo-125,000for DPI and polio (including allabout half the 
s I all three doses),cte leels Of 225,000 .­double,.fr . .. . les Ian aco thbetween 25,000-50,000 re th,z r mo e tanpr mmtl to about 11L5,000 in Octber.The effect of the canpaign on these vaccinatiU 


an apparent lack of campaign ifM W
 _ actn BOG d is urlajble. we seean eOGtions, alth datafrom the national 'rtriticn survey (to be disc--se
Oc0 overage later) irdicate thatrates i.r..eed by about 9 pent,
Octb It is clear that sharpincreas are rnot merely a shift in times of vaOctober i.r.e an 

cira±n with
offset by below avrage disention levels in
subeequn uc9*tjS* D Jarary and Februlee" levels are atand an ackditicrA usuashaMp Ur,,s in vacinat..CrI (other than 803)ocurs in March 1985. [3] 
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Overall, and for three of the four types of vaccizAtions, there is a large 
absolute increase in the number of vaccinations dispensed. As we will see 

from the survey results, this vaccines-dispersad increase turned into a 
major increase in the number of ctiildren fully covered, also. Before 

do.ing that, however, we can summarize and refine the results pictured in 

Figure 3.1 by presenting a slightly nre complex analysis: one that will 

allo us to compare the relative effects of the campaign on types of
 
n lzations, 
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 shmm that dispensation 

levels for each immunization experiened monthly flucWatians, but that 

there is an overall tendency for vacinations to increase gradually over
 
tim, perhaps reflecting the growth of poulation andVor 
an improvement in 

vaccine supplies. We can estimate this pre-aiipaign tendency by fitting a 

regression equation to data for immunizati between January 1983 and 

September 1984. The slope of the regression equation can be used as an 

estimate of the general tendency for immunizations to increase even before 

the start of the campaign. Once we have estimated this trend for each 

immizatim, we can use the regression equations to predict vaccinatirn 

levels that would have ourred in October 1984 had n intervention taken 

place. Then, by comparing the = jM*AM incrase in dispensation levels 

above the levels that wold be expected from data prior to the campaign, 

we produce a measure of campaign inpact that compares each of the 

vaccinatims on a oclparable scale. 
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The second column of Table 3.1 indicates average monthly dispensation of 
each vaccination between January 1983 and September 1984 (pre-canpaign). 

For DPI and polio, there were an average of just under I00,000
 
vaccinations per month, while for measles and BOG the averages per month 
are about 36,000 and 30,000 vaccinations, respectively. Based on data
 

prior to the campaign, regression analysis predicts somewhat higher 
dispensation levels in October 1984 (coltun 3) given the tendency for 

levels to grow over time even without a campaign. The unmistakable impact 
of Immunization Week is clearly seen in the last two columns of Table 

3.1. The recorded number of immnizations 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 DPI and polio vaccinations experienced the largest increase, 

Table 3.1 indicates that measles vaccinations experiee the largest 

rejyv increase. 

Overall Effects fro the 

A substantial campaign effect is also reflected in a major incease in 
total coverae, as estimated frcm the national nutrition survey. The 

was more than a 12 percent increase in complete coverage frm 34 percent 

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 number of times each of the four types of vaccinations had been 
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Table 3.1
 

Monthly Clinic Dispensation Before and During Immunization Campaign
 

AVERAGE VALUE EXPECTED VALUE OBSERVED VALUE % INCREASE
VACCINATION 
 (Jan '83 - Sept '84) (October 1984) (October 1984) ABOVE EXPECTED
 

DPT 96,924 115,187 227,800 97.8
 

POLIO 99,418 114,672 222,936 94.4 %
 

MEASLES 36,460 39,266 
 112,782 187.2 %
 

BCG 30,025 30,002 32,255 7.5 %
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received was recorded. If there was no vaccination card, the responret 
was asked to zweall what vcoinations the named child had received. The 
intervie~Ar also obtained data about the age of each child. 

The definitiotiof imaunization coverage that we use reflects Ministry of 
Health re->*trdations ooncening which vaccinations children should 

receive by the time they reach a certain age. Thus, a child between 0-3 
months old requires only the BCG immmization to be fully covered. A 
child aged 4-6 mcr.ths requires BCG, 1 DPrI, and 1 polio vaccination.
 

Between 7-9 months of age, a child requires BOG, 2 DPT and 2 polio
 

accinaticrm to be covered. 
 At 10 months of age or older, a child needs 

;G, 3 DPT, 3 polio, andJ measles. 

We do not follow ze ocmcn practice of using estimated vaccinition
 

coverage 
for the sirle age group of 12-23 mmth old children as a stand­

in for national immunization levels (although that result is found in 

Table 3.4). Since we were able to estimate cv'ir-dtgte levels for the entire 

target population, we chose to em2asize that result. A child was 

considered covered if he or she had all vaccinations appropriate to his or 

her age. 

Some 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 some delay in 

obtaining particular vaccinations may not mean a complete absence of 

protection, ari since the lack of BOG (ar even polio) may not greatly 

increase risk of death since tuberculosis and polio are in Peru.rare 
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(Hirschhorn, 1986). Nonetheless, we use this criterion for coverage, 

since it reprts current policy in Peru. 

In Table 3.2, parallel estimates of canpaign effects on coverage are 

presented with analysis done both by sub-sample andjby intervim month. 

On the left side of the table, coverage rates are presented for each of 

six sub-samples studied during the April-Noveimer time period of the 

survey. TMere was a substantial shift coincident with the October 

c3nPaign. Hcever, the effects are clearest when we ompare those 

interviewed during the months April to September before t.e campaign with 

those interviewed in November after the campaign (right side of Table 

3.2). In that analysis we eliminated those interviewed in wtober, who 

may have been interviewed before or after the campaign. As already noted, 

there was more than a 12 percent jump in totAl coverage. 

For a portion of the sanple, coverage data had to be taken on the basis of 

self-report because people either didn't have vaccir .,Jon cards or else 

they could not locate the children's cards. Th be mre that the jump in 

coverage *am'tmerely a reflaction of the campaign eagervtirg self­

reported caPlimm but not actual cmplianc, we can look at chaxre in 

coverage rates only among those able to show vaccination c±,4 used to 

record imunizaticns. Anr. 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 12.5 percent jump (froma 

37.3 to 49.8 percent) in those who could show the vaccination card 
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Table 3.2
 

Coverage by Period and Interview Month
 

INTERVIEW
PERIOD MONTHS 
 % COVERED 
 N MONTH % COVERED N
 

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) 
 November 46.5 
 (1507)
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ccmpaig April to Sqptsr respondents and NovemAre respomients; that is 

confirmatory evidence of canpaign effects. 

Table 3.3 indicates that increases in coverge are essentially parallel 

for each type of iminization. November interviewees have about a 10 
percent advantage in coverage for each vaccination. We cannot explain why 

BCG coverage rates seem to have increased according to survey responswi 

without clinic data showing a corresporndir increase for the mxmth of 

October. 

me &m Distribution ofCveracem: Evid- i frM the Survey and CIinic 

To what extent did the canpaign fill in vaccinatius for children over one 
year old versus enhance timely (less than cr year) full immnmization 

coverage? Survey results (Table 3.4 and Figure 3.2) show that at every 

age there is a substantial advantage to November interviewees as ccepared 

to April-September interviewees. While the advantage varies with the ap 
of the child, the flictuaticn Wws nn cbvious tendcy to grow larger or 

smiller with age. MA survey shows a limited difference in response 

ccmpariv 0-11 mth olds, who shw a relative gain, cmpmrrq November 

versus April-September of 41 percent, with arn year olds who have a gain 
of 48 percent (Table 3.4). This limited difference betwMen age groups 

contrasts with clinic results. 



Table 3.3 

Coverage By Vaccination 

APRIL-SEPT NOVEMBER 
VACCINATION COVERAGE DEFINITION % COVERED N % COVERED 

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

DPT [1] 1 after 3 months 38.5 % (9491) 48.7 % 

2 after 6 months 

3 after 5 months 

N 

(1491) 

POLIO [1] 1 after 3 months 

2 after 6 months 

3 after 9 months 

37.2 % (9346) 48.6 % (1487) 

BCG 1 after birth 69.9 % (10,175) 78.9 % (1594) 

MEASLES (2] 1 after 9 months 58.0 % (8528) 67.2 % (1342) 

[1] 

(2] 

Estimated after leaving out those less than 4 months old. 

Estimated after leaving out those less than 10 months old. 
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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 of 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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Clinic data can be disaqregated by age to determine whether the 

percentage increase in DPT, polio, and measles vaccinations favored less
 

than one or one year olds. Table 3.5 indicates that for all three 
vaccinaticns, the percentage increase for one year olds is more than twice 

as large for less thanas one year olds. For DPT and polio, the
 

percentagw increase for children under 1 
was about 40 percent versus
 

around 90 percent for children between the ages of 1 and 2. The
 

percentage increase in measles vaccine is 
 almst 125 percent for children 

exesunder 1, but it 250 percent for children between 1 and 2 years of 

age. 

The advantage in percentage incease in vainaticrs for cne year olds 
fro the clinic data is of greater manitude than, but is in the s 

direction as relative increases in coverage rates derived frm survey 

data. Itmy be that some of the cer 
 year olds who were vaccinated during
 

the canpaign were brought by parents who were unawaxe that their
 

vaccinaticn series were already cmplete. 7hmy would have received 

boosters anyway, which wald have comted in clinic reports of total 

vaccinaticm dispusi without a corresponding improvizt in survey­

estimted coverag, since the child wcidd already haw been cnidered 

covered. 

Since the clinic reportirx form doesn't provide a separate space to record 
booster shots, it would not be surprising to find that clinic personnel 

had added booster shots of DPI and polio to the totals for third doses of 

those immunizations. That would explain the exaggerated advantage for one 
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Table 3.5 

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

AVERAGE VALUE EXPECTED VALUE OBSERVED VALUE 
 % INCREASEVACCINATION (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 16,059 
 35,691 122.2 % 

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

by dose of DPr and polio. 

Dose Effects of the C aiain: Clinic Results 

An important message of the vaccination canpaign was that one dose of DPr 
and polio vaccine was not good enough and that three doses were required 

to give protection. Based on clinic data disaggrgated by dose, Table 3.6 
caqares the percentage increase in October vaccinations above the levels 

that would be expected frcm data prior to the canpagn. ne last colum 

of Table 3.6 shows that percentage increases in October are somehat 

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

consistent with moderate succes with o of the behavior dcanres targeted 
by the campaign: that mothars would bring their dildren to the clinic for 

three doses of DPT and polio vaccine. However, or cnfidence in this 

result is limited by a fear that third dose reorts may inoorporate 

booster (post-third dose) vaccinations. 

Regional Diffe in = _ mn Effects: Clinic m*-

Clinic data can be disaggregated on a regional basis to examine whether 

the canpaign benefited so areas disproportionately (Figure 3.3). Given 

inronsistencies in the camposition of regions frcm year to year, the 

analysis uses only 1984 data to opute the aver nuber of vaccinations 

for months leadirx up to the campaign R4egional differen are 
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Table 3.6
 

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

AVERAGE VALUE EXPECTED VALUE OBSERVED VALUE 
 % INCREASE
VACCINATION (Jan '83 - Sept '84) 
 (October 1984) (October 1984) 
 ABOVE EXPECTED
 

DPT Dose 1 40,966 47,914 97,587 103.7 % 

DPT Dose 2 28,611 34,967 57,550 64.6 % 

DPT Dose 3 27,347 32,306 72,663 124.9 % 

POLIO Dose 1 41,811 47,553 
 93,884 97.4 %
 

POLIO Dose 2 29,087 34,646 
 56,494 63.1%
 

POLIO Dose 3 28,520 32,474 72,558 123.4 %
 



41 

Figure 3.3
 

Percentage Change in October Vaccinations Compared
 
to Monthly Average (Jan-Sept '84) By Region
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evaluated by comparing the percentage increase in October vaccinations 
caqmred with the a value (January to September 1984). Althouh the 
methodology may be slightly weaker than computing percentage increases 

based on values (as before), we are hesitant to caqpute expected 
values given large seasonal fluctuations that cannot be captured by 1984 

data alone. 

Figure 3.3 shows that October increases in DPr, polio and measles 
immmizations are shared by most regions of the contry. Only two regions 
(Iquitos and Puno) experienced less than a 50 percent increase in polio, 

DPI and measles vaccinatinns. Additionally, Biarut and Cuzco experienced 

less than a 50 percent increase in two of the three vaccinations. All
 
other regions experienced rather large percentage increases in at least
 

two and usually all three types of immunizations although the variation 

among regions is considerable. 

In three regions (Arequipa, Lima, and Callao) all October vaccinations 

exceed average levels by over 200 percemt. 12% increase of nearly 500 
percent in DI vaccinations in Arequpa is partly explained by the fact 
that UNICEF had projected its own vaccination campaign to be held in 

Arequipa in late September 1984 [5] . Given plans for the immizatian 

wek in October, arrangements were made with UNICEF to initiate a 

coordinated effort that wuld avoid duplicatir 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 

Immization Week originally was scheduled only in the Lima-Callao 
vicinity given shortages in the supply of imunizaticns natinwide. 

Neverthr" ess, constraints an the selective broadcasting of canpaign 

messages in sace regions required that the campaign be launched 

nationwide. It is unclear how well the campaign was coordinated outside 

of the Lima-Callao area, especially given constraints on 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 is to find that 
 -stother regis experienced at least a 50
 

penent increase in vaccinatios.
 

Percentge I in measles vaccinations tail to be twice as high as 

increases in DPr or polio vaccinations across regions. In 8 of the 17 

regions, measles vaccinations increased by over 200 percent in October. 

Again we see that Lima, Callao, and Arequipa experienced the largest 

percmntage gains. In general, where the calpaign worked to increase DPr 

and polio vaccinaticns, it worked to increase measles vaccinatiou by an 

even greater pereta:g. 

Effects of Media Sat3uaticn on 9m Muan 

During the two weeks pred October 13, the launch date for 

Immuization Week, both television and radio netwrks were saturated with 

spots eKxuraging dildren's vaccination. We were curious whether for 

individuals or for regions, onership of television and radio would be 
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associated with increases in vaccination coverage. The nutrition survey 
reported household ownership of television and radio. That data was used 

in two ways: it served as a predictor of household immunization levels 

before and after the campaign - to see if effects were oncentrated among 
TV and radio owners. Television and radio ownership data was aggregated 

by health region and then associated with the clinic data to see if media 

saturated regions were also places where the percentage gains were
 

largest. We begin with the regional analysis.
 

Thare is a strong association betwaen media saturation in a regin and its 
caquagn-associated ocverage gain for the three major vacines: polio, DPr 

and measles. The correlations vary fram .50 to .87, and al of them are 

statistically significant (Table 3.7). The scattergrm for the 

association between DPr coverage gain and television ownership rates is 

presented in Figure 3.4. Te four regions where television ccentration 

is greatest (over 60 percent wr trship), Lima/Callao, Arequipa, Tacna and 

Ica, average 250 pernt iprovmnt over the expected number of DPr 

vaccinations in Octer. In contrst, the four regions where television 

Intration is least (uder 26 percent), Puno, C.uo, Mayanra and 

Cajamarca, iqxove, an the average, less than 30 per-1t during the 

canpaign. 

There are two credible hlterpietations of these associations. One says 

that radio and television were the focms of canpaign efforts and this is 

evidence for a powerful effect of those channels. Tle alternative would 

suqgest that the places where radio and particularly television are 
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Table 3.7
 

Pearson Oorrelaticns: Canpaign-Associated

Vaccinatic Increases and Mdia 

Saturaticn, by Regicn (N-15) 

Media 0wneg=2 Satn_ tion 

% DPT Inceases 2 .74 1 .62 1 

% Measles Ireases 2 .81 1 .57 1 

%Polio Increases 2 .58 1 .50 1 

1 Sig at p < .05 

2 %ircreases in nmber of vaccinaticns over ard above 
average number of vaccinaticns 



Figure 3.4 

CAMPAIGN-ASSOCIATED INCREASE IN DPT VACCINATIONS
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saturated were also places where the Ministry of Health or other agencies 
provided the best canpaign su ort. We km that Arequipa, whic shoed 
the greatest inprovement, was the target of a special local mobilization 
effort under UNICEF sponsorship. It may be that media saturated places 
tend to be more urban than others and may therefora be able to obtain
 
vaccine supplies and distribute them with greater ease. 
 The regional data 
then provides a clear association and allows at least two credible 

explanations. That data doesn't allow us to doose between those 

explanations.
 

Hower the household-level results, associating media ownership with 
coverae of children in the household, may lead us to be sk%*ical of the 
'media effects' hypothesis and acoq*ir of the 'regioar were different
 

anyway' hypothesis.
 

There is no evidence that canpaign-associated inprove ts in coverage 
rates were ­ ted amnc those households who on TV or radio and who 

were particularly likely to be exposed to canpaign mesags. 

Table 3.8 indicates that vaccination coverag was closely associated with 
media omrship, particularly television nerrship. Hover we must 
assum that this association is an artifact of other daracteristics, like 
education, urbanization and wealth, which are causes of both media 

ownership and access to health services. Rhat 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 
1
 

Television 
 Radio

Ownership 
 Ownership
Interview


Timc Not Owned ( Owned (n) 
 Not Owned (n) Owned (n)
 

Pre-Campaign

(April-Sept.) 24.1% (3078) 57.4% (2416) 38.7% 
 30.4% (1172) 41.0% (4322)
 

Post-Campaign

(November) 38.7% 
 (450) 66.1% (392) 51.4% 46.2% (171) 52.8% (671)
 

26.0% 
 58.6% 
 32.4% 
 42.5%
 

o 
Anova Results:
 

Main Effects F Significance 
 Main Effects F Significance
 
Ownership 775.91 < .0001 
 Ownership 
 45.3 < .0001
 
Interview Time 48.33 
 < .0001 Interview Time 48.9 
 < .0001
 
Interaction 
 2.96 .086 
 Interaction 
 .8 .366
 

This table uses households rather than individual children as the analysis unit.
Coverage in the family is based on the status of the oldest child in the family fiv 
or

under.
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particularly likely to improve their coverage status as the result of the 

campaign. The answer is, clearly, no. 

The aPPrcPriate 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-canpaign) in their effects on 

coverage despite the very large samples in the analysis. 

An alternative way of looking at this analysis is to ask what proportion
 

of the children who were 
not covered before the campaign were covered 

after the campaign within media ownership grouips. th= anq rm__Ars 

before the campaign there were 75.9 percent (10 -24.1) not covered 

res t . 14.5 percent more were covered during the campaign (38.7 ­
24.1). The proportion of the not covered before the capajjgn who 1 

covered afterward would be 19.2 percent (14.6/75.9). Me arable 

number amci TV oWners is 20.4 pervent. For radio rmi-owners, the 

pr oton of before not-Clvervp who were covered post-campaign was 22.7 

percent; for owners the figure was 20.0 percet. Cmsistent with the 

results frun the analysis of variance, there is m owner/oc, -Wner 

difference in re to the campaign. Either there was complete 

diffusion of media messages from owners to rm-z am, or non-mia 

channels carried the message effectively to rnxi-owna . 
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The imm'ziatiom campaign produced an unmistakable increae in the 

dispensation of vaccinations which translated into increases in camplete 

Coverage rates from 34 to 46 percent. Although the campaigri nqhasized 

DPT vaccinations, it worked to increase polio vaccinations and produced 

the sharpest percentage increase in measles vaccinations, although 

coverage rates for measles increased sowhat less than for P and 

polio. The canpaign worked to increase vaccinations at every age and for 

every dose, and clinic data suggests that the canpaign was particularly 

effective in teaching mothers to come to clinics for third doses of DPr 

and Polio and to fill in oaccinations for children between the age of 1 

and 2. TMere were large regional differences in response to the 

campaign, possibly reflecting different levels of local mobilization and 

possibly reflecting different levels of vaccine availability. A 

substantial association betwn radio and television availability in a 

region and camaign sucess may reflect modia effectiveness, or more 

probably was the result of relatively urban regions having greater madia 

access and easier es to vaccines.
 

The program was a success, if the criterion for success is inmrovsmnt 

over the usual performance. However, there are other ways to estimate 

success. One can, for exanple, ompare adieved performarie with a 

desirable goal. 



The post-ca!'Paign ccmlete Coverage rate of 46% is ethixd mre than the 
starting rate, which is impressive. isHver, it less than one-fifth of 
the way tadaM making up the deficit in children under five years old who 
needed to be completely covered. If one focuses on timaly coverage, that 
is the proportion of children with a complete vaccination series by their 
twfth month, the campaign produced a shift from 18% to 33% (although a 
small sanple of children exactly twelve mo:nhs old in November makes these 

estimates iprecise.) However, even this su atantial gain is mall
 

relative to the shortfall in timely cverage. 
 It also covered only one­

fifth of that deficit.
 

Iaort of the number of vaccinaticr given by clinics can be viewed in a 
similar light. In October there were alJmoet 36,000 ddildren under cr who 
were given measles vaccinations. This was more than double the nmber who 
would have received that vaccination under the usual coitins. However, 

even that number of vaccinations is only about 65%of the number of 

children who would r- to receive vaccinations month if timely 100% 
measles covera was to be achieved. Since this camitagn was not repeated 

every month (r= could it be) the realized iprvment in measles coverage 

due to the cmnaign was far less. Thus in 1983, the year before the 

vaccination program, 168,000 measles vaccinatins were given to children 

under one year old, acording to clinic recomds. This wuld be about 

25,6%of the age cohort. In 1984, inclluding the campaign, about 205,000 

children received measles vaccine, roughly 30.6%of the relevant age 

cohrt. Parallel numbers for third dose DPr are 20.6% for 1983 and 24.2%
 

for 1984. Polio results are very close to those for DPT. 



52
 

The campaign produced a very good month, both with regard to the number of 
vaccinations given and the proportion of children newly oovered. That was 

a real achievement. However, it produced only a mildly better year when 
the month's improvements were diluted by the usual rest of the year. 

A summarizing view would suggest that the Peru vaccination program 

represented a moderate effort. For what it was, a one shot media campaign 

with limited supporting mobilization, it did well. It was nuh smaller 

than the Colombia Vaccination Crusades, or the ongoing Brazilian efforts, 
and appears to have done less. As a moderate effort, its mox:ess was also 

moderate, whether coupared with the absolute need in Peru or the success 

claimed for programs elsewhere. 
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1. Twenty-four forms from two hospital (Miari and Caraz)areas are listedas issin Ifor every month in 1984. Both of these hospital areas belongto the region of Biaraz in 1984. There are also 3 forms included with1985 data which do not correspond to any of the official hospital areas.Since these additional 3 forms seem to contain valid data, a decision wasmade to include them in the analysis. We assume that these forms actuallybelong to one of the official hospital areas but that the data were
reported separately due 
to yearly changes in admiistrative divisions that may rt have been implemented immediately. Corsequently, of the 1,743possible forms (1983-85), when we subtract the 24 "'issing"forms in 1984and 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 ccerns individualclinics within each hospital area that my not have submitted form duringsame months even thouh vaccinatins were administered. Since r lowestlevel reporting unit is the hospital AM rather than the clinic orhospital, we have no way of knrirg whether clinics and hospitals within 
each reported data on a regular and timely basis. For example, if ahospital area consisted of four clinics only two of which submitted forms,we would have no way of krirx that 50 percent of the data in that
hospital area is missing during those months. Although we do not doubtthat reporting irreularities of this nature exist on a .Limitedscale, we assume that missing data would tend to be spread evenly ,uxh amongdifferent hospital areas over time that threats to the validity of thestrong inferencs we make should not be a major cocern. 

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

4. In 1983 there were a total of 16 regions and 61 hospital areas. Thenumber of regicu inmased to 17 in 1984, and the number of hospitalareas in d to 7 At the start of 1985, administrative divisionsexperiened ar ,w ,Mase such that there were 19 regions and 69
hospital areas. 

5. Data from Arequipa indicad that the sharp rise in vaccinations
Occurred in the month of Nover rather than Octdsr 1984. 727A levelvacinaticns in Oct'ber closely resembled mcnths leading up to the 

of 
campaign while Novfter levels paralleled the sharp increases that wereobserved for October in other regions. Given the anomalous character ofthe data, we assmm that Arequipa was late in reporting data for the monthof October (perhaps because the coordination of campaign activities tookprecedence over the timely submiss ion of forms). In any case, it islikely that the substantial increase reported in Nover was associatedwith the immunization campaign that took place in October. Since thecampaign was evaluated by crzparing October vaccinations with pre-campaignlevels, a decision was made to attribute the sharp November rise inArequipa vac inations to the mnth of Octoer. 
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To accplish this, we first computed the average level of mnthlyvaccinations for the nine months of 1984 leading up to the campaign (A).Then, we subtracted the average level of vaccinations (A) fran the levelof vaccinations in November (N). This value (N-A) is imputed to be the
increase in vaccinations resultixq from the campaign. We ad this value(N-A) to the level of vaccinations previously reported in October (0) toproduce an estimate of total vaccinations for that month: vaccinations
reported in October (not including increases caused by the campaign) plus
the increase in vaccinations caused by the campaign (N-A) whichi was
reported in November. November vaccination levels are imputed as the 
average value for mnths leading up to the campaign (A). In other words: 

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

The procedure was repeated separately for each dose of every vaccination
for each age group so that data could be disaggregated at various points
in the analysis. Although this strategy is simplified and rests upon
precarious asmptions, the solution was clearly preferable tn inferrinq
that there was no campaign impat in Areqip simply be j the -sry
sharp rise in vaccinations was reported in Nover rather than October. 
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CHAPIr 4
 

REUL OF UM FAMILY PIANNIM CAMPAIGN
 

For the first time in Peru's history, in late 1984 ari the first half of 

1985, a limited social marketing program using television and radio was 

incorporated in the Ministry of Health's program to promote modern 

contraceptive use. Despite a substantial effort, including $350,000 worth 

of research and development expense, produaiin costs and media time 

purchase, there is dobt whether cserwd increases in cotraceptive
 
deand can be attributed to the campaign.
 

The timing and the details of the campaign ware presented in an earlier 

section. There was extensive use of both telorisian and radio spots and 

mini-programs, and given plaement in popular program 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. It will be recalled that the fundamntal actin message of thn 

caipaign was to go to the Ministry of Health's clinics to obtain both 

information about modern methods and free cntraceptives. Tds mesage, 

fortuitously, corre closely to data that was available in Ministry 

archives, and allowed rsascnably direct evaluation of campaign outcmes. 

The primary evaluation question became, 'Did the campaign produce an 

increase in the number of family planning visits to gover , 1nclinics 

amng 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 frcm the previous chapter.) 

The Dt 

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 reportin unit, but they 

serve as 1ministrative centers for additicml clinics and health posts in 

their districts. Each hospital &rea is expected to send monhly reports 

to the Ministry's Statistics Office detailing patients served and specific 

services provided. (A copy of the form is in Appendix III). he report 

summarizes information from all local service facilities and includes data 

about the total number of patiants seen for any reason and the nuber of 

row acceptors of cotraceptives umeved in the month. 

The Ministry of Health prie records for a thirty =th period 

(January, 1983 - June, 1985), which incltded twenty-c-e mnths before and 

nine munths after the family planirg campaign was initiated. In each of 

the three years te rs so cm anges in the a2zinstrative divisions of 

the health system, with the nmber of official hospital areas increasing 

from 61 in 1983 to 67 in 1984 and 69 in 1985. If all of these sites had 

sent in forms every munth there would have been a total of 1,950 forms. 

In fact there were only 1,758 forms whic± were usable for the analysis 
which follows [1. 
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Me Resul 

There are three measures that are used in the analysis of campaign 

effects. The first, TIME, indicates the month about which the hospital 

area is reporting: January, 1983 is coded 'I' and the final month, June, 

1985 is coded '30'. The campaign began in October, 1984, month 22, and
 

continued through month 30. 

The second variable, NEW ACCEPTORS, counts the number of visits for family 

planning information and devices (there is no distinction) by individuals 

and couples who had not pr-viously sought such services. The third 

variable, TOTAL CL=NIC VISITS, reports the number of individuals treated 

for all reasons at the clinic during the month. A secord version of TOTAL 

CL2IC VISITS, called TOTAL, subtracts the number of NEW AC=IVRS to 

reduce contamination when one variable is used to predict the other. 

Over the thirty mnth period of the canpaign, in each month, the average 

hospital area reported about 4,850 total cases, but that hides a great 

range, fron 90 to 37,222. NEW ACIUM were on average 2.9 percent of 

the total, about 138 visits. Almost all hospital areas reported that NEW 

ACCEIOS made up between 0 percent Und 8 percent of their monthly 

visits. These simple descriptive statistics do not express the great 

variation in use over tire and in relation to the campaign. Wa turn to 

those associations next. 

The search for an effect of the family planning camzpaign followed a multi­

step path. The justification for the eventual ==nclusion will be clearest 
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if we present the analysis step by step. We began by looking at the total 

number of new acceptors reported by all hospital areas over the thirty 

months of the campaign (Figure 4.1). There is a clear upward trend 

presented in that graph. If we sizPly capared the number of new 

acceptors in an average m=th, before the campaign (6,937) and afterwards 

(10,866), the jump in acceptors is substantial, 57 percent. However, a 

simple conparison of this sort is misleading, if it is used to attribute 

powerful effects to the campaign. 

There are two imqrtant problems. First, the upward trend existed before 

the start of the campaign; it may be that the before/after campaign 

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-Mnth variation in total clinic 

visits; there arv. m=ths when many people tend to visit clinics and months 

when few of them do. Also therm is increasing clinic use over time, as 

the population increses or as general oitreach inpoves: 275,100 before 

the campaign and 306,150 after the campaign, per mnth, an increase of 11 

perce t. Since the number of new oona ptive acceptors is substantially 

related to total mortly clinic use (r-.82), an increase in new aceptors 

might reflect generalized increases in clinic use rather than specific 

campaign effects. 

These threats to an inference of campaign effect are substantial; to sort 

prO-existing trends and total attendance effects from campaign effects, we 

shifted the focus of analysis from the country as a whole as a single 

analysis unit to individual hoswital areas as analvais units. 
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Figure 4.2 

New Acceptors per Hospital Area Over Time
 

258---­

2818---------------------- -------- ---------------------

158--------------------------- ------------ -

New I-o 

A /------ -Campaign '84- Begins Oct. 

8I I I I I I I i I I I I I i I i I I I i I I I I I I i I 
J F A J J A S N J F M A M J J A S 0 N D J 8F M A M J 

1983 1984 1985 



61 

In Figure 4.2, data parallel to Figure 4.1 are pictured, but with the 
number of cases in the average hospital rather than in the country as a
 
whole plotted 
on the vertical axis. nhe basic pattern is identical. 

The "'xt step was to ask what prediction we could make about the number of 
new users to expect after September 1984, if no campaign had been 

initiated in that month. To make that prediction, we estimated, using pre­

campaign data only, what the effects of time and of total attprcance were 

on the number of new acceptors. The results were captured in the 

following equation, based on multiple regression procedures applied to 

1,209 pre-canpaign cases. The equation aconts for about 70 percent of 

the variance in the number of new acceptors. 

NEW ACCEPIORS = .020 TOTAL + 3.724 TIM - 50.027 

(NEW ACCEPIORS: Mean 120.49, St. Dev.-= 159.04)
(TOTAL: Mean = 4657.82, St. Dev.- 4947.92) 

One interpretation of this equation suggests that, all else being equal, 

each a--itional 200 clinic users in a given month produce abcut two 

additional new contzacept'ive acceptors, and that for each additional month 

after the first, there arr approximately 3.7 morenew acceptors in the 

average clinic. 

This equation (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 canpaign still operated 

during the canpaign. For examle, in a hosuital . 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). Predicted values can then be ccmpared to observed values to 

see whether the observed values which reflect the operation of the 

campaign, are substantially larger than would have been predicted on the 

basis of pre-carpaign trends CI'. 

Figure 4.3 presents this cczpariscn straightforwardly. There is no 

apparent difference between predicted and observed post-campaign scores. 

They track one another closely. This result is confirmed by a t-test 

comparing post-campaign observed and predicted scores. Predicted scores 

are, in fact, slichftly higher than observed scores (181.96 vs. 178.13), 

burt there is no e'K-]ence of a statistically significant difference. An 

inference of no campaign effect is unavoidable[4]. 

The results are cosistent with an inference of no campaign effects. In 

this section we ccuuider two issues: is it possible the evidence is 

misleading, failing to show an effect when there is one? Then we ask, if 

indeed the inference of no effect is warranted, what Went wrong with the 

canpaign? Why didn't it produce an effect? We begin with the first issue 

and examine for explanations which might challenge the inference of no 

effe ct. 
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Challees to the Inference f No Effe 

Was there really an effect? 

Is it possible that the observed pcst-campaign increases, while predicted 

fran pre-campaign data, would not have occurred withut the mass 

ccvmuncation campaign? Wuld the observed upward trend have leveled of f 

without the added stimulation of the mass media campaign? This is a 

possibility, substantively. The upward trend before the campaign may have 

different causes then the matded upward tred fter the initiation of -the 

campaign. Hwver fr= a statistical point of view, given ava-ilable data, 

there is no way of sorting out a single loai-term trend fram 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 xiservative 

about making a claim of canpaign effect. Mile possibly wrong, the 

conclusion that It outside cwservem wuld draw is that the campaign was 

ineffective. 

Did an effect oomu in some health regions? 

Is it possible that the overall impression of no effects hides the 

presence of effects sane places, but not others? There was a great deal 

of variation across health regions in the accuracy with which predicted 

scores matched observed 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 effects in sane areas but not others. 

However, a finding that observed scores outstrip predicted scores in a 

particular region, post-campaign initiation, does not allow an inference 

of a campaign effeat in that region. It may be that scme regions were 

already doing better, that is, obtaining more new acceptors than could 

have been predicted on the basis of the total number of clinic visits and 

time, before the capaign 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 observed/predicted ratio and its during­

campaign observe' predicted ratio. Piura, for example, had a before ratio 

of 1.20 (the observed number 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 diagonal. Distance fran 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) regionswere 


shoing 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 

some 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 some local activity rather than the 

national campaign may have been responsible. Ayacucho, which showe a 

positive, significant, effect is more or less counterbalanced by Lima Sur 

which showed a significant negative effect. Given the similar overall 

number of regions which saw scme negative or some positive result, there 

is a suspicion that scme movement in these ratios is essentially 

spontaneous. With or without the campaign there will be some movement up 

or down in relative success among regions in attracting new acceptors. In 

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 so places. 

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

A second 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 fran the National Nutrition Survey presented 

earlier) were not associated with the tendency for observed numbers of new 

acceptors to outstrip predicted numers. 

Did the campaign affect demand on private agencies, only? 

Is it possible that the campaign affected not usage of government 

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 economic 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 ome frm private sources (Thome, 

1986), some portion of increased demand for contraceptives will surely be 

directed to those agencies. Inceased 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 possible that the campaign changed intervening variables, like 

knowledge abo: contraceptives or attitudes towards family planning, 

without affecting actual practice? One of the weaknesses of an evaluation 

design which depends on available data is that available data may not 

match data that would be ideal. In this case, there is no data about 

-knowledge or attitled 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 sess, 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 imediate effect 

that was expected, but that 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 crtctes. Nonetheless, 

on practice outcomes, w. 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 Wnj? 

The next question is why not? hat went wrong? Again we present sma 

speculative answers. One set focuses on possible failures in the clinic 

sites, the other on the mismatch between messages and factors which 

influence practice. 

Is it possible that people were ready to adopt, but clinics couldn't or 

wouldn't serve them? Sane reports suggest that clinic staff are not 

always supporters of couples seeking ccntraceptives (Tucker, 1986). It is 

said that religious scruples or simple social disoamfort stood in the way 

of same nurses helping same couples. The family planning 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 adcoters 

stayed away fram clinics because they assumed clinic staff's negative 

responses or how often they were turned away fram clinics by staff 

unwillinness to help. A more cmprehensive evaluation might have 

addressed these issues directly. 
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A related speculation is that ready couples and willing clinic staff ware 

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 same specific 

information about methods of contraception was printed, hadever the 

booklet may not have been widely distributed. he mass media materials,
 

while much more widely available, were far less s-pecific (see Appendix 

Ii). For the portion of the audience usii "traditicnal" 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 prxmiscuity. For all audiences for whom access to 

contraceptives might be a concern, the messages promised free services and 

supplies at the clinics. 

These messages rohly corr to til findings of pre-canpaign 

research. However, there could be no assurance that the crKe.zns they 

represented substantially explained reluctance to adopt. The prior 

research, while suggestive, could not be described as producing definitive
 

evidence aboWt 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, caunity social disapproval) were paramount, then these 

canpaign messages might have been ineffective. 

In addition, even were these concerr the essential ones standiig 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 pra. ice was related to a 

specific misunderstanding: a belief that contraceptives were expensive, or 

that clinics would not provide them; a belief that traditional 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 age. 

If these latter explanations were predominant, and easily corrected 

misunderstandir s less iqmot-ant, one might expect to see "no effect" 

results. Unfortunately, we are without the elaborated data on individual 

characteristics, knowledge and social PA(titudes about contraceptive 

practices, which would allow tests of this explanation. It can remain 

orly a speadlation. 
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1. Missing case - w--re of two types: 111 missing forms were frm hospital
areas that were listed on official records as operating, but appeared notto be operating 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 organization were not implemented
instantaneously. We assume that these data were not missinq, even though
the forms were. The data on family plann ig usage was likely to have been
incorporated in the forms from other hospital areas. The remainirg
missing forms (81 or 4.4 percent of the total of 1758 non-missing formsplus 81 re f missing forms) came from hospital areas which provided
 
forms both before and after the date of the form in 
 question. 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

durinq busy times in individual clinics record keeping suffers. 
 Same
people who are treated are never listed on appropriate forn. Also, since
each hospital area report incorporates local clinic reportq and every
local clinic -ay not provide data every month, even the hospital area
forms that are submitted may not cover all treated cases. 

In addition to these sources of bias that create a tendency to
underestimate the number 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.g., new users confused with
previous us _rs), or incorrect transfer of information from clinic records 
to hospital area report to ccding sheet to ccuputer readable format. 

2. The actual equation used incorporated both the linear effects of TIME
and TOTAL, and the effects of the interaction between them, represented by
a multiplicative inte-action term, TIOAL*TIME. The equation incorporating
the interaction term was slightly more powerful that the equation using
just the linear tenms (r-squared=.75 versus .72), so the estimation of
predicted scores ws based on the fuller version. The correct version 
was; 

(1) New Acceptors = 0.1954755 TOTIAL - .004352157 TIME + 
0.000762024 TO]AL*TIME - 8.638435.
 

3. There is a slight oservative bias in this procedure. Since the
number 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
AaCEPIURS scores decreases the likelihood of finding that observed 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.
Assumlrg that the 6 percent increase in the number of hospital areas was 

http:r-squared=.75
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passed through the prediction equation, so that the predicted TIME effects 
were 6 percent smaller and the constant was 6 percent smaller, the effect 
would be to reduce predicted scores by an average of 2.6 NEW ACCEPIO s. 
This difference would have had no effect on inferences made. 

4. Parallel analyses using proportion of total clinic visits which were 
new acceptor visits as the dependent variable, and logarithmically 
transformed versions of the TOTAL and NEW ACCEPIOR variables produced 
completely consistent results. 

5. ThA test of statistical significance is not precisely analogous to the 
data presented in Figure 4.4, since those results focus on percent gains
and losses, rather than on absolute numbers of new acceptors compared to 
predicted number of new acceptors which are relevant for statistical 
judgemexits. The significance of campaign effects were judged tumurgh an 
analysis of variance, within regions. New acceptors was the dependent 
variable, predicted acceptors the cova:iate, and pre- versus during­
campaign, the independent variable. The results of the analyses of 
variance for the eight regions shoing apparent campaign effects follo. 

Campaign Main Effects on .4ew Acceptors, with 
Predicted AcceptLas 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
 
Trujillo 2.65 (1,82) n.s. Worse
 
Puno 1.35 (1 122) n.s. Worse
 
Ayacucho 5.21 (l,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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apter 5 

Summary and Oniclusions 

The evaluation of the Peru campaigns presents two contrastin results: an 

immization campaign that vaccinated a great number of children ard 

improved overall coverage rates from 34 percent to 46 percent of the under 

five year old population in the course of a few weeks, and a family 

planning campaign which did not accelerate the (already increasing) demand 

for modern cmtraceptive services. In this chapter we will explore why 

the contrasting effects may have been seen, and exmine the implications
 

of the Peruvian proqram for related programs b..h in Peru and elsewhere.
 

Why did one campaign work while the other did not? 

We consider three hyptheses: 1) the media deelopment processes and 

realized campaigns were of a substantially different quality, 2) the field 

actions undertaken in conjunction with the media camqxroent were different, 

or 3) the health practices addressed, imimiaticn versus contraceptive 

practice, were differently suseptible to short-term ccmmunication 

campaigns. 

We don't think that there were important differences in the nture 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 

imn nization program. The family planning ads, with their ccntroversial 

rabbit them, appear likely to have been more memorable than the 

immunization spots, which were mudi more conventional. The family 

plannirg research was more extensive than the immunization pre-program 

research. We have no way of judging whether the transition from research 

to messages ,-as better in one case than the other, but have no reason to 

be particulajiy skeptical about the family planning research-to-message 

process. It may be that a different media canpaign wuld have produced a 

different effect on ccntraceptive demand. That cannot be determinsa. 

However there was nothing in the process of media development which 

favored producing an effective iimnmization canpaign and an ineffective 

family planning effort. 

A more likely difference between the two capaiAs points not to their 

media activities bit to their field actions. As far as we krw, there was 

no attempt to provide any field sort for the family plannir ampaign. 

Nurses who were the distribution agents for contraceptives were rot 

retrained or prepared to deal with a new surge of clients. Whatever 

hapened in clinics before the canpaign was likely to be happening after 

the campaign. If that was discouraging to potential acceptors before the 

campaign, it was uolikely to have changed. 

In cotrast, the Ministry of Health did encmm-age province-level health 

persomel to prepare for and support the immunization week. In s 

places, mobilizaticn efforts (beyond the mass media messages) were also ir, 
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place. Strikirly, 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. We only know that there was an effort to develop 

supportive field action in the case of immunization, while virtually 

nothing was done for family plannirnc. 

Of most importance, among field activities, were special efforts to 

provide sufficient vaccination supplies for the campaign. Indeed, soms 

might attribute the coverage gains largely to greatly increased 

availability of vaccines 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 suuplies were greatly improved 

at the time of the vaccination week. While public information programs 

may have been necessary for people to know about new vaccine availability, 

one speculation wild be that they triggered an already primed auditce 

waiting for accessible services, rather than creating, substantial danard. 

This leads to the third hypotheses, contrastirq imuunization and 

contraceptive use as health practices. 

This hypothesis points not to differences in the canpaigns but to 

intrinsic differences in the target practices. Childhood diseases worry 

parents in ai' urgent fashion. They are a prcblem that rgunents want to 

solve and an immunization week provides an aocessible soluticn. In 

contrast, limiting family size may riot be an urgently sought goal for 
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those not already practicing contraception. Expecting short-term response 

to a media campaign assumes that there is substantial pent-up demand, only 

needing the last push into the arms of the clinic nurse. For mIucn of the 

target audience, it may be that telling them that modern contraceptives 

are available at government clinics is not satisfying any urgently 

perceived need. 

What are the inplications of the Peru program for other heelth 

ccmmmication programs? 

The Peru program was strikingly different than its predecssor programs 

developed under the Mass Media and Health Practices' banner. The earlier 

programs had focused on diarrheal disease control; this one added family 

planning and immunization. The Peru program delegated major 

rsoibility for the development of the communication 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 turn to 

the private sector, the programs were predominately mass media canpaigrs 

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 arguad that 

this strategy was the. only viable one. The Ministry of Health was going 

throgh 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. Buildimg 

that capacity within the Ministry wasn't considered to be feasible. 

Watever the justification, the implemented strategy had the Ministry of 

Health as a client of Forum, a caimercial advertising agency. We can look 

back now and try to make same judgment about the strengths and weaknesses 

of that strategy. 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 followinj comments consider what a typical MOH 

implementation versus a typical agency implementation wuld be like. No 

comment should be taken as specific to particular institutions in Peru. 

The utility of the agency approach is clear. A professional agency ons 

the rommnication 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 institutional location, 

they cannot offer the salaries, they do not have the production 

experience, and they do not incorporate the wide rarge of s)'ills in 

marketing which agencies can bring to these campaigns. 

An agency, which has had to win the right to implement the program in 

cazpetitian with other agencies, is rewarded for enthusiasm and a 

willingness to respcrd 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. TheW are experienced in dealing with media institutins, buying 

advertisirn' time and choosing optinmm 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 commecial advertising agencies. If one had no prior knowledge of 

individuals, and one 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. 

Hoever there is some risk to this choice. By choosing an agency whose 

expertLe is in ccmmunication, one risks loosing some expertise in health, 

more likely to be found in a ministry of health. Deperding on an agency 

my also loosen the coordination betweenl tAe centrally-ccntrolled 

communication activities (radio and television spots and the developent 

of media materials) and what actually does happen in the countryside and 

in the dispersed health system. Lnplementation responsibility for health 

iystem actions stays in the ministry, but its staff are not responsible 

for day-to-day communication actions, only for their supervision. The 

agency works on the specific tasks for which it is contracted; it is not 

respnsible for inplementation of the field activities even if the overall 

strategy demands coordination with commnication activities. While it is 

not inevitable, separation of comunicaton and field ivplmM ntation 

responsibilities produces a tendency for autonomy of action also. The 

risk of cummunication activities operating out of phase with health system 

activities is substantial. 
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While it might be argued that autonrs implementations aren't so 

terrible - at least the entire program doesn't fail if one ccmponent does 

- that is too often a shortsighted view. Few health caimication 

objectives are likely to be achieved withut sane "fit"between their 

objectives and the relevant operating practices of the health system. For 

most observers, imunization, family planning and diarrheal disease 

control are not exceptions to this need for "fit". 

The agency strategy can be samewhat risky, also, if one looks beyond a 

specific canpaign. 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 fp-c 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 goal is 

to build the capacity to implement a health canmunication strategy then 

this agency cntracting strategy raises same ccnoarn. 

However, we do not intern to be trapped in a sinplistic "no institution 

building - not a useful project" argument. In Peru, the Ministry staff 

did have the cpportunity to learn how to be a client of an agency for 

capaigns like these. To the extent future campaigns involve heavy 

purchases of media time and professional materials development, they will 

only be undertaken if substantial budgets for this purpose are available. 

In that case, the future contractir of advertising agency expertise 

remains feasible, and enhanclig a ministry's capacity to be a client is no 

sall 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 some fears expressed by Ministry 

personnel tosat once the precedent of buying media time for governmet 

progr :was established they would no long be able to obtain donated time 

from broadcasters. We do rx-t krxw whether this empirically is the case or 

not, but suspect it is of no great mument either way. It is the common 

wisdom that imuch donated time on a commercial media system is fringe time, 

reaching only small audiences and infrequently. Unless goverrnmrt rules 

mandate specific times for social programirn, donated time is unlikely to 

help very much in the realization of serious health commnication 

efforts. Without contrasti g empirical -evidence, there s.oes no reason 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 only realistic channel for 

acting; on the other side are risks that public health expertise will be 

shortchiyjed, that the coordination between communication activities and 

health system activities will be attenuated, and that the miistry will 

lack the ability to ect on its own in the future. 

Turning again to the Peru campaign, specificalJy, the issue of 

coordination of mass commnication activities with field actions looms 

largest. We suspect that the immiization prog.=m worked because it was 
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possible to link agency-imrplemented communication programs with local 

activities in sam. 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 seem not 

to have had much effect. Whether one explains th- other we cannot say. 

For the diarrheal disease control program, we know that the ommunication 

campaign was, as the result of administrative problims, cut of phase with 

the distribution of materials (including oral rehydration packets), with 

what we can only assume were negative conseqvences. 

It may have beer that there was no feasible alternative to the agency 

strategy in Peru, and thus there is no meaning to a question which asks 

whether it was the best strategy. Howver, lookinq back, it is clear that 

the strategy, as implemented, producad both success and failure. And one 

plausible explanation (but only cne among others) for the contrasting 

vctock , avedifP* 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 shcufld be understood. In particular there will be 

a need for constant vigilance and action to reduce the natural tendency 

towards autonomy of mass cummnication and health system actions. 
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APPENDIX I - A
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TEIEVISIO14H MA-

Svnoes of Television Swos 

O~enIM Speech By Minister of Heth 

Minister of Health speaks on his Mini.-try's program of producing awareness
of health practices. He says that the Ministry, while not pramotingabortion or forced sterilization, wants the public to be aware of itsfamily planning, vaccination, and oral rehydration therapy programs
through the local health centers. Minister emphasizes children asrepresenting the country's future, and he asks fir the people's
cooperation to make the campaign successful. 

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

Couple is shown holding rabbits while the man copares having childrenwithout planning for them, to rabbits multiplying. He goes on to say thatbeing responsible parents means having children one can afford to giveproper nutrition, education, shelter, health care, and love. Jingle urgesparents to love and take care of the children they desire to have. 

Television Spot #2 

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

Television Snot #3 

Narrator says that responsible parenthood is loving responsibly and not
being jealous. Man asks woman what she is looking at and woman repliesthat her husband is jealous again. Woman convinces man to go together tothe health center where family planning methods are taught and samples
given free. Doctor in 

are 
the center tells the couple that responsible

parenthood is a decision based on the trust of the partner. She says thatwith the methods, it is easy to take precautions and there is no need for
jealousy. Family planning j2.ngle closes spot. 



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
ends spot. 

Telavisio Spot #5 

A cotple talks about how they are 'oing to achieve birth control. Woman 
takes a daisy and pulls petals off, each petal signifying a refusal for a 
night. Man says that method dculd not work and agrees with wcman to go to 
the local health center to ask !or free samples and information on birth 
control methods. Man then taken a daisy and pulls petals off, each petal
signifying a "yes" for each nicht. Family planning jingle closes spot. 

Television Spot #6 

Funeral scene opens spot. Narrator says that every year in Peru, 20 
children die ea '.h day of measles, whooping ccugh, tetanus,, and 
diphtheria. Spot calls for parents to have their children vaccinated to 
protect them from these diseases and prevent them from dying. Vaccination 
jingle ends tot and closing message indicates that vaccinating children 
will keap tham bealthy. 

TeleN 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, 
tetanus, whooping coigh, 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 vac-inating a child will keep him healthy. 

Television Sot #8 

Two woren are shown, one with a child in her arms. Child cr as and other 
woman 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 w.th diarrhea. The doctor at the health center 
gives the same advice that breastfed babies are protected babies and when 
th q have diarrhea, ,other's milk is best. Narrator says that respons.Lb.e
parenthood means taking care of you child. Closing message says that when 
the child has diarrhea he should be given Salvaoral as Eoon as poa 'ible. 

Television Spot #9 

First wigan tells her friend that her baby has diarrhea. The latter 
advises former to go to th health center. She continues that the cdild 
may become dehydrated because he loses water and salts, like a plant tbat 



dies frao 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 Snot #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. 
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TRANSCRI OF TMEVISION SPOT #1 

VIDFD AUDIO 

Our prototypes (Andres Pcm-3. Zoila n On:
 
Guttierez de Pcra) appearin; spontaneaz-, Who does not know that

and cordial, spsak directly to vie vieer, rabbits have too iany

While this happens, their nanvm are offspring?

flashed across the screen for 2 seconrds.
 
Each of them is holding a rabbit. Bet-g responsible parents
 

means not having children
They stroke ',ie rabbits while they tilk like rabbits. 
persuasively, occasionally interrupting
 
each other. 

Camera fccuses on their axpressions and Man & Woman Alternatinr On:
then on the iabbits. The camera Being responsible parents
advances. Halfway tlhxcugh the spot, means giving children
the rabbits escape and the actors look proper nutrition and good
at them rarentarily. Actors continue education, guarding their 
to speak normally. health and clothing them 

better 

Woman On: 
While clips of parents taking care Give plenty of affection,
of children are shown at the end of 
 sure shelter and raise them
 
the spot the camera shows them to be with love. 
cmTletely sr=rTdled by rabbits. 

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

Man Lr'. 
Already you know it, remember 
the rabbits I 
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APPENDIX IIIr-A 
 CLINIC REPORT FORMS USED TO EVALUATE IMMUNIZATION AND
 
FAMILY PLANNING CAMPAIGNS
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APPENDIX III- B - Monthly Report of Health Activities 
(including FamJy.. plqrA#Iug Visits) 
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