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Preface

The family planning world of the 1990s has changed from that of the 1970s.
In the 1970s, much of the operations research (OR) agenda was simply to
demonstrate the acceptability of quality family planning services where they
had not been made available previously, and to try sweeping innovations such
as community-based distribution {CBD). While the need for such pioneering
activities continues in such frontiers as parts of Africa, much of the world now
has family planning services available, often through more than one mechanism.
Nevertheless, the potential for improvements in service delivery is immense.
OR~—the handmaiden of family planning service delivery—has responded
and will respond further to this challenge.

A number of attributes of OR have not changed since the early days. These
include the paramount importance placed on improving service delivery; the
priority given to being innovative, taking risks, and being at the cutting edge;
the need to serve two masters—the program manager and the social scientist
interested in developing a general body of knowledge on family planning
service delivery; the desire to foster a problem-solving mentality among
program managers; the objective of policy impact at various levels; the
attention to carefully documenting the output of family planning efforts, such
as contraceptive prevalence; and a research agenda that includes various
“bread-and-butter” issues, such as the demonstration of demand through
quality family planning services, management structure, training, supervision,
and method mix.

At the same time, a number of things about OR have changed. These
include wishing to be more user-friendly to programs; being more flexible,
timely, and “bottom-up™ in the methodology; paying more attention to process
as well as outcome; stressing the dissemination and application of OR results
and other systemic service delivery findings, including special emphasis on
pure technical assistance to family planning programs; increasing emphasis
oninstitution strengthening, including independent OR within family planning
programs and A.1.D. Cooperating Agencies; and pursuing a research agenda
thatincludes currentissues such as new contraceptive technology, underserved
groups, quality of care and client-provider interaction, AIDS and family
planning, sustainability, and a wide variety of private sector approaches.

xiii
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While OR has already changed significantly, the purpose of the meetings
for which the papers in this volume were prepared was to help provide further
guidance on where OR should £o and how. By interacting with our OR
colleagues and our family planning service constituency, we sought to share
what we know and what we believe to be the bestdirections for the future. The
challenges of the 19905 offer many opportunities to which OR. the science and
art of family planning service delivery, can respond.

James Shelton

Director, Division of Rescarch
Agency for Internaticnal
Development
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EDITORS’ OVERVIEW

INTRODUCTION

Operations research (OR) has been an integral part of the Agency for
International Development (A.I.D.) family planning program since the
1970s, and has played the important role of examining and testing ways of
promoting [amily planning and making services more acceptable, efficient,
and effective. When the program w.as still in its infancy, OR demonstration
projects in countries like Morocco, Bangladesh, and Tunisia examined
issues such as the acceptance of family planning by traditional pooulations,
iue feasibility of nonphysicians’ providing services, and strategies for bring-
ing family planning services to rural populations. These studies influenced
changes in governmental policies about family planning and contributed to
the establishment of national family planning delivery systems. Further-
more, the partnership between service delivery and OR was strengthened
by these experiences, which demonstrated how research could be used to
test and build acceptance for approaches that initially were politically
controversial and risky.

A.LD.’s OR Program is now worldwide in scope, and OR has emerged
as an accepted and critical tool for helping to shape the establishment and
growth of family planning programs. Many of the new bilateral programs
in Africa, for example, include an OR component, and an increaring
number of service provider organizations are carrying out OR-like activities
as an ongoing part of their programs. OR also has expanded in the
breadth of issues studied, the diversity of study methodologies employed,
and the numbers and variety of research and service-providing organiza-
tions collaborating in the studies.

In June 1990, an international conference and workshop were con-
vened in Columbia, Maryland to review the contributions of OR to the
design and implementation of family planning programs, and to consider
how OR could be used more effectively in the future to help family
planning programs work better. The meetings were organized and con-
vened by staff of the Maximizing Results of Operations Research (MORE)
Project and sponsored by the Operations Research Program of A.LD.’s
Office of Population.

The timing of these meetings was auspicious. OR had proven its
value, and had established a role for itself in A.LD.’s family planning



2 / Seidntan and Horn

program with an impressive record of achievements. At the same time, OR
has beconze an even more important program management tool and re-
source in light of growing pressures on the family planning program to
reach and serve more users more efficiently, and to find more effective
ways of providing quality services and increasing contraceptive prevalence.

The papers that form the body of this volume served as the intellec-
tual underpinnings for the deliberations at the meetings. Together they
provide a composite view of the contributions of OR to helping family
planning programs work better (Part I), use of OR to address the chal-
lenges facing family planning services in the 1990s (Part II), how the
conduct of OR could be strengthened and tailored to better support the
needs of service providers and policy makers (Part II1), how approaches to
disseminating and applying OR results could be improved (Part IV), and
how the capacity of collaborating institutions to conduct OR could be
strengthened so that OR can become an ongoing and permanent part of
the management decision-making processes of service provider organiza-
tions (Part V). A summary of the proceedings of the meetings has been
prepared as a separate document.

REVIEWING OR’S CONTRIBUTIONS TO HELPING FAMILY
PLANNING PROGRAMS WORK BETTER

The opening session of the meetings provided a broad overview of
the accomplishments of ALD.’s OR Program, and described the contribu-
tions of OR to the development and improvement of family planning
programs throughout the developing world. The papers presented during
the session and included in Part I review the results of OR studies, ad-
dressing different aspects of family planning service delivery: mechanisms
for delivering services (Jane Bertrand); components of family planning
programs (John Townsend); use of information, education, and communica-
tion (IEC) to promote family planning (Phyllis Piotrow and Rita Meyer);
and program management (Michael Bernhart). In reviewing the lessons for
family planning service delivery gained {rom OR studies, this group of
papers raises a number of issues concerning the future role and content of
OR that were among the major themes to emerge during the meetings.

Mechanisms for Service Delivery

Much of the early OR focused on community-based distribution
(CBD). These studies demonstrated the feasibility of CBD and had a
major impact on the family planning policies of a number of countries.
Although OR still has aa important role to play in convincing government
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officials and policy makers of the safety and feasibility of CBD programs in
new settings (notably in Africa), Bertrand notes that recent OR studies on
CBD have focused on increased effectiveness, the impact of CBD on
contraceptive prevalence, the characteristics of successful distributors, and
the appropriate mix of services and supplies.

Bertrand also reviews OR results on three other service delivery
alternatives: market-based, clinic-based, and employment-based programs.
Market-based distribution is a relatively new approach to service delivery,
combining features of CBD (distribution by community volunteers) with
those of social marketing (use of financial incentives). As discussed by
Bertrand, OR on this approach has focused on the willingness of traders to
sell contraceptives, public acceptability of contraceptive sales in the market-
place, and the most suitable characteristics of traders and markets. In
clinic-based programs, recent OR studies in Africa suggest that a "risk
reduction” concept may be an effective justification for incorporating family
planning into ongoing medical services, while the issue of sustainability is
the focus of attention in employment-based ventures.

Components of Family Planning Programs

Although much OR has dealt with demonstrating the acceptability and
feasibility of innovative approaches to service delivery, Townsend points
out that once delivery sysiems have been established, program managers
can manipulate those systems only through changes in program compo-
nents, such as personnel selection, training, and supervision; IEC; method
options, access, and logistics; organization and composition of services; and
research and evaluation. For each component, he presents lessons drawn
from the results of OR studies, along with challenges to the OR community
that highlight issues requiring fu ther study or new topics requiring atten-
tion. For example, he identifies a necd for the development of techniques
for competency-based training of service providers, which OR studies have
demonstrated to be a cost-effective approach to improving the quality of
services delivered. Similarly, with regard to method ontions, access, and
logistics, he reviews study results that demonstrate the positive impact on
continuation rates of providing a wide range of method choices, and sug-
gests the need for technical assistance to help service agencies increase the
number of contraceptive options available to their clients, either directly or
through an improved referral network.

In addition, Townsend lays out the view of OR as a management tool.
He notes that OR offers program managers a new approach to resolving
problems and augments the available methodological tools for the modern
management of service programs. Nevertheless, he also points out that
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there is still insufficient theoretical understanding of how effects on the
principal outcome variables--acceptance, use, and satisfaction--are pro-
duced, and thus of how to replicate changes in different settings and time
periods. Cousequently, there are still practical benefits to be gained from
theory-based OR.

Use of IEC to Promote Family Planning

Research on IEC, which is one of the components addressed by
Townsend, is also the focus of the paper by Piotrow and Meyer. They
stress that while early IEC activities focused on increasing public awareness
and promoting favorable attitudes toward family planning, since the 1980s
greater concern has been placed on changing behavior. This has been
accompanied by a shift from attention to communication patterns within
the community to interpersonal communication between service providers
and clients, and to more sophisticated uses of communication. As in the
Townsend paper, the authors present a series of propositions or lessons
learned from the research (indings and propose questions OR might
address in the future. The latter include research on such issues as how to
improve the quality of interpersonal communication with clients without
increasing costs, appropriate compensation or reward systems to sustain the
motivation and performance of peer promoters, strategies for recruiting
new contraceptive buyers in social marketing pregrams, and means of
persuading policy makers to permit more specific family planning informa-
tion in the mass media.

Institutionalization of IEC activities in family planning programs is the
subject of the paper by Margot Zimmerman and Joan Hatfey in Part V,
which synthesizes lessons learned from this experience that are relevant for
OR. For example, they note the need to involve managers in all stages of
an OR project 50 that skills are transferred and the OR process becomes a
management tool.

Program Management

In his paper on OR studies on program management, Bernhart
presents some empirical support for a life-cycle approach to program
evolution that offers certain lessons to program managers. Specifically, he
notes that management challenges differ with the progression to each new
stage of program evolution, whether these stages are linked to fertility rates
or to contraceptive prevalence levels. Also, he notes that programs will
not advance spontaneously from one stage to the next, and that prevalence
will plateau if managers do not adopt strategies needed to continue to the
succeeding stage. Related issues are raised by Dawn Liberi (in Part II),
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who elaborates a typology of family planning programs by level of maturity
according to contraceptive prevalence. Indeed, a recurrent theme during
the meetings was the need to tailor OR studies, technical assistance, and
management strategies to the stage of program maturity.

Beruhart also addresses political strategies and the use of OR for
marshalling support (o overcome barriers, for example, to family planning
per se, to innovative approaches to service delivery, and to demedicaliza-
tion of service delivery.

Program managers .ieed to pursve appropriate financial strategies to
ensure the viability of their programs. Shrinking donor resources for family
planning programs and the increasing focus on sustainability have led to a
number of OR studies rzviewed by Bernhart on community financing,
contraceptive pricing, fees for services, and separate charges for individual
services. Another approach--employer support--is addressed by Bertrand.
The: broader issue of cost-effectiveness and sustainability is discussed Ly
Bernhart, but receives more detailed consideration by Eric Jensen (Part II),
while analytical approaches to cost analysis are explored in the paper by
Genevieve Kenney and Maureen Lewis (Part IIT).

In his discussion of lessons learned, Bernhart suggests that OR
projects can be divided into three categories: studies that have yielded
generalizable findings; studies whose research methods are generalizable
even though the specific findings are not; and studies yielding as yet
unproven findings. This latter group of studies may be attractive because
they have theoretical consistency, because the study results provide a better
understanding of local conditions, or because the results point to general
issues and program dynamics that may differ within each program. The re-
sults of the studies reviewed by Bertrand, Townsend, and Piotrow and
Meyer may be similarly categorized. Haowever, regardless of the category,
Bernhart suggests that past research {indings are the logical starting point
for managers sceking to improve the performance of their programs.

ADDRESSING THE FAMILY PLANNING PROGRAM CHALLENGES
OF THE 1990S THROUGH OR

Following the overview of OR'’s accomplishments, the focus of the
meetings shifted to how OR could help family planning program managers
address the challenges, discussed in Liberi’s paper, of improving the
accessibility, efficiency, and quality of services. Throughout the developing
world, family planning program managers are faced with finding ways of
reaching more clients and providing effective, efficient, high-quality ser-
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vices. The seven papers included in Part II review and synthesize OR
study findings that have addressed these issues.

Improving Access

Liberi notes that, at the macro level, family planning program needs
and priorities differ according to stage of program maturity. The nature of
the challenge of making services accessible differs between countries where
prevalence is very low and those where prevalence is moderately high, and
large delivery systems are already in place.

In the former case, the task is often to introduce an innovative
delivery system, with the primary goals of demonstrating feasibility, influ-
encing policy, and creating commitment to {amily planning program devel-
opment. Sam Adjei's paper illustrates the nature of this challenge for a
low-prevalence country--Ghana. The paper by Don Lauro, Regina
McNamara, Maria Wawer, and Cathy Maternowska, based on Columbia
University’s expericnce in Africa, observes that OR in such a setting
legitimizes innovative scrvice delivery approaches as research, and also
provides risk protection for managers: if unsuccessful, projects can be
terminated; if effective and acceptable, the study provides the data manag-
ers need to support expansion.

In countries where family planning services are already available, the
challenge is not to introduce services, but to expand services to new clients
and make scrvices more cost-cffective. Adding more outlets is one of three
strategies discussed in the paper by James Foreit on reaching more users.
Several OR studies have been conducted on who can provide family
planning successfully, and on where, when, and how. Strategies investigat-
cd include the use of nonphysician health professionals and community
volunteers to distribute contraceptives, provision of services in the work-
place, physical and temporal integration of family planning with other
services, and greater reliance on retail outlets.

In addition to increasing access to services by instituting or expanding
family planning programs, program managers can address this challenge by
improving the mix of available methods. Foreit points out that no single
contraceptive method is appropriate to all users, and adding a method to a
program will reach new users for whom previous method choices were
inappropriate. Choice of contraceptive metheds is one of the six clements
in the quality of care framework described in the paper by Judith Bruce
and Andrudh Jain. They argue that providing a choice of inethods increas-
es program effectivencss for three main reasons: the needs and values of
individuals and couples change as they pass through different stages in their
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reproductive lives; multiple methods permit switching for those whose
initial choice is unacceptable or inappropriate; and, given erratic contracep-
tive supplies, a choice of methods ensures that at least some methods will
be available.

One way to expand choice is to introduce new methods to a program.
Nancy Williamson, Shyam Thapa, and Sandor Balogh address some of the
issues facing program managers in deciding whether a new method should
be introduced, and note that tradeoffs are typically involved (for example
high effectiveness may also mean high costs). To date, little OR has been
conducted on contraceptive introduction, but their paper suggests that in
the future, attention be dicected toward acceptability research to determine
the demand for new methods in relation to other methods, examination of
whether new methods attract new users or switchers, and consideration of
the impact of a new method on quaiity of care and the overall provision of
services.

Increasing Effectiveness

As demand for family planning continues to grow, program managers
must grapple with the task of stretching their resources either to sustain
existing services or to meet the needs of underserved populations. A new,
and as yet relatively untested, strategy is building collaborative relationships
among government agencies, private voluntary organizations, and for-profit
agencies so that existing resources can be used more efficiently as cach
agency contributes what it does best. Marcia Townsend reviews some
cxamples of such partnerships entered into by family planning program
managers sceking to share resources and expand services. She notes that,
although OR has rarely been used to field test such arrangements, program
managers need better information about the policy and operational prob-
lems involved. Managers also require data on whether collaborative ser-
vices substitute for other sources of family planning or do, in fact, attract
new users,

Partnerships are just one approach managers may take to stretch
scarce funds as they are increasingly challenged to make their programs
more sustainable or adopt more cost-effective approaches. Sustainability
refers to the ability of a program to generate revenues to cover recurrent
costs, while a cost-effective program is one that delivers a given output
with fewer inputs than an alternative program providing comparable
outputs. Eric Jensen draws a sharp distinction between the two concepts,
noting that cost concerns relate to issues of resource commitment, whereas
the central concern in sustainability is the consumers’ willingness to pay,
either directly for family planning or indirectly for other services or com-
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modities whose revenues support family planning activities. Although
program managers may need (o address both issues, Jensen points out that
a cost-effective program need not be sustainable, nor is a sustainable
program necessarily the most cost-effective approach. He also cautions
that cost-effectiveness analysis can be used only to discriminate among
programs with comparatle outcomes, and not to compare programs that
serve different client groups or that provide different mixes of services.

Enhancing Quality of Services

As managers increasingly turn their attention toward cost consider-
ations, they are also being urged to improve the quelity of care provided in
their programs. Quality can affect program sustainability, cost-effective-
ness, client satisfaction, and continuation, as well as program growth and
expansion. The various components of the quaiity of care framework
discussed by Bruce and Jain, although analyzed {rom the client viewpoint,
also clearly are relevant for managers secking to improve effectiveness and
efficiency. As noted above, exponding method choices can be an element
in attracting new clients. Efforts to encourage correct use and improve
continuation as discussed by Williamson et al. cut across at least three
additional elements of the quality of care framework: information given to
clients, interpersonal relations, and mechanisms to encourage continuity.
Bruce and Jain also suggest that OR researchers begin (o develop diagnos-
tic, feasibility, and impact studies to examine and improve quality of care
directly.

STRENGTHENING THE CONDUCT OF OR

One of the major purposes of the conference and workshop was to
formulate strategies for improving the conduct of OR carried out under the
A.LD. OR Program. The five papers included in Part III review various
aspects of conducting OR, including the selection of study topics and the
design of studies.

The paper by Michael Hendricks draws on exemplary and successful
OR experiences to provide a wide range of suggestions for strengthening
the conduct of OR. In advocating a stronger, more visible management
focus for the research, Hendricks identifies the need to develop the will of
managers to request and use OR. He suggests that to accomplish this,
researchers more explicitly identify managers as their clients, that they help
managers develop the research agenda, and that they involve managers and
local counterparts more directly in the studies. Hendricks also emphasizes
several research strategies to ensure that results will be used. These
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include conducting studies of short duration; using flexible emergent
designs; linking research studies to specific decisions; specifying possible
action up front; and providing managers with information, even if it is
preliminary, as soon as possible. He also calls on researchers to view their
studies as products and to "market” their findings more aggressively. The
press.ntation of his paper at the opening session of the workshop set the
stage for a more in-depth examination of the conduct, dissemination, and
applicacion of OR studies,

A first step in any OR project is selecting a problem to study, and
technical considerations are critical in making this selection. Andrew
Fisher and Robert Miller outline four key criteria for identifying problems
that can be addressed through OR: the topic should be amenable to
research, i.e., there are two or more reasonable and competing causes of
the observed problem; the problem can be solved by administrative action;
the problem is relevant in that the independent variables are under the
control of managers, and the dependent or outcome variables are viewed as
important by decision makers; and the problem is salient (important to
institutional goals), and the potential soution can be replicated to a larger
area. Nevertheless, the paper notes that nontechnical considerations, such
as people, personalities, institutions, social customs, cuitural values, and
politics, also play an important role and may necessitate compromise in the
selection process.

In addition to balancing technical and nontechnical criteria in selecting
topics, OR researchers increasingly are being challenged to employ a wider
variety of research designs and methodologies to address the needs of
program managers. Historically, A.LD.’s OR Program supported large-
scale, quasi-experimental projects that demonstrated the feasibility of
providing family planning services or tested innovative delivery systems that
might be generalizable to other settings. These projects reflected a social
science approach to OR, that is, the testing of hypotheses. More recently,
there has been a gradual shift toward less rigorous quasi-experiments,
nonexperiments, and even designs that are not considered experimental
(e.g., diagnostic studies, evaluations, qualitative studies, process analyses,
and cost-benefit analyses). One of these approaches--process analysis--is
examined in detail in the paper by James Heiby, which describes the
methodology employed by the Primary Health Care Operations Research
Project (PRICOR) II to evaluate primary health care services.

While there is continuing interest in quasi-experimental designs, there
is also increasing acceptance of the less rigorous alternative approaches.
Jack Reynolds suggests that this may be due to the greater emphasis on
conducting OR for family planning managers and on improving program
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management. More rigorous designs tend to cost more and to require
more time and technical expertise, and may even disrupt service delivery to
some extent. However, managers are typically interested in quick results
and are likely to accept a lower level of confidence than social scientists.
Thus, Reynolds suggests that researchers must balance the issues of cer-
tainty and practicality in designing OR studies. As a general rule, when the
risks of being wrong are high, a more rigorous st design should be
employed, but less rigorous designs are appropriate in lower-risk circum-
stances.

Expanding the range of possible study designs implies the need to tap
a broader range of expertise than has been the case to date. Family
planning OR Legan in the late 1960s and early 1970s as social science-
based research growing out of sociology and demography. Reynolds, along
with Robert Blomberg, suggests that the OR community should begin to
recruit more staff from the nianagement sciences, and also make a more
systematic effort to incorporate and use the philosophy and techniques of
management science.

The nced for better information on program costs is an arca of
management concern that received attention during the meetings. While
the challenge of making programs more cost-effective is the {ceus of the
paper by Jensen, Genevieve Kenney and Maureen Lewis address the larger
area of cost analysis. They note particularly the lack of a methodological
approach to costs based on the practical needs of planners and managers,
and present information on some recent innovations in data collection and
analysis that hold promise for new ways of defining, measuring, and analyz-
ing program costs.

IMPROVING THE DISSEMINATION AND APPLICATION
OF OR RESULTS

Application of OR study findings to improve family planning delivery
systems, influence policies, and replicate and expand program innovations
depends on effective dissemination of research results. Although there
are a number of reasons why rescarch results may not be utilized, a lack of
dissemination guarantees that use will be limited. The four papers included
in Part IV review approaches to dissemination and constraints that need to
be overcome for results to be more widely applied.

The paper by Antonieta Martin, Margaret McEvoy, and John Town-
send reviews how A.LD.’s OR contractors have approached dissemination
in the past, and describes the target audiences addressed, as well as the
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results achieved. It also outlines strategies that should be pursued in the
future to facilitate dissemination, and thus to enhance the application of
research findings. One strategy is taigeting information to the audiences to
be addressed--program managers, policy makers, donor agencies, research-
ers--and tailoring the content and format to the specific interests of each
group. Attention to the intended audience is also the key theme of the
paper by Gary Saffitz, which applies a marketing perspective to dissemina-
tion and application, and emphasizes the need to view the users of infor-
mation as clients to be scrved.

A second strategy suggested by Martin et al. is to develop a dissem-
ination plan as an explicit component of an OR project. Such a plan
would iden.ily objectives, target audiences, media, dissemination channels,
and assistance required (for example, from local communication experts).
Preferably, this plan would be a part of the research proposal, and would
ensure the allccation of sufficient funds and time to carry out the plan
successfully

A third way to maximize the impact on policy is to ensure that
potential users of results zre kept fully informed on progress and problems
encountered by the study, and are provided with preliminary results of the
project as they become available. Further, all reports should clearly
identify the policy and programmatic implications of OR results, and tic
results as closely as possible to the concerns of decision makers. This
approach can help dissemination become an ongoing process that is well
integrated with the research, and not simply a one-time activity carried out
at the end of the project if budget and time permit.

Improving dissemination of OR findings is certainly an aid to their
utilization, but a number of factors constrain whether and how widely
results are used, including rapid turncver of senior program managers, lack
of technical expertise to interpret OR findings and design program chang-
es, the cost of implenenting tested interventions, bureaucratic resistance to
change, and questions about the applicability/replicability of findings from
pilot projects or other settings. Michael Koenig and Maxine Whittaker
provide specific suggestions for facilitating the application of study results
in large public sector family planning programs. Drawing on their experi-
ences with the family planning program in Bangladesh, they note that the
gap in translating OR findings into improved policies and programs is
greatest in the weakest and technically least sophisticated programs. They
observe that application in such settings is enhanced by providing program
managers with results from similar settings; presenting convincing demon-
strations of the positive impact of specific OR interventions, including
opportunities for on-site visual observation; and focusing recommendations
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on issues that are directly manipulable by policy makers. They suggest
briefing papers that address specific operational components of family
planning service delivery and provide specific recommendations for solving
problems. They also underscore the need to recognize that effective
application in such settings requires continual interaction and a long-term
perspective, as well as technical assistance to follow up on study results and
stimulate and assist with application.

STRENGTHENING THE CAPACITY OF COLLABORATING
INSTITUTIONS

Institutionalization of OR is the transfer of OR principles and meth-
odologies so that managers internalize a problem-solving mentality; it
implies the capacity to both conduct OR and use its results. This process
takes time, and family planing organizations differ in their readiness for
institutionalization. Several factors are involved, including ihe maturity of
the program, the current staffing and skill levels of the target agency, the
diversity of family planning providers in the country, and the current status
of social science research.

The approach to institutionalization presented by James Phillips, Ruth
Simmons, and George Simmons emphasizes that research must be both
utilitarian and scientifically sound in order for OR to became a sustained
component of family planning program decision making. However, the
authors caution that without accumlating experience beyond specific case
studies, OR can result in endless repetition, wit‘iout producing general
principles and insights, and ithout fostering institutionalization of the re-
search process itself.

Phillips et al. note that institutionalization is enhanced if organiza-
tional issues are addressed in the OR regimen. Like Fisher, they empha-
size that if the focus of research is something over which administrators
have no direct control, OR will be peripheral to operations and slow to be
institutionalized. They recommend that rather than focusing only on family
planning dependent variables (e.g., acceptors, prevalence), OR also address
management issues, such as organizational efficiency, worker motivation,
job knowledge, and service quality.

Another strategy suggested by Phillips et al. for enhancing the pros-
pects for institutionalization involves establishing the research as a continu-
ous process, and developing clear lines of communication to administrators
and policy makers for the systematic and regular transmission of progress
and findings. Such mechanisms can enable researchers and decision makers
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to interpret research jointly, to link research results to the management
process, and to focus strategic attention on the application of successful
findings.

Although institutionalization per se has not received major attention
within A.LD.’s OR Program, the process of institutionalization can be
facilitated by technical assistance (TA). Blomberg describes the nature of
TA in the OR Program in terms of a continuum. At one end of this
continuum, TA emphasizes building and transferring skills, and developing
self-sufficiency in conducting and utilizing research within the collaborating
agency. OR subprojects are primarily vehicles for providing TA, and high
priority is given to nurturing self-sufficiency and long-term institution
building. “’he contributions of study findings to either the program or the
body of knowledge about effective family planning service delivery are
considered less important. At the other end of the continuum, the major
focus of TA is on developing findings by carrying out OR subprojects.
Although some transfer of skills to the collaborating agency may occur, it is
not emphasized.

Blomberg suggests that, as the purpose of TA moves beyond the
ability to undertake a reasonable quality of research to improvement of the
service delivery program, managers should be the end-clients of OR, and
TA should focus on helping make them better consumers of data, better
detectors of programmatic problem areas, and better conceptualizers of the
implications of research findings. This implies a continuing expansion of
A.LD.’s OR Program to include both TA to help generate study findings
and TA oriented toward integrating OR applications for management
decision making. The latter type of TA can be used to disgnose problems
and suggest solutions; help apply relevant study findings from elsewhere;
and generally help managers "tinker" with their programs by making small,
incremental changes and observing their effects.

There are differing views about where the capacity for OR should be
located. Phillips et al. envision a critical role for academic institutions,
where social research can flourish and aspiring OR scientists can be
trained. Nevertheless, they also place primary importance on collaboration
between managers and research and evaluation units within provider agen-
cies; links between academics and social science researchers and policy
makers; and partnerships between researchers and action agencies outside
the public sector. Such mechanisms for coordinating research with the
decision-making process are critical to ensure that research becomes a
routine function of management. Blomberg outlines several other models
for institutionalization, including developing a capability within the family
planning service provider’s evaluation unit; creating the organizational
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expertise to contract for research as needed; fostering in-country rusearch
groups knowledgeable about family planning and capable of undertaking
studies; and enabling managers of service-providing agencies to identify
problems and/or assess the merits and cost-effectiveness of new delivery
strategies through the use of improved management information systems.

Blomberg asserts that the success of TA should be measured as a
progression, beginning with the transfer of basic knowledge and skill, and
moving toward ever-increasing levels of self-sufficiency in undertaking every
aspect of OR activity. However, he notes that helping counterparts
achieve the ability to conduct OR independently is not equivalent to
institutionalization, which implies that the capacity for undertaking OR has
become an integral component of the provider’s process of using manage-
ment tools and analyses for decision making,

SUMMARY AND CONCLUSIONS

Th. napers collected in this volume offer a synthesis of what OR has
accomplis. >d during the 15 years that have elapsed since the first demon-
stration studies were conducted. They provided the substantive back-
ground for the deliberations at the meetings on how the OR Program
should build on these accomplishments to support more effectively the
ability of family planning programs to meet the challenges of improving the
accessibility, availability, quality, and efficiency of family planning service:
in the developing world.

During the meetings, participants concluded that the need tor OR ig
as great as ever. Where family planning programs are fiist getting started
and contraceptive prevalence is low, OR is needed to help change restric-
tive policies, appiy to the local setting what has worked elsewhere, and
introduce the concept of quality services. Where programs are more
mature, OR is needed to improve the program; help extend services to
hard-to-reach populations; test new service delivery and contraceptive
modalities; and emphasize such management concerns as sustainability,
efficiency, and quality.

In the meeting deliberations, it became clear that OR is viewed as a
flexible process that can adapi to changing program needs in both the
topics studied and the methodologies employed. It is also viewed as a user-
oriented process that must to be responsive to its clients. These clients
include policy makers and program managers who often need timely
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answers to prograrn management and service delivery problems, as well as
donors and researchers who need access to a body of knowledge to under-
siand better what works in family planning and why.

The meeting deliberations explored the implications of a more user-
friendly approach to OR. They identified criteria for ensuring the rele-
vance of studies, as well as procedures for engaging OR users in all stages
of study conduct. They also explored how TA could be effectively tailored
for building an inslitutional capability to conduct OR, and also for incorpo-
rating OR into ongoing management processes. They examined approach-
es to dissemination to increase the probability that study results will be
applied in strengthening family planning programs.

Both the papers and the meeting deliberations were forward-looking,
emphasizing the opportunities for OR that arise from the changing needs
of {amily planning programs as they approach the twenty-first century.
Researchers, service providers, and 1nanagers are challenged to work
together to apply their unique expertise in using OR to strengthen the
management and delivery of family planning programs.

Myrna Seidman
Marjorie C. Horn

The Editors

The MORE Project of
TvT Associates



PART I

REVIEWING OR’s CONTRIBUTIONS TO HELPING
FAMILY PLANNING PROGRAMS WORK BETTER



Operations Research: Helping Family Planning
Programs Work Better, pages 19-44
© 1991 Wiley-Liss, Inc.

1. RECENT LESSONS FROM OPERATIONS RESEARCH ON
SERVICE DELIVERY MECHANISMS!

Jane T. Bertrand

Tulane University

INTRODUCTION

Over the past 30 years, governments around the world have shown
increasing interest in providing their populations with family planning
services, either for maternal and child health (MCH) reasons or for demo-
graphic motives. As a result, family planning services are now available in
the vast majority of countries in the developing world, and millions of
couples currently uce a contraceptive method.

The main mechanism for the delivery of family planning services since
the 1950s has been the clinic-based approach. Traditionally, family plan-
ning has been viewed as a medical intervention to be delivered by clinically
trained personnel within a medical setting. Based on the Western model
for medical services, the logical choice of facility was a hospital or clinic.
And indeed, millions of couples in the major urban areas of the developing
world today obtain family planning services from such clinics.

However, during the 1960s and 1970s, it became increasingly evident
that the clinic-based approach was not adequate to reach all segments of
the population. Those in rural areas often lived at considerable distance
from the nearest health facility. Those who made the effort to reach one
were often made to wait while the overworked clinic staff gave preference
to the "more pressing" problems requiring curative treatment. There were
other opportunity costs related to clinic visits, including the cost of trans-
portation or of child care during the niother’s absence. In addition, there
were psychological costs of being treated with indifference or even disre-
spect by clinic personnel, especialiy those who were personally opposed to
family planning. Women in marginal urban areas generally had better
access to a clinical facility than their rural counterparts, but they faced the
same opportunity and psychological costs in seeking services (Foreit et al.,
1978).
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In response to these drawbacks of the clinic-based approach, there was
some initial experimentation with approaches that attempted to bring the
clinic to the people by means of mobilc units, outreach workers, and
community resupply depots. However, these approaches did not yield the
expected results, and ultimately gave way to the more radical approaches of
service delivery by nonclinic personnel in a nonmedical setting. These new
alternatives were not meant to replace the clinic-based systems. For one
thing, some methods can be oftered only in a clinical setting, such as male
and female sterilization, IUDs, injectables, and the new subcutancous
implants. Moreover, clinics serve an important role as a point of referral
for the small number of users from nonclinical programs that require
medical attention. Rather, the alternatives were designed to make contra-
ceptives more readily accessible to a larger segment of the population, who
could or would not use clinics.

The two family planning service delivery mechanisms that have devel-
oped as the main alternatives to clinic-based distribution are social market-
ing (commercial distribution) and community-based distribution (CBD).
Social marketing has been tested in many countries around the world, and
much has been written about it. In this volume, it is covered by Piotrow
and Meyer.

In addition to the general approach of CBD, two specific strategies
have sufficiently unique characteristics to warrant separate treatment:
market-based programs and employment-based programs.

Much of the early rescarch financed under the Agency for Interna-
tional Development’s (A.LD.'s) Operations Research (OR) Program
focused on the issue of alternative service delivery mechanisms, and more
specifically, on CBD. The OR approach proved extremely valuable in
providing administrators with a low-risk means of tcsting the acceptability
of this new (and potentially controversial) approach on a small scale before
making a major commitment of staff or resources. Moreover, in those
cases where CBD did prove acceptable, the OR study results gave adminis-
trators concrete data that could be used to convince others of the merit of
the approach (Gallen and Reinhart, 1986).

The principal findings from OR projects through 1985 are summarized
in a 1986 issue of Population Reports (Gallen and Reinhart, 1986). The
present paper cites these findings, yet focuses on what has been learned
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since that time in the projects conducted under A.LD.’s OR Program
regarding the following service delivery approaches:

® Clinic-based programs

e CBD

® Market-based programs

® Employment-based programs

While the focus of OR has broadened considerably during the last ten
years to address other aspects of service delivery, studies of the above
approaches have provided us with considerable insight into their merits and
limuations.

THE CLINIC-BASED APPROACH
Charscteristics

The clinic-based approach in fact encompasses a wide range of facili-
ties, from a hospital-based facility in a major urban area to a health post
staffed by a single nurse in a remote rural arca. What clinic-based facilities
have in common is that the personnel serving the public have received
clinical training as physicians, nurses, and in some cases midwives; that they
are capable of dcing a clinical examination in the course of prescribing
contraceptives (if they so choose); that they generally have basic gynecolog-
ical equipment; and that in urban areas, they usually have access to labora-
tory facilities (either on the premises or nearby).

Clinic-based programs can offer a wider range of contraceptive methods
than any of the other service delivery mechanisms because they provide
methods that can be administered caly by clinical personnel (male and
female sterilization, IUDs, implants, and injectables), as well as the so-
called nonclinical methods (the pill, condoms, and spermicides). However,
not all clinic-based programs offer all methods; rather, the available meth-
ods depend on local laws, availability of stock, and previder preferences.

While most users of modern contraceptives worldwide obtain them
from a clinic-based service, this approach has received relatively less
attention in OR than the later, more innovative approaches, possibly
because the controversial nature of the latter approaches has prompted
greater study of their impact and acceptability.
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Research Issues and Main Findings

Two key issues addressed in the OR projects prior to 1986 regarding
clinic-based services were (1) whether specially trained nurses and para-
medical personnel could insert IUDs as safely as physicians, and (2) wheth-
er nurse-midwives and medical students could safcly perform voluntary
sterilization (Gallen and Reinhart, 1986). The bulk of the cvidence
suggested affirmative answers to both questions. The more recent studics
have covered some of the same ground, but most have exiended to new
arcas of interest,

Reproductive Risk. Evidence continues to mount on the impact of
family planning on reducing maternal mortality and morbidity (National
Research Council, 1989). While family planning has traditionally been of-
fered as part of MCH scrvices in many developing countries, programs can
usc risk reduction as an integral part of promoting family planning scrvices.

In countries where family planning services are very limited, the risk
reduction concept may be effective justification for incorporating family
planning into ongoing medical services. Such was the case in an OR
project conducted from 1987-89 in Céte d’Ivoire. The intervention, aimed
at women at high risk of maternal mortality, marked the first time in Cote
d’Ivoire that family planning services had been made available as a routine
part of services provided at government MCH and maternity centers (Cen-
ter for Population and Family Health {CPFH], 1989a). Another demon-
stration project that has integrated family planning into maternities and/or
ongoing MCH services was conducted in Ouagadougou, Burkina Faso,
1986-90 (CPFH, 1989b).

Programs focusing on the concept of reproductive risk have also been
developed in collaboration with the Social Security Institutes of Mexico and
Honduras.

In Mexico (1986-88), the program was designed to improve manage-
ment procedures for the prevention, detection, and treatment of reproduc-
tive risk. In the experimental group, more than 95 percent of the person-
nel (doctors, nurses, social workers, and medical assistants) received
training in the risk concept as it applies to reproduction and {family plan-
ning. Detection and referral of high-risk women became a routine prac-
tice; materials on the topic to inform the public were made available. The
intervention had a significant impact on increasing contraceptive prevalence
in general and among women at high risk (Population Council Operations
Research in Family Planning and Maternal and Child Health for Latin
America and the Caribbean [INOPAL| Project, 1989a).
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In Honduras (1988-89), the intervention consisted of a systematic
cvaluation of reproductive risk among the female population in the Social
Sccurity Institute system; in addition, health personnel gave talks on
reproductive risk to those attending the hospital and outpatient clinics.
The program had a significant impact on knowledge of reproductive risk
among the target population. Contraceptive prevalence remained un-
changed among users of outpatient clinics and among hospital patients at
high risk; it did increasc among hospital patients at normal risk. Of note,
the program also increased promotion of contraception among physicians
(Population Council INOPAL Project, 19890).

Postpartum Programs. Desire for and acceptance of contraception
differ substantially between women who have recently given birth and those
who have not (Ross et al., 1989). Postpartum programs are targeted to
women at a point when they are already in contact with health profession-
als and when their motivation for pregnancy avoidance is theoretically high.
(On the other hand, it should be noted that the efficacy of such programs
has been questioned, given that women may be protected by the anovulato-
ry effects of breastfeeding for a number of months postpartum).

An OR project in Lima, Peru compared 40-day and 6-month contracep-
tive prevalence rates for an experimental group consisting of women
recciving immediate postpartum family planning services and a control
group not receiving those services. Preliminary findings showed a higher
level of prevalence 40 days postpartum among the experimental group than
among a comparison group (Population Council INOPAL Project, 1989c).

An OR project in Ghana demonstrated the feasibility of integrating
family planning services into private maternity homes run by trained,
qualified midwives. The clients of such homes are the main target group
for family planning services. Yet such services had not been offered
previously, largely because the midwife-proprietors had never been encour-
aged or trained to dc so. Service statistics from the early months of the
program showed a ratio of one family planning client for every 1.4 delivery
clients. Moreover, the midwives were successful in reaching a previously
unreached group (CPFH, 1989c).

Alternative Strategies for Offering Vasectomy Services. This subject is
particularly appropriate to Latin America, where vasectomy services are
available through a small number of existing clinics, but acceptance of this
method has been limited. In Colombia, the two strategies tested were
(1) offering a variety of services for men (including vasectomy) at the
traditional female-oriented clinics through a special promotional program,
and (2) offering male-oriented services either at traditional female-oriented
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clinics during special male-only hours or at male clinics, The third group of
clinics served as a comparison. Under both strategies, the clinics hired
specialized personnel, offered a variety of male-oriented services, and
conducted promotional information, education, and communication (IEC)
campaigns. The results showed that the second strategy, using male-only
hours, yiclded a higher monthly average of vasectomies petformed (11.7)
than the first (9.1), though the difference was not statistically significant.
Contrary to expectations, the male-only hours strategy did not result in
higher levels of client satisfaction or in the staffs placing greater impor-
tance on vasectomy as a method. Thus, the results suggest that vasectomy
usc in Colembia may be increased by adopting the first, female context,
strategy; hiring specialized personnel to provide male-oriented services in
the traditional female clinics: and conducting a strong IEC cairpaign to
generate demand for the clinics’ vasectomy and general male services
(Vernon ct al., 1989).

Three OR projects in Mexicn have focused on strategics for increasing
male services, including vasectomy. Collectively, the results suggest that
mass media can be cost-effective in increasing awareness and use of
vasectomy; providing talks to men on ti:e subject in factories and offices
proved to be ineffective in stimulating demand for vasectomy (Population
Council INOPAL Project, 1989d-).

Quality of Care. With the increasing emphasis on quality of care in
family planning service delivery, OR projects also have addressed this issuc.
Onc of the main elements in quality of care is the counseling clicnts
receive. One study of counseling for provider-dependent contraceptive
methods in the Dominican Republic (1988-89) testzd the relative effective-
ness ol cifterent counseling approaches. The results indicated that giving
information alone (showing a video and asking whether there were any
questions) was the least effective approach (and least expensive). Method-
specific counseling was most effective for clients desiring to use the im-
plant, while multimethod counseling that provided information on all
methods available at the clinic proved more useful for users of orals and
the IUD (Population Council IN.OPAL Project, 1989g).

A diagnostic study on the use of TUDs in Nepal (1988-90) focused on
reasons for nonuse of this method, factors that facilitate or impede accep-
tance and continued use, technical competence of clinical personnel,
service provision procedures, and client satisfaction. The study revealed
that a negative image of the IUD prevailed, pre-inscrtion counseling was
incomplete, medical check-ups were insufficient, and education on side
effects was inadequate. These tindings provide guidelines for improving
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quality of care with regard to IUDs (University Research Corperation
[URC], 1989a).

Contraceptive continuation is a key issue related to quality of care.
This was the focus of a study in Lesotho, which attempted to evaluate the
existing situation. It identified the major causes of discontinuation to be as
follows: unanticipated side effects, fcar that the husband will discover the
contraceptives, and periodic nonavailability of the methods (or specific
brands), in addition to desire for another pregnancy (CPFH, 1989d).

The Use of Paramedicals for IUD Insertion. The earlier studies on
this topic were primarily from Asia, Latin America, and the Near East.
Data are now available from a sub-Saharan African country as well, the
Sudan. In the Sudan, the training of nurses ("health visitors") consisted of
the successful performance of at least 40 pelvic exams and 10 IUD inser-
tions under medical supervision. In a subsequent analysis of performance,
the health visitors did as well as if not better than the comparison group of
physicians in terms of correct insertion and absence of side effects requir-
ing removal of the device. However, IUD insertion has not yet been
approved for nurses. Before this can take place, training programs will
have (o be designed, as well as systems for reliable supply of IUDs (CPFH,
1989¢).

Combining Elements of Clinic Delivery with a Community Approach.
Several clinic-based projects have attempted to increase their effectiveness
through outreach activities at the field level. In a project in Sri Lanka,
“satisfied users as contraceptive motivators” (SAMs) were recruited to work
in conjunction with public health midwives (PHMs) in rural areas to
stimulate greater use of family planning. The PHMs trained the SAMs to
make home visits on their own, though under the PHM’s supervision.
During a 13-month study, PHMs working with the SAMs had a higher IUD
acceptance rate than did PHMs who worked alone (Family Health Burcau
of the Ministry of Health and the Family Planning Association of Sri
Lanka, 1985). In numerous cases, the SAMs have created a unique role
tor themselves, promoting methods other than the IUD and speaking on
family planning in public places (URC, 1989b).

In Paraguay, there is only one organization that provides modern
contraceptive methods. A strategy was tested which combined elements of
clinics, community health posts with medical backup, and CBD workers
who resupplied themselves at the posts. After ninc months of service
delivery, the CBD program had increased the number of couple years of
protection (CYP) sold by 36 percent over the same period of the previous
year, and the introduction of posts had allowed the clinics to increase the
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number of IUDs inserted by 27 percent. This strategy also yielded very
cost-effective results (The Population Council INOPAL Project, 1989h).

CBD
Characteristics

CBD programs attempt o0 take the methods to the people, rather than
waiting for the people to come to clinics for the methods. While there are
variations on the CBD model, the approach generally involves identifying,
recruiting, and training members of the community to become family
planning workers. In most cases, these community workers have not had
previous clinical training or experience with health programs. The excep-
tion to this rule is programs that recruit persons from within the commu-
nity specifically for their health-related experience; examples include tradi-
tional birth attendants (TBAs) and members of existing health committecs.

Training programs for CBD workers last from several days to two to
threc weeks. Common elements in CBD training programs include the
benelits of family planning; the correct use of the specific methods; side
effects and complications of the methods; mechanisms for referral to a
higher level; and procedures for recording such data as the number of
acceptors and the quantity of each contraceptive sold.

At the end of the training, the CBD workers are given a supply of
contraceptives (generally pills, condoms, and/or spermicides), a weather-
proof container in which to store them, and the data collection forms used
for recording transactions. They then proceed with the sale of contracep-
tives within their communities. Some programs use the community depo!.
approach, where users must take the initiative to visit the post (either the
distributor’s house or a small shop) to purchase their contraceptives. A
more aggressive approach is household distribution, where workers system-
atically canvas the neighborhcods, using maps of their assigned areas; under
this system, the CBD worker not only educatecs the population on the
benefits of family planning, but also sells contraceptives during the home
visits to those who are interested (and in the case of the pill, who are free
of contrairdications). Some programs combine thesc two approaches: they
encourage distributors to make home visits, but they do not require it
(since many of these workers are volunteers).

In general, CBD workers do not receive a fixed salary, though in many
programs they are allowed to retain a percentage of their earnings as a
motivation to remain active in the program. Other programs depend on
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noamonetary incentives, such as encouragement through {requent supervi-
sion, community recognition, newsletters, awards, and so forth.

The CBD apoproach began to develop in the 1960s. During the 1970s,
a number of CBD programs came intc existence in certain Asian, Latin
American, and North African countries. By contrast, CBD is relatively new
in sub-Sahaier Alvica, where few countries have active CBD programs, and
those that exist are less than 10 years old. It is estimated that CBD now
operates in over 70 Jocations in 40 countries (Ross et al., 1987).

The CBD approach offers the following advantages:

@ The population has greater access to contraceptives through an
increased number of scrvice points.

¢ The financial and psychological costs associated with a clinic visit
are largely climinated.

® ‘The distributor is generally a respected member of the neighbor-
hood who enjoys the trust of the community.

The main disadvantages of the CBD approach are as follows:

® The service providers have less training than clinic personnel in
screening clients, identifying contraindications, and managing side
effects.

e Some potential clients are reluctant to have a fellow member of the
community know that they use family planning,

® The initial costs of setting up CBD programs are high.

® Turnover among trained ”BD workers is high, given that they do
not receive a salary for their efforts.

Research Issues and Main Findings

Becausc CBD relies on nonclinical personnel for the delivery of
services, il has met with opposition from the medical community in many
countries where it has been established. Thus, much of the early OR on
CBD was designed to convince government officials and other high-level
decision makers that CBD is a safe, useful, and acceptable means of
delivering family planning services. OR still serves this purpose in coun-
tries (largely in Africa) where CBD s being introduced for the first time.
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In recent years, however, the bulk of the OR on CBD has focused on
issues of increased effectiveness, including the following: (1) demonstrating
the impact of CBD on contraceptive prevalence, (2) assessing the impact
of houschold distribution and/or home visiting, (3) identifying the charac-
teristics of successful distributors, (4) assessing the mix of services and
suppiies, and (5) testing alternative methods of training and supervision. 1t
has now become standard practice in many CBD programs with an OR
component to determine the cost per CYP. Because cross-national com-
parisons of cost per CYP can be misleading, these results are not presented
herein.

Impact of CBD on Contraceptive Prevalence. Research conducted
prior to 1986 in Egypt, Morocco, Tunisia, Bangladesh, and Mexico docu-
mented that CBD can increase contraceptive use, especially in rural arcas
(Gallen and Reinhart, 1986). Recently, similar findings have become
available from three sub-Saharan countries: the Sudan, Rwanda, and
Zaire. This is particularly noteworthy given that contraceptive use from
any source has been very limited to date in the majority of Alrican coun-
tries, and that CBD has come into use in sub-Saharan Africa only during
the past 10 years.

In the Sudan, a pilot project covering a population of 100,000 was
initiated in 1980 in 90 villages north of Khartoum. Contraceptive preva-
lence prior to the intervention was 10.6 percent among married, nonpreg-
nant women. A year after the intervention, it had increased to 13.7 per-
cent; by 1986, it was at 20.1 percent; and in 1987, it had reached 27.6 per-
cent. In 1984, the project was replicated in an additional 60 villages with
the same dramatic results. Prevalence increased [rom 10.9 percent in 1984
to 27.1 percent in 1987 (CPFH, 1989f).

In Rwanda, government officials are highly committed to family plan-
ning, but only 4 percent of married women of reproductive age (MWRA)
used modern contraceptive methods as of 1988. An OR study was de-
signed to test two interventions: (1) education/motivation with referral to
existing health centers, and (2) education/motivation with actual distribu-
tion of pills, condoms, and spermicides. Prevalence increased from approx-
imately 4-5 percent (estimated {rom service statistics) to 36 percent in the
area receiving education with referrals, and to 12 percent in the arca with
education/distribution. In the comparison group, prevalence increased from
710 10 percent in the same period. The success in the first experimental
area is attributed to (1) a higher level of education among MWRA in this
area; (2) superior performance on the part of the workers; and (3) strong,
sustained support from local authorities (CPFH, 1989g).
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In Zaire, the first CBD program was established in the port city of
Matadi and a neighboring ruraf area of Nsona Mpangu in 1981-82. During
Phase I (1981-83), prevalence increased {from approximately 4 percent in all
areas to 18 percent in the urban and 12 percent in the rural arca (Bertrand
et al., 1986). During Phase II (1985-89), prevalence further increased to
23 percent in Matadi, one of the highest levels reported for an area in a
franchophone African country. No increases were found in the rural arca;
this was due to a change in the chief health officer of the zone, which had
a severely detrimental effect on the program (Tulane University, 1989).

The Impact of Household Visits. In the Zaire project mentioned
above, two strategies were tested: (1) increased access to contraception at
fixed outlets, plus systematic houschold distribution, vs. (2) increased access
lo contraception at fixed outlets, but no household distribution. In both
the urban and rural areas, the fornier strategy yielded a slightly higher
prevalence rate (approximately 2 points difference), which was not statisti-
cally significant. Moreover, this ctrategy was more expensive because of
the salaried employees involved, resulting in a high cost per CYP. Because
of this, in subsequent CBD efforts in Zaire, the salaried workers were
replaced by community volunteers, who were encouraged to do home
visiting (Bertrand et al., 1986).

Data {rom a CBD effort conducted in Ecuador (1986-89) also yielded
mixed findings on this issue. In this study, therc was no significant differ-
ence between the home visiting and non-home visiting group in terms of
CYP distributed. However, with the CYP of the clinic clients from the
home visiting and non-home visiting parroguias (areas) included, home
visiting was shown to have a positive impact on total CYP (The ropi!ation
Council, 19891).

An OR project in Mirebalais, Haiti compared the alternative strategies
of (1) employing satisfied users (aide-promotrices) to make home visits for
resupply vs. (2) conducting group meetings on family planning. The results
of this study suggest that satisfied users conducting home visits for the
purpose of information and resupply can be effective in increasing contra-
ceptive prevalence (CPFH, 198%h).

Indonesia has one of the most effective family planning programs in the
developing world, yet this program has been more successful in rural than
urban areas. To increase its effectiveness in the latter areas, scmi-
commercial outreach workers (NUCDs) were trained to contact eligible
couples periodically, provide IEC, make referrals to family planning cen-
ters, and distribute contraceptive supplies. In a subsequent survey of the
target population, 62 percent had been visited by NUCDs. However, the
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design does not allow for an assessment of the impact of the intervention
on prevalence (URC, 1989c).

Characteristics of Successful Distributors. In almost all CBD pro-
grams, some distributors recruit numerous acceptors, while others recruit
few. One study of distributor perforiiance in Bangladesh showed that
high-performance fieldworkers visited their clients more often than their
low-performance counterparts. Moreover, they tended to make the visits
better-equipped and to spend more time with each client (URC, 1989d).

An OR study from Latin America was designed to tes' the hypothesis
that men distribute more condoms than women and that they arc more
successtul in recruiting male clients  Preliminary results indicate that men
did distribute more condoms than women, while women distributed more
pills than men. On balance, the two groups sold approximately equal
numbers of CYP (Population Council INOPAL Project, 1989)).

In Zaire, only women were uscd as distributors in CBD programs prior
to 1987. At that time, men, too, were recruited and trained as distributors
in selected sites. Preliminary data indicate that women on the average scll
a slightly higher volume of contraceptives (based on CYP) than men, but
that the difterence is not sufficient to exclude men in the future. Number
of children, education, and religion were not predictors of distributor
performance (Bertrand et al., 1989).

The findings on the relative effectiveness of male vs. female distributors
are mixed. There is no cevidence from these recent studies to contradict
the observation of Osborn and Reinke (1981) in their review of CBD
programs: "..agents with a wide range of characteristics have been excel-
lent promoters, while other women with similar qualifications have had
rapid turn-over rates. The tentative conclusion is that intangibles such as

maturity, tact, perseverance and enthnsiasm are equally effective."”

Mix of Services and Supplies. Previous CR studics have indicated that
offering other health services can provide credibility for family planning,
and can help develop rapport between community workers and clients. 1t
also has been demonstrated that phasing in a small number of new services
over time may be the most feasible way to implement an integrated CBD
program (Gallen and Reinhart, 1986). A key issue here is whether it is
useful or detrimental for CBD workers to sell other health products (such
as oral rchydration salts, antimalarial drugs, and aspirin) in addition to
contraceptives. The conclusions on this issue are mixed.
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In Zaire, seven of the eignt health zones experimenting with CBD used
the integrated approach. Anecdotal evidence from project personnel
suggested that having illness treatments in addition to contraceptives made
the job easier for those at the field level (Bertrand et al., 1984). By the
same token, the most successful program (in the city of Matadi) was the
one that did not include illness treatments, indicating that inclusion of
these services was not essential to the ultimate acceptance of the program
by the population, at least in an urban arca (Tulane University, 1989).

The CBD project in the Sudan demonstrated that oral rehydration
therapy (ORT), if properly introduced, could be understood and accepted;
approximately 75 percent of mothers reportedly knew about and used ORT
within a year of its introduction. Phased training and the sequential
introduction of interventions were deemed to be important to the success
of the program (CPFH, 1989f).

On the other hand, in at least one case, Ecuador, the addition of extra
interventions apparently overburdened the CBD workers and resulted in a
decrease in program output, compared with a period in which they had not
had these additional items to sell (Population Council INOPAL Project,
1989i).

Training and Supervision. Earlicr OR studies on this topic have
confirmed the following points (Gallen and Reinhart, 1986):

® Job-related training is one of the most important determinants of
workers’ knowledge and/or performance.

® Training programs that develop specific practical skills appear to be
more effective than training that emphasizes theory.

® Repeated trainirg is needed to maintain community workers’ skills
and knowledge.

e Continuing supervision is necessary to keep workers active,

® Routine supervisory activities, such as resupply and clerical work,
can sometimes be performed less often, saving money without
hurting community workers’ performance.

Two projects in Latin America have dealt with the issues of training
and supervision of CBD workers. In an OR project conducted in the
indigenous areas of Guatemala. one group of CBD workers received
routine training (a threc-day course given every six months in the provin-
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cial capital) and a competency-based supervision approach. The second
experimental group reccived the competency-based supervision approach
and a new training strategy, which consisted of three sessions of one day
each, given once a month in locations closer to the community. A third
(comparison) group had routine training and supervision, according to
methods in use by the organization at the time. The phased training did
not result in higher knowledge acquisition, whereas competency-based
supcrvision did, and knowledge was found to be positively associated with
sales of contraceptives (Population Council INOPAL Project, 1989k).

A project in Peru experimented with two training systems for CBD
distributors: (1) initial group training, followed by group retraining, and
(2) initial group training, [ollowed by individual, on-site retraining by
supervisors using an immediate feedback form. Scores on standardized
knowledge tests indicated that the two groups had equivalent levels of
knowledge at the onset of service delivery. However, four months later,
the control group had lost an average of four points in knowledge, while
the experimental group had gained three points. This study underscores
the utility of the feedback form that permits supervisors to identify and
correct specific deficiencies in individuals’ family planning knowledge, and
the study recommends using individual retraining to replace group retrain-
ing (The Population Council, 1989).

The above two studies underscore the need for knowledge reinforce-
ment in order for knowledge to be maintained, and suggest the use of a
carefully structured instrument to conduct supervision (Population Council
INOPAL Project, 1989k).

A study conducted in the Dominican Republic (1987-88) also focused
on methods of supervision and retraining of distributors. The study design
included two experimental groups sharing the same control group. The
first intervention consisted of using a new system of supervision, in which
visits to promoters varied with the promoter’s performance, instead of the
existing system, in which all promoters were visited with the same frequen-
c¢y. The second intervention focused on retraining of distributors, with the
aim of modifying their behavior so that the distributor would require less
supervision and assume promotional tasks. Regarding supervision, the
system of one-on-one reinforcement of knowledge proved to be more
effective than the traditional method of providing retraining to large groups
of promoters. In addition, those who received the special training had a
higher level of couple months of protection (CMP) and more promotional,
follow-up visits (Population Council INOPAL Project, 1989m).
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An OR study in Lesotho (1989) did not entail a test of strategies, but
an analysis of what had gone wrong in an earlier attempt to establish a
CBD service. This study identified a lack of adequate training and supervi-
sion as key elements in the failure of the earlier program (CPFH, 1989i).

MARKET-BASED PROGRAMS
Characteristics

Market-based distribution is a relatively new variation in service deliv-
ery. It combines elements of CBD (the sale of contraceptives by communi-
ty volunteers) with elements of social marketing (the harnessing of an
existing commercial network for the sale of contraceptives). This approach
was first developed in Ibadan, Nigeria, in a project initiated in 1985
(Ladipo et al., 1990), and this model has provided a number of valuable
lessons. It has since been tested with modifications in Ilorin (CPFH, 1989)
and Lagos, Nigeria (CPFH, 1989k), as well as in the neighboring country of
Ghana (CPFH, 19891). One experiment with market traders is also avail-
able from Latin America (The Population Council, 1989n).

Under the Ibadan model, existing market traders are recruited and
trained as agents to sell contraceptives (orals, condoms, and vaginal foam-
ing tablets) and selected medications (malaria treatment, oral rehydration
salts), in addition to their regular wares. These individuals (primarily
women) undergo a training program of sevei.l weeks on reproduction,
contraception, ORT, first aid, and treatment of malaria. At the close of
the training, they are given a supply of contraceptives, a sturdy case to hold
them, a sign advertising their services, and a certificate indicating that they
are trained. Under this model, these market traders sell contraceptives
along with their regular wares.

Research Issues and Main Findings
The Ibadan market project addressed three main questions:
® Would market traders be willing to sell contraceptives?
® Would people purchase contraceptives in the marketplace?

® What characteristics of traders and markets would be best suited to
sales of contraceptives?
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The findings from this project clearly demonstrated that traders were
willing to sell contraceptives and that people would buy them in the
marketplace. Sales statistics indicated approximately 900-1000 transactions
per month among a group of some 200 traders. Female traders had a
higher mean number of transactions than male traders, though the latter
played an important role in ensuring support f{or this approach. (In con-
tra<i, in the Lagos project, preliminary data showed males had a higher
average level of sales; in the Tlorin project, mea sold more pills, while
women sold more condoms.)

In the Ibadan project, the personal characteristics of the distributor--
age, education, and religion--were not determining factors in performance.
Rather, the subjective characteristics of personality and salesmanship
played a more important role. By contrast, in the llorin project, younger
traders had lower average sales, possibly because they lacked credibility
with their customers.

The Ibadan project provided a number of provocative findings, some of
which have been confirmed or refuted in the subsequent market-based
projects:

® The project proved to be more acceptable to the population than
might have been expected on the basis of focus group discussions
among shoppers and traders, in which a main theme was that
Nigerian women were unlikely to purchase contraceptives openly.

® Even when there was a steady stream of consumers around the
marketplace, the volume of sales of any product was low [or many
traders. This contrasts markedly with the common impression of
constant sales activity in the marketplace. The same proved true in
the Ilorin markets.

¢ The traders were given the title of "health agents,"” which conferred
a certain prestige. This appears to have been equally if not more
important in attracting and retaining them in the program than the
25 percent commission they received on sales.

® The acceptability of the program appeared to be enhanced by the
fact that it offered medications in addition to contraceptives, and
that it was identified with a well-known medical institution locally.
In the Ilorin project, some agents dropped out when they were not
permitted to sell one of the illness treatments (malaria medication)
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in which thev werc trained, stating that the sale of contraceptives
only would negatively atfect the sales of their normal wares.

® A large percentage of the customers for contraczptives were in fact
fellow traders.

e Over the life of the Ibadan project, the proportion of all sales that
were contraceptives increased from one-third to almcst one-half.

e The more successful agents in the Ibadan project tended to take
their products home to sell to family and friends, thus increasing
tiweir pool of potential clients. By contrast, the florin traders
claimed that their sales were restricted to the marketplace.

The Ibadan project has served as a model for subsequent efforts in
Ilorin and Lagos in Nigeria, and in Accra in Ghana. As a variation on the
original model, the Ilorin project used community health educators (CHEs)
to inform shoppers of the agents’ services and to encourage their usc.
Markets with CHEs sold approximately 70 percent more than did markets
without them.

In the Ghana project, the market activity was developed as an extension
of social marketing. In this proje=t, vendors were resupplied by pharmacies
in or near cach market, thus allowing the pharmacy to make some profit as
well. In addition, this project was heavily supported by a special media
effort, including handbills and posters, as well as radio and TV spots.
Interviews with shoppers suggest that these messages did increase aware-
ness; of those who knew of the family planning services in the market,

54 percent cited the media as their source of information.

The only market project outside Africa (reported in the OR literature
to date) involved market traders receiving small business loans in Lima,
Peru. The traders were trained as distributors, received their first stock of
contraceptives free, and then had to pay for resupplies from their profits.
The cost per CYP was low, which boded well for sustainability. However,
four promoters accounted for 85 percent of all supplies parchased, and
47 percent of the traders did not return for a second supply. The research-
ers concluded that market women and street vendors are no more effective
than traditional CBD distributors in providing services to individuals and
couples, although some market women may be very effective whoiesalers of
contraceptives (Population Council INOPAL Project, 1989r:).

The pusitive experiences with market traders in Africa are particularly
noteworthy in light of the disdain often voiced when contraceptives are
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sold informally in African marketplaces, a practice that is common in some
countries. In the latter cases, it is often assumed that the contraceptives
were obtained by dubious means; that by the time of sale the products have
been exposed to sun and rain; that the individual selling them has little
knowledge as to their correct use; and that the sole motive for their sale is
financial. The OR projects with market traders have capitalized on their
role in the local economy while legitimizing them as providers of family
planning services.

EMPLOYMENT-BASED PROGRAMS
Characteristics

Employment-based programs are not new; in fact, they originated in
the 1950s in India when large plantation owners offered family planning
services to their workers. Since then, many factories have added family
planning services for their employees in developing countries around the
world, with more programs having been established in Asia than in any
other region of the world.

These family planning services may be provided by hired stafT, by
worker-volunteers, by union leaders, through a contract with a family
planning organization, or through social security health facilities. They arc
generally targeted to employees and their family members, and sometimes
to those living near the work site. A 1987 issue of Population Reports
provides an excellent summary of employment-based family planning
programs (Reinhart et al., 1987).

While employment-based programs have been in operation for over
30 years, most of the research in this field was done during the past
decade. Two large A.L.D.-funded projectz, Techaical Information on
Population for the Private Sector (TIPPS) and Enterprise, have greatly
expanded the base of experience with employment-based programs. In
addition, there have been several work site projects conducted within the
OR Program.

The OR work has focused on two forms of employment-based services.
In one, family planning services are integrated into =mployee health care
facilities, which may be 1un by paramedical staff (i.e., a clinic-based ser-
vice). In the second, the company allows worker-volunteers (o be trained
to provide on-site education and distribution, similar to CBD. As such,
these work site programs zombine elements of the clinic-based and CBD
approaches. The purpose is generally to increase the use of contraceptives
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among a very specific target group (the population at the work site) by
facilitating access to the services.

Research Issues and Main Findings

While OR on this topic is limited, the main issues have been the
following:

® Do employment-based programs increase prevalence?

© What is the relative cost-effcctiveness of the clinic-based and CBD
models of service delivery within the work site?

® How sustainable are these programs?

Two OR projects have compared the impact and cost-effectiveness of
clinical vs. CBD-type services within the work site. One was conducted on
the Mexican side of the U.S. border in magquiladoras, which are assembly
plants employing 60-65 percent female workers (Rosenhouse et al., 1988).
The second took place in selected factories in the Caribbean country of
St. Lucia (Landry et al., 1987).

In the Mexican project, the clinical approach consisted of training and
supplying plant-paid medical personnel working in the magquiladora clinics.
The alternative was a promoter program, employing plant workers as
promoters to be trained, supervised, and supplied by the local family
planning organization. The promoter program yielded a higher level of
CYP than the clinical approach. It was also more expensive (31 percent
more costly than the clinical approach), but because of the higher output,
the cost per user was actually lower than in the clinical program (Rosen-
house et al., 1988). Moreover, the promoters attracted a greater number
of male users, and they enjoyed a moie comfortable rapport with their
clients.

In the St. Lucia project (conducted from 1983-85), the factories were
small and did not have existing work site clinics. Thus, the clinical ap-
proach consisted of two visits a month per factory by a family planning
nrurse. In the second group, a workzr was selected and trained as a pro-
moter to sell contraceptives at the factory on a continuous basis. The
approach based on the worker-promoter resulted in higher prevalence and
was more cost-effective than the clinic-based approach. This difference can
be attributed partially to the continuous access clients had to the worker-
promoter, which was not the case with the visiting nurse (Landry et al.,
1987).
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A similar factory-based study was conducted in a second Caribbean
country, Barbados. One strategy consisted of using peer distributors, while
the second consisted of contraceptive distribution carried out by an educa-
tor {rom the local International Planned Parenthood Federation (IPPF)
affiliate during a monthly visit. Again, the peer distributor approach was
more cost-clfective than the monthly distribution (at least among persons
who had already accepted family planning), based on both cost per user
and cost per CMP. However, the educator proved more effective in
recruiting new acceptors to family planning. And, as in the St. Lucia case,
the cost per new contraceptive acceptor was high (Population Council
INOPAL Project, 19890).

In contrast to these projects. which tested the CBD vs. clinical ap-
proach to service delivery at the work site, a project in La Paz, Bolivia
(1987-89) called for use of both strategies in four unions. Of particular
note, the unions with the most active promoters also had the most success-
ful clinic program, suggesting a spillover effect of the promoters’ efforts
(Population Council INOPAL Project, 1989p).

While employment-bascd services have succeeded in increasing contra-
ceptive prevalence, a major drawback has been the high cost. In the case
of St. Lucia, the total number of factories in the country is limited, and the
number of employees per factory is smali; thus the cost per CYP was very
high. High costs were also cited in the Mexico example.

A problem related to high cost is underutilization of the service. The
Association for Women'’s Development (ADIM) project in Lima, Peru set
up a clinic for loan recipients at their oltice headquarters (Population
Council INOPAL Projcct, 1989n). In a one-year period starting in October
1986, overall contraceptive prevalence among MWRA increased from
44.9 to 70.6 percent, a very impressive change. However, within three
months, visits to the clinic began to platcau, and the clinic became a
vehicle for maintaining, not increasing prevalence. Moreover, the clinic
saw only 1.6 patients and 0.94 family planning clients per hour. The study
concluded that "in-house family planning ciinics or special groups can be
highly effective in increasing contraceplive prevalence...however, when the
target population is relatively small, in-house services rapidly become
inefficient."

One alternative to workplace-based family planning services is a
hospital-factory link, whereby contraceptive services are provided by a
private hospital or clinic outside the work site location. In an OR oroject
in Indonesia consisting of a cost-benefit study, it was projected that three
years after program initiation, factories in the program would receive a
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positive return on their family planning investment, based on benefit/cost
ratios greater than one. Other hypothesized benefits included reduced
employee absentecism and turnover, increased worker morale and perform-
ance, reduced maternal and child health expenditures, and improved health
status of workers and their dependents (URC, n.d.).

The main conclusions from the OR studies to date on employment-
based services arc as follows:

e The CBD approach within the work site is useful in that it provides
continuous access to family planning services and easy communica-
tion among peers.

e The cost of either the CBD or clinic approach at the work site may
be high relative to other service delivery mechanisms, especially if
the target population is small.

CONCLUSIONS

OR has served as a useful vehicle for introducing new and potentiaily
controversial mechanisms of service delivery. This is amply demonstrated
by OR on the CBD approach in Asia, Latin America, and North Africa in
the 1970s. OR continues to be useful in this same context in sub-Saharan
Africa today. However, the trend is now to go beyond using OR simply to
demonstrate the feasibility and cultural/political acceptability of these
alternative modes of service delivery; rather, OR is being used as a tool for
identifying ways to make these alternatives more efficient and effective.

Future directions of OR on service delivery modes will parallel the
main issues in service delivery for the country in question. For example, in
many African countries, the main issue coniinues to be the expansion of
culturally acceptable services in areas where family planning has received
limited attention to date. Much attention may be focused simply on
strengthening basic components, such as training, supervision, logistics, and
simple management information systems. By contrast, countries in Latin
America and Asia with advanced family planning programs will profitably
focus on a different set of issues, such as the most appropriate service
delivery modes for reaching new, underserved populations, including
adolescents and males; testing greater privatization of services among
already-motivated populations; increasing the sustainability of well-estab-
lished programs; incorporating the prevention of AIDS and sexually
transmitted diseases (STDs) into family planning services; and other topics
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of country-specific interest. Whatever the level of program development,
OR represents a valuable tool in strengthening service delivery systems.

NOTES

'The assistance of Ms. Desiree Loeb in the preparation of this paper is
gratefully acknowledged.
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2. EFFECTIVE FAMILY PLANNING SERVICE COMPONENTS:
GLOBAL LESSONS FROM OPERATIONS RESEARCH!

John W. Townsend

The Population Council

INTRODUCTION

The purpose of this paper is to review the results of operations re-
search (OR) in improving the effectiveness of family planning program
components. OR is the systematic application of research methods to
improve programs and policy, and better satisfy the needs of users. Com-
ponents of delivery systems are organizational subsystems that use re-
sources to facilitate program operation. They include personnel selection,
training, and supervision; information, education and communication (IEC);
method opticns, access, and logistics; organization and composition of
services; and research and evaluation. Issues of broader program manage-
ment and community relations, often considered components, are not
addressed here. While this paper focuses on OR on delivery system
components supportea by the U. S. Agency for International Development
(A.LD.) and the World Health Organization (WHO) during the past
20 years, it also includes the results of other applied family planning
research that addresses issues related to the performance of these compo-
nents.

THE SUPPLY OF FAMILY PLANNING SERVICES

The mean prevalence of use of modern methods in developing coun-
tries, excluding China, is now about 30 percent (Population Reference
Bureau [PRB], 1989). This is a remarkable feat, given that contraceptive
use was very low in almost all developing countries prior to 1970. This
trend ic due in part to organized family planning programs, and in part to
the modernization accompanying socioeconomic development. Despite this
global increase in contraceptive prevalence, policy makers and program
directors feel that important problems still exist in the supply of family
planning and maternal and child health (MCH) services. These problems
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can be categorized as weak or nonexistent national policies and support for
family planning, problems of accessibility and acceptability of services, and
problems of management and resource utilization.

Virtually all family planning agencies, regardless of their stage of
development, need to deal with one or more of the following problems:

o Limited coverage and low utilization of family planning services,
particularly among groups with special needs

¢ Inadequately trained staff

® Auvailability of a limited number of family planning methods, and
inadequate information about them

® Lack of mechanisms to facilitate continuous use of contraception
e Containment of costs, cost-effectiveness, and sustainability

e Difficulty in using information on program performance for decision
making

Modern management places a premium on innovation (Peters, 1987).
Innovation in family planning delivery systems must adapt to the changing
environment, and this requires new perspectives, in every function, by every
person. For example, increasing demand for methods, coupled with re-
duced donor support for supplies and services, requires immediate adjust-
ments in the way programs are designed and costs are analyzed. Given
continued rates of population growth above 2 percent and the prospect of
serving over 3 billion couples in developing countries, program managers
urgently need new strategies to increase the coverage and quality of care,
while coping with limited budgets.

OR: SYSTEMATIC CHANGE IN SUPPLY
OR and Components of Service Delivery Systems

Family planning programs supply the information, methods, and services
that individuals and couples need to control their fertility. They have been
characterized as systems with many interrelated parts and complex relation-
ships with the social, economic, and political environment, as well as with
individual users (Simmons and Lapham, 1986). Figure 1 illustrates how
components of supply influence contraceptive use. Population policies, the



Effective Family Planning Service Components / 47

POPULATION POLICIES

Pollitical Support CURRENT STATE OF
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\ FAMILY PLANNING PROGRAMS /
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PROVIDER-CLIENT AVAILABILITY OF
TRANSACTIONS CONTRACEPTIVES AND
STERILIZATION
QUALITY OF
CARE

{

USE-EFFECTIVENESS
Acceptance
Compilance
Continuatlon

Figure 1. Supply Side Elements of Family Planning Effectiveness

environment--including available contraceptive technology--and OR each
contribute to the way programs are structured and management mobilizes
program components to provide services to users. By increasing the avail-
ability of contraceptives and improving the quantity and quality of provider-
client interactions, overall quality of care is enhanced, and contraceptive
use is increased.

The process of service delivery refers to the way services are actually
provided, that is, the specific content of exchanges between providers and
clients, and the adequacy of these exchanges for ensuring effective con-
traceptive use. The process is the link between inputs, including program
components, and outputs, such as the continued use of contraceptive
methods. As noted above, components of delivery systems include the
following:

e TFersonnel selection, trairing, and supervision
e IEC

® Method options, access, and logistics
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® Organization and composition of services

® Research and evaluation

In many countries, family planning programs began in small private
clinics. As contraceptive use became more acceptable, demand increased,
and services were extended to the community through outreach efforts.
Simultaneously, commercial programs took advantage of the demand for
methods, and there was increased competition in the private sector. With
the development of more sophisticated delivery systems, the need for more
functional program components became increasingly acute. Components
evolved then as subsystems of family planning organizations. Table 1
illustrates the major management tasks and information needs of programs
at different levels of development.

Relationship of Components to Delivery Systems. Delivery systems,
once established, generally are manipulable by managers only through pro-
gram components. Furthermore, these components are present in all de-
livery systems because they tend to be functions rather than structural char-
acteristics of organizations. Although they are cne step removed from
clients, they intimately affect the quantity, quality, and cost of services.

Table 1. Development of Programs

Stage (Prevalence)

Management Focus

Information Needed

Pre-emergent
(0-7%)

Launch
(8-15%)
Growth
(16-34%)
Consolidation

(35-45%)

Maturity
(> 45%)

Develop relations
with national groups

Obtain and mobilize
limited resources
Expand resources;
change with growth
Strengthen

operational systems

Redefine objectives

Description of
problem

Identification of
weaknesses; evalua-
tion of effort

Analysis of tensions
implicit in growth

Monitoring of effi-
ciency and effective-
ness

Analysis of adequacy
of procedures
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The content of the subsystem changes with the delivery system. For
example, contraceptive social marketing (CSM) programs are less con-
cerned about selection of personnel in that most outlets are self-selected,
but are more concerned about training and supervision. Most research on
components has focused on community-based distribution (CBD) programs,
less on components within clinics, and very little on CSM. Moreover,
components in these areas are often developed by what is considered "good
professional practice,"” rather than research.

These components commonly develop at different rates. For example,
new organizations have very simple training components and often provide
a small range of methods. As an organization matures, there is a need for
more sophisticated activities in IEC, training, logistics, and referral net-
works, among others.

Interrelationships Among Program Components. Program compo-
nents are often centralized in their design. Because of their functional
nature, they tend to be highly specialized. For example, administrators
rarely address issues of logistics and training in the same forum. As a
result, little sharing of information occurs among those responsible for
specific components.

In contrast, at the local level, the components are often completely
integrated. In decentralized organizations, midlevel managers must know
about all of them, and the same person may be responsible for many of
them.

All components are essentially cost centers, generating demands for
resources, and at the same time presenting opportunities for savings. For
example, if personnel selection is poor and supervisica is inadequate, the
cost of retraining in CBD programs becomes unwieldy (Lewis, 1987).

OR in the context of program components is essentially concerned with
improving quality and efficiency (Gillespie, 1987). Components are the
functional leverage points through which a manager can influence service
delivery. Managers can manipulate the content, frequency, and extension
of the components, as well as make investment decisions based on the
perceived impact and probable costs of a component. As a result, policy
makers can link service delivery targets to costs and select the most cost-
effective way to achieve a specified level of output. Improvements in
components also produce services of better quality, as they are powerful
points for intervention.
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Sources of Information on OR and Service Delivery Components

Although OR closely followed the development of organized family
planning programs, systematic cmpirical work on service delivery programs
and their effects is still limited. The first comprehensive summary of
findings from family planning research was prepared by Ross et al. (1972).
It provided an initial compilation of knowledge about fertility change,
program strategies, and contraceptive use dynamics, with major emphasis
on carly program efforis 10 East and South Asia.

Nearly 20 years later, the Maximizing Results of Operations Research
(MORE) conference examined the over 200 OR studies supported by
A.LD. and WHO since the early 1970s (Gallen and Rinehart, 1986), and
nearly 100 additional OR projects now being completed (MORE, 1989).
OR during the past 20 years has solidified the evidence on many early
findings, and clarified the variable nature of others.

Table 2 provides an overview of where investments in OR have been
made from 1974 to 1986. Of the 140 projects reviewed in the Population
Reports edition on OR, half dealt with introducing or modifying delivery
systems. Nearly 50 percent dealt directly with management and related
issues, such as fees and financing, cost-effectiveness, or institution-commu-
nity relations. The largest number of projects dealt with specific program
components. The selection, training, and supervision of personnel was the
topic of 73 percent; IEC of 14 percent; composition of services of 13 per-
cent; and method options of 9 percent. Despite the large investment in
family planning program design and service delivery, there is a limited body
of literature from OR, and with the exception of research on personnel
issues, there have been relatively few studies conducted on the individual
components of service delivery systems.

It is of interest to note that the distribution of experiences is also
skewed by region. Selection, training, and supervision have been a focus of
interest in all the Latin America projects, while in Asia only 59 percent
studied these issues. In contrast, in Asia contraceptive method options
were a concern of 20 percent of the projects, but only a few OR projects
in other regions dealt with this component. Most of the African projects
(78 percent) were concerned with basic management issues related to
program start-up, while in the Near East and North Africa, only 29 percent
of the projects focused on management issues. The clustering of issues
corresponds to the concerns of local managers, and is very likely a reflec-
tion of the different stages of program development.



Table 2. Distribution of OR Projects (1986)

Selection,

Delivery Training & Method Service Management/
Region/Topic Systems Supervision IEC Options Composition ~ Community
Africa 48% 74% 4% - 22% 78%
(n=23)
Near East/ 59% 88% 6% 6% 18% 29%
North Africa
(n=17)
Asia 39% 59% 20% 20% 8% 39%
(n=49)
Latin America 73% 100% 20% 5% 15% 61%
and Caribbean
(n=41)
TOTAL 50% 73% 14% 9% 13% 48%
(n=140) (70) (102) (20) (13) (18) (67)

NOTE: Several topics may be involved in any project, so that the rows do not sum.

g
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In the following section, the results of specific OR projects on each
major component are highlighted.

RESULTS FROM OR BY COMPONENT
Selection, Training, and Supervision of Personnel

Many types of personnel are capable of providing high-quality family
planning services.

From the client’s perspective, the individual provider is often the only
contact with the delivery system. The issue of personiel selection--who
should be the provider--continues to be much debated. A number of stud-
ies have demonstrated that community health workers can safely provide
orals, condoms, and injectables, and that paramedical personnel (nurses,
midwives, and health visitors) can successfully insert JUDs (Treiman and
Liskin, 1988). Also, by initiating and resupplying users in the community,
user knowledge and contraceptive prevalence can be increased, and con-
tinuation rates at 12 months can be as high as 80 percent, as in St. Vincent
(Bertrand et al., 1986).

Nurse midwives in private maternity homes in Ghana have been
tremendously successful, recruiting over 8,000 new users among the first
134 midwives trained in family planning. Not only have about 80 percent
of the clients been new users of family planning, but the continuation rate
among these users of temporary methods was 69 percent at nine months
(Center for Population and Family Health [CPFH], 1989). On the other
hand, despite obvious cultural advantages, working with traditional birth at-
tendants (TBAs) has not always Lezn successful in Cote d’'Ivoire, Ghana,
Nicaragua, and Guatemala because of high dropout during training, feelings
of inadequacy due to illiteracy, and reluctance to promote family planning
services, even when trained (Heiby, 1981; CPFH, 1989).

Female service providers are often viewed as more acceptable to
clients than males. The actual performance of female providers is often
better than that of male providers in clinics, and differs little from that
of males at the community level.

There is considerable support for the principle that females are more
acceptable providers of most family planning services for females, partic-
ularly for orals and barrier methods (Repetto, 1977). Even for clinic
services, the International Planned Parenthood Federation (IPPF) affiliate
in Paraguay (Centro Paraguayo de Estudios de Poblacién [CEPEP)) found
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that young women physicians were more successful at promoting the use of
family planning posts than older male physicians (CEPEP, 1989). Similar
results were observed in Indcnesia, where IUD services were offered by

30 percent of the doctors and 74 percent of nurse midwives; the services
were also cheaper at nurse midwives’ clinics (Kak, 1989). In Mexico,
women who serve as community doctors seem 10 be better accepted since
the majority of the patients are women and children (Arango, 1989).

At the community level, however, studies of public providers in Zaire
(Bertrand, 1989) and private family planning agencies in Ecvador and
Peru suggest that male and female ficldworkers distribute about equal
numbers of couple years of protection (CYP). The client mix may be influ-
enced by «he provider. For example, in Peru, male CBD workers distribute
about twice as many condoms and scrve up to three times as many male
clients as female CBD distributors. Thus, recruiting and training male
distributors is a potential way to extend family planning services to men.
Where females iend to perform better, for example, in the Kisangani CBD
project in Zaire or the Ibadan market-based project in Nigeria, the differ-
ence is not large enough to justify systematically excluding males in future
CBD or market-based efforts. Availability and willingness to collaborate
seem more important than the sex of the provider (Bertrand, 1989).

Efforts to improve quality of care require a variety of strategies to
influence provider competence.

In-service training of personnel to improve provider competence is an
important ingredient of quality of care. Following initial training, provider
knowledge, skills, and/or motivation frequently erode over time. For
example, in Colombia, many community-based distributors were unable to
describe correctly the most important contraindications to the use of orals
and the way to use the pill correctly. This is reflected in the fact that
58 percent of oral users did not use the pill correctly. Common problems
reflected providers’ iack of knowledge about the transition between cycles
and what to do about side effects (Potter et al., 1987; Townsend and
Ojeda, 1985) (see Figure 2).

Job responsibilities may also change. For example, in the social securi-
ty systems of Honduras and Mexico, training in reproductive health signifi-
cantly improved both physicians’ and nurses’ knowledge about family plan-
ning and the acceptability of providing family planning services as part of
their routine practice (Murray, 1990). During the past few years, basic
information for AIDS prevention has been included as well in the tasks of
many community-level family planning workers.
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Figure 2. What Oral Contraceptive (OC) Users and Providers Know

Competence also includes the skills to initiate and sustain personal
relations with clients and provide appropriate counseling. These skills are
rarely emphasized in training programs. For example, in Nigeria and Peru,
market sellers of family planning methods rarely initiated conversations
about the contraceptives or other health products they sold (Asociacién
para el Desarrollo e Integracién de la Mujer [ADIM], 1988; CFPH, 1989).

Effective counseling requires not only good training, but also the
motivation to apply what has been learned to actual client encountexs, For
example, in South Asia, the evidence suggests that training in client coun-
seling often does not change staff behavior in the expected direction. The
real obstacle is often staff motivation because quality of care has not been
established as a central value for the program (Simmons and Simmons,
1990).

There are cost as well as quality consequences of poor motivation. A
lack of motivation among public health providers has been recognized as a
serious impediment to program efficiency and success, but it has not always
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been recognized as a cost to programs. Costs rise with inefficiency, and
reducing those difticulties will assist in improving cost recovery (Lewis,
1987).

While supurvision remains a serious management probiem, competen-
cy-based supe:vision offers opportunities for improving fieldworker
performance and reducing costs.

Regardless of the type of personnel and training, supervision is needed
to mairtein quality performance. In theory, supervision should motivate
workers, and should improve their knowledge of contraindications and ex-
pected side-effects, as well as practical instructions for using a method.
Several studies have associated increased supervisory contact with increased
program performance (for CBD distributors in Nigeria, Ruffing et al., 1986;
for CBD distributors in Guatemala, Bertrand et al., 1981; and for nurse
midwives in Turkey, Akin ct al., 1984). However, when supervision is inef-
fectual or focused on clerical matters, an increase in its [requency has no
effect on peiformance (Foreit and Foreit, 1984).

An exhaustive analysis of issues in the supervision of CBD projects
worldwide found that paraprotessionals’ performance is often hampered by
underfinancing, excessive red tape in releasing materials and funds, unreli-
able supply lines, poor coordination and cooperation among service agen-
cies, and ambiguity about who is responsible for what (Reinke, 1983).
Essentially, these are problems of management. The gender or personal
characteristics of supervisors show no consistent relationship with perform-
ance (Finkle and Ness, 1985).

Because many of these problems are management-related, specific tools
can be developed to improve the quality and scope of supervision. For
example, a project in Ecuador identified a number of simple tasks to im-
prove supervision, including revising norms for the content and frequency
of supervisory contacts, identifying appropriate perscnnel for supervision,
developing itineraries, specifying adequate supervisor-fieldworker ratios,
and using checklists for monitoring and a form for the control of invento-
ries (Primary Health Care Operations Research Project [PRICOR], 1987).

Studies in Bangladesh and Colombia (Bernhart and Kamal, 1991;
Gomez, 1981) found that superior fieldworker performance was associated
with the follnwing supervisory behaviors: supervisors make home visits
with workers to observe workers’ interaction with their clients; supervisors
question clients about ficldworker activities in the presence of the worker;
supervisors discuss clients’ problems with the fieldworkers; and supervisors
visit more client homes.
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Another project, in Lakshmipur, Bangladesh (Society for Project
Implementation, Research, Evaluation and Training [SOPIRET] and
Development Research Associates [DRA], 1989), found that a simple
management intervention implemented through a supervisory process could
increase contraceptive prevalence by about 5 percent (from 32 to 37 per-
cent) in merely eight months. The new mode of supervision included guid-
ance on how to deal with religious opposition, greater focus on dealing
with side effects, flexible target setting and work plans by fieldworkers, and
the documentation of supervisor/fieldworker meetings.

In the Dominican Republic, an experimental strategy of one-on-one
reinforcement of knowledge during supervision was 31 percent more effec-
tive in maintaining promoters’ knowledge of family planning than the tra-
ditional Asociacién Pro Bienestar de la Familia (PROFAMILIA) method
of providing retraining to large groups of promoters. It also doubled the
level of couple months of protection achieved, while reducing by about
75 percent the percentage of pill users with contraindications (PRO-
FAMILIA, 1990).

The effectiveness of individual versus group retraining is further
demonstrated by results frcm a similar project with the Instituto Peruano
de Paternidad Responsable (INPPARES), the IPPF affiliate in Peru (see
Figure 3). Using a simple standardized test of CBD worker knowledge, the
results of a traditional refresher course were compared with those of
individualized retraining during supervision. On-site retraining of CBD
distributors by supervisors using this diagnostic and teaching instrument re-
sulted in 34 percent higher levels of family planning knowledge than did
group retraining. In addition, on-site retraining directed at identified
weaknesses was found to be much less time-consuming for distributors
(about 3 hours) than a formal refresher course (20 hours). The coverage
of individual retraining was also generally higher. For example, 36 percent
of promoters trained under the traditional system were absent in the
refresher course (Ledn, 1989). In contrast, virtually all promoters can be
contacted individually.

Retraining can be expensive and time-consuming. In Colombia,
Asociacion Pro Bienestar de la Familia (PROFAMILIA), the IPPF affili-
ate, found that supervision that includes on-the-job training may be the
most cost-effective mechanism for improving CBD distributors’ knowledge
about the use of orais, the IUD, and natural family planning (Vernon and
Ojeda, 1988). Because of training and supervisory costs, OR projects to
improve the CBD programs in Cité Soleil, Haiti and La Paz, Bolivia con-
cluded that it was much easier to change the CBD program from one using
a large ~umber of volunteer TBAs and community agents to one employing
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a very small number of promoters as full-time employees (CPFH, 1989;
Centro de Investigacion, Educacién y Servicios [CIES], 1990).

Although individual supervision is the most common mode, a Kenyan
study found that group supervision was equally effective, cost about half as
much as individual supervision (U.S. $6.30 versus U.S. $11.80 per visit per
worker), and permitted supervisors to cover two to three times as many
workers (Jacobson et al., 1985).

In modern family planning organizations, service providers must be
empowered by involvement in decisions, minimal hierarchy, and increased
rewards based on new performance parameters (e.g., quality, responsive-
ness). Highly trained and thus more flexible workers, with a big stake in
the action, are a must for the constant adaptation to customer needs
(Peters, 1987).
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Pending Challenges:

® High turnover, together with the recurrent costs of recruitment and
training, continues to be a characteristic of many programs using
volunteer community workers. There is a need to rethink the role
of volunteers and to research its actual costs to family planning
programs.

® TBAs provide services, including family planning, in most public
health systems. More research is required on how to improve the
effectiveness of their collaboration.

® Techniques for competency-based training should be developed in
every family planning organization; OR should assist in the devel-
opment of these techniques.

® Technical assistance should be available to all family planning
organizations for implementing selected supervision strategies.
Individual on-the-job training should be an essential part of every
family planning program.

Information, Education, and Communication (IEC)

The basic proposition of IEC is that pcople who are well-informed will
select a method appropriate for them and use it more successfully. IEC
helps ensure that clients are satisfied, will return for services, and will
recommend the method and/or services to others (Gallen and Lettenmaier,
1987). The broad issues of informied choice, as well as specific recommen-
dations for program managers, have been well documented clsewhere by
Piotrow (1989) and the Centers for Disease Control (CDC) (1986).

Service providers who help users understand and manage use-related
side effects are able to positively affect use, continuation, and satisfaction,

More complete and accurate counseling has been associated with
higher use prevalence and client retentijon (Prabhavathi and Sheshadri,
1988; Bernhart and Kamal, 1991). For example, in Bangladesh, high-
performing workers were more likely to inform prospective clients of
possible side effects before they chose a method, and sought to identify
cortraindications to the use of specific methods when contacting nonusers.
In Mysore. India, a follow-up study of IUD users conducted by the Family
Planning Association of India found that IUD continuers were more likely
than discontinuers to have received information on side effects prior to
acceptance (Prabhavathi and Sheshadri, 1988). Also in South Asia, satis-
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fied users of IUD:s in Sri Lanka were betier able to motivate others to
adopt and continue family planning than community health workers alone
(Fisher and de Silva, 1986).

The effectiveness of the communication of family planning messages
through mass media can be enhanced if reinforced through personal
contacts.

Since the mid-1960s, research has reported that mass-media messages
prepared by skilled communication specialists can be an important souice
of family planning awareness. However, the relative importance of mass
media and personal coiamunicztion varies among studies (Ross et al.,
1972). In Nepal, an OR project documented that awareness of the IUD is
associated with the intensity of fieldworker activity, but depth of knowledge
is correlated with literacy and exposure to media. Thus, the lack of infor-
mation and misinformation about the IUD, particularly with respect to
common side effects, must be dealt with through both channels--field-
workers and media (Integrated Development Systems [IDS], 1989). Focus
groups suggest that improvements in the quality of service delivery, espe-
cially counseling about side effects, would increase acceptance. In contrast,
in Africa, the mass media appear to play an important role in generating
family planning awareness, but may have less of an effect on stimulating
use (Wawer et al.,, 1990). There still is a need to bridge the gap between
high knowledge levels and much lower levels of usage. Similar results have
been observed in mass campaigns to increase the use of the condom for
the prevention of AIDS (Consejo Nacidnal para la Prevencion y Control
de SIDA [CONASIDA], 1990).

In Colombia, the use of specialized teams to promote family planning
in the context of CBD services in rural areas proved to be an effective
vehicle for increasing contraceptive prevalence. Following intense periods
of promotion, maintenance-level services, i.e., resupply with little IEC
effort, are possible, and very little is lost in terms of community-level
knowledge or prevalence of use of contraception (Townsend and Ojeda,
1985).

In Africa, given the disparities in knowledge and motivation, a redirec-
tion of mass-media messages may b. required to render the messsage more
personal and to place family planning within the context of daily life
situations. Increased use of face-to-face outreach is also indicated. In
Ghana, personal communication was cited as the prircipal means of
acquiring information. In Rwanda, trusted community members acting as
distributors spurred contraceptive acceptance among individuals who had
previously heard of family planning through the mass media and clinics
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(McGinn, 1989). The fact that women tend to cite the mass media less fre-
quently than do men suggests the importance of individual outreach.

Community meetings have given mixed results in their effectiveness
for improving the acceptability and use of family planning services.

Many programs use community meetings to address rumors and miscon-
ceptions that circulate about family planning methods. Research in Thai-
land with the Prince of Songkla University demonstrated that community
meetings were useful when combined with the delivery of orals and con-
doms by village health communicators, volunteers, and TBAs. Not only did
the level of family planning service activity increase, but the training
interventions increased women’s knowledge of methods, awareness of
community volunteers, and local contraceptive prevalence (Jintaganont
et al.,, 1988).

While meetings may be effective in changing knowledge, they are not
necessarily effective in increasing contraceptive use in areas where services
are generally poor. For example, in Kinshasa, Zaire, intensive meetings in
the community were employed to combat rumors about family planning, yei
no increase in the utilization of the clinic could be attributed to this
motivational effort. However, other factors associated with clinic atten-
dance, such as limited range of services, may have inhibited utilization
(Bertrand, 1989).

Commercial models for advertising can improve the acceptance and
purchase of family planning methods and services.

Advertising is the approach employed for user education in commersial
family planning programs and is a potentially powerful tool. For example,
the simple use of information pamphlets in drugstores was able to increase
significantly the sale of condoms in Colombia (Bailey and de Zambrano,
1974). Radio, billboard advertising, and mass print media have been used
with positive results in strategies for increasing awareness about the
availability of new methods, particularly for vasectomy (e.g., Bertrand et al.,
1987). In Brazil, a short advertisi.g campaign in magazines produced a
58 percent increase in vasectomies in the Promocao de Paternidade Re-
sponsable (PROPATER) clinic (Foreit et al., 1989). In contrast, more
traditional approaches, such as talks on vasectomy to worliers in industrial
sites in Brazil, Colombia, and Mexico, have proven to be a costly and
relatively ineffective strategy for stimulating the demand for male surgical
contraception. In the Gambia, locai commercial disiributors felt that public
information about contraceptives was at least as important as their own
training and supervision (CPFH, 1989).
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Communication is more effective and services ar2 more acceptable
when tailored to the needs of special groups.

Adolescents account for an increasing proportion of fertility in Latin
America, and pay disproportionate health and social costs for early
childbearing. Although youth are keenly iaterested in sex education, the
demand for contraceptives among young adults remains relatively low. But
new strategies for service delivery are showing increased impact.

An example is Pro-Superacién Familiar Neoleonesa (PSFN) in Mexico,
a street educational program for poor urban youth. When combined with
traditional CBD, this program was 157 percent more effective than CBD
alone in increasing the number of users of contraception among sexually
active youth 15-24 years of age, while a community center/CBD approach
was 94 percent more effective. The street program with CBD, however,
cost U.S. $13.90 per CYP versus U.S. $22.78 per CYP for the community
center program (Townsend et al., 1987). Centro de Orientaci6n para
Adolescentes (CORA) in Mexico dumonstrated that a school-based sex
education and condom distribution program was the most cost-effective
(U.S. $4.08 per CYP), and the factory-based program for young working
adults was the most expensive (U.S. $26.07 per CYP). Although program
costs certainly differ among agencies, special services for youth and indus-
trial workers generally have had low coverage and relatively high costs.

Another special group is older multiparous women for whom another
undesired pregnancy may present a risk to their health or the health of the
infant. In Nigeria, the University of Benin Teaching Hospital provided
high-parity women (four or more previous deliveries and currently preg-
nant) with four individualized counseling sessions on family planning
methods and the health risks associated with high parity. A control group
received only the standard family planning information provided at the
prenatal clinic. Overall, 71 percent of the women in the treatment groups
were using an effective method of birth control at six weeks postpartum,
compared with 51 percent of the women in the control group. About
40 percent of women in both groups had indicated at admission that they
did not want more children, but women in the treatment groups were
significantly more likely to choose female sterilization as their postpartum
method than women in the control group--13 percent compared with
3 percent (Omu et al., 1989).
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Pending Challenges:

® Quality of care should be promoted as a central function of family
planning programs. Media messages should be much more person-
al, tie information to specific service sites, and reinforce the quality
of provider-client relationships.

® The use of commercial advertising models should be adapted to the
promotion of family planning to increase acceptance, improve com-
pliance, and enhance continued use.

® More investment must be made in market research for understand-
ing the needs of specific audience segments for family planning.
More evaluation of communication efforts is needed to improve
their impact on behavior.

Method Options, Access, and Logistics

Greater access to contraceptives increases use, but there are many
ways to increase access, including new delivery systems, improved refer-
ral, and efforts to listen to the needs of clients.

There is overwhelming evidence that greater access to contraceptive
supplies results in increased use of contraceptives, but there is less evi-
dence on the precise magritude of this effect or how programs can effec-
tively influence it. The essence of access is increasing the quantity of
contact between providers and clients, as well as providing clients with a
broad range of contraceptive options from which to choose. The assump-
tion is that those programs offering a full range of contraceptives will be
more able to provide methods that are acceptable to a larger number of
users.

Much of the early work on the impact of CBD programs has also
demonstrated that availability leads to greater use (Maguire, 1984). In the
early CBD projects, the median impact on contraceptive use prevalence
was approximately 20 percentage points (range 3-47 points), with the in-
crease largely attributable to the greater use of orals. More recently, a
number of studies on medical back-up services suggest that use of the IUD,
when effectively offered in urban CBD progiams, can be increased signifi-
cantly. In Peru, the number of IUDs inserted increased from 125 to 1387
in a CBD experimental area within one year, largely because of referrals
from promoters. Moreover, IUD insertions increased linearly with in-
creased frequency of clinic sessions, up to four a month (Ramos et al.,
1986).
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Regardless of delivery system, the most effective strategy for increasing
prevalence is to concentrate on recruiting a manageable number of accep-
tors and providing high-quality care to ensure continuation (Berelson, 1988;
Jain, 1989). For this reason, it is important not to focus on the continua-
tion of a particular method, but rather to be concerned about the aggre-
gate contraceptive behavior of couples. This approach recognizes the
practice among users of switching between methods to conform to differing
necds, ages, and lifestyles. Programs must be flexible enough to allow for
changing preferences, and must provide high-quality support once a meth-
od has been selected.

Expanding the choice of methods available to users increases overall
contraceptive use. Choice affects not only acceptance, but also continua-
tion,

Expanding the choice of methods contributes significantly to increased
use. One study estimated that the addition of one method to the choices
available may produce an increase of up to 12 percent in the use of
contraceptives (Jain, 1989). The experience in Matlab demonstrated that
broadening the choice of available methods increases overall prevalence:
household provision of injectables raised contraceptive prevalence from
7 to 20 percent in 1977, the introduction of sterilization services contribut-
ed to the addition of 10 percentage points in prevalence in 1978, and the
household insertion of IUDs further raised prevalence in 1981 (Phillips et
al,, 1988).

Choice is also important for continuation. The WHO study on method
choice (1980) concluded that when women are given balanced information
and a genuine choice of contraceptive methods, their preferences often
differ from previous patterns of contraceptive use. Moreover, in a study in
Indonesia, 85 percent of the women who were denied their original request
discontinued use within a year, whereas only 25 percent of those who re-
ceived the requested method discontinued (Pariani et al., 1987) (see Fig-
ure 4). Continuation is also about 12 percent higher for women who are
given information about alternative methods when they visit a family
planning outlet (Prabhavathi and Sheshadri, 1988).

Efforts to increase choice should not be limited only to the more
effective methods. Evidence indicates that combining methods that each
have a relatively low level of effectiveness (e.g., natural family planning and
condoms) may lead to levels of use-effectiveness comparable to those of
orals or injectables (Thapa, 1988). Choice may even include making
clinical methods more available at the community level. For example, in
Paraguay, having a nurse from the nearest CEPEP family planning clinic
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Figure 4. Continuous Use of Contraceptives: Choice Received or Denied

visit two community posts every week not only increased the CYP provided
by the CBD program by 36 percent, but also increased the number of
IUDs inserted by 27 percent. Furthermore, the cost per CYP of this com-
bined strategy was merely U.S. $5.95 (CEPEP, 1989).

Logistics is an area in need of OR. There are major potential beae-
fits from strengthening local logistics systems in terms of continuation
and costs.

Managers are routinely confronted by factors that limit the effective-
ness of their delivery systems. For example, stock-outs undoubtedly have a
negative effect on contraceptive use, method continuation, and user
satisfaction. In the Dominican Republic, for example, nearly 8 percent of
discontinuers indicated that they stopped using orals because they could
not find their accustomed brand (Green, 1988). Similar results were
reported in Lesotho, Africa (CPFH, 1989). In health posts in rural areas
of much of the developing world, the problem of stock-outs of basic
medical and contraceptive supplies is not uncommon, particularly for
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methods that require routine resupply, such as orals, spermicides, and oral
rehydration salts.

Logistics systems must work all the time to be effective, and the
opportunity costs of keeping a weak system operating can be daunting.
For example, in a CBD project in Lesotho, Africa, efforts simply to keep
CBD agents resupplied were made at the expense of supervision, training,
and other program activities (CPFH, 1989). In Sri Lanka, many traditional
practitioners who received training in family planning lost contact with the
system because of inadequate supplies and back-up support (Population
Services Lanka [PSL], 1989).

Fortunately, improving logistics is almost always easier and less costly
for managers to achieve than increasing the number of delivery systems.
For example, in Mexico, merely moving Promotora de Planificacién Famil-
iar (PROFAM) brand condoms from the shelves of a supermarket to the
display space next to the cashiers nearly doubled the number of condoms
sold per month, in addition to reducing pilfering (de la Macorra et al.,
1987). In Colombia, private physicians wcrking in small cities who had
been trained in IUD insertion were supplied with IUDs by a private distrib-
utor (Sociedad Médico Farmacéutica [SOMEFA)) in a cost-effective way:
mail services were used rather than the traditional costly strategy of person-
al visits by salespersons (SOMEFA, 1989).

It is important to realiz~ that the more subtle forms of limited access
(such as waiting time, weak referral links, fewer hours devoted to the
provision of a given method, less-prepared staff, unnecessarily restrictive
admission requirements) negatively intluence the number of clients select-
ing a particular method, as well as their willingness to continue use (Bruce,
1990).

On the other hand, the mere existence of appropriate administrative
guidelines does not guarantee availability. For example, India’s national
family planning program has tried to increase the availability of oral
contraceptives (OCs). Although there has been an increase in the number
of service delivery centers distributing OCs, over 80 percent still do not
provide this method. Awareness of orals ranges from 3-26 percent, and use
is merely 1.5 percent (Reynolds, 1989). Although less dramatic, similar
results on the irregular availability and underutilization of family planning
services have been reported in the Dominican Republic (Biez et al., 1990)
and Kenya (Miller, 1990).
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Pending Challenges:

® More OR is required on improving the operation and reducing the
costs of family planning logistics systems.

@ Technical assistance is required to assist service agencies in increas-
ing the number of coutraceptive options available to clients. This
assistance could be either directly or through arrangements with
other local service agencies. Referral systems should also be devel-
oped and/or strengthened so that clients can have access to desired
methods at the nearest facility.

® The cost of contraceptive methods is a burden that must be shared
increasingly by national providers and users alike. Mcre OR is
needed in the area of cost recovery.

e Systematic efforts should be made to reduce the more subtle barri-
ers to access. Technical assistance should be available to agencies
for identifying and removing barriers, without the need for formal
field tests.

Organization and Composition of Services

Although the integration of family planning and other health services
at the local level is not necessary to increase contraceptive acceptability
or use, it remains a central policy of most puklic family planning pro-
grams. The mix and phasing of services seem critical to success from the
family planning perspective.

Increasingly, Ministries of Health give priority to the integration of
family planning with MCH services in the context of routine health services
and with a focus on reproductive health. At one time, program planners
believed that by making methods such as the IUD and sterilization avail-
able through special campaigns, they could increase contraceptive preva-
lence without having to invest in a strong health care infrastructure. While
creating an awareness of family planning, such campaigns have rarely
succeeded (Klitsch and Walsh, 1988). Currently, the nction of birth
spacing to protect the health of the mother is broadly acceptable as a basis
for good medical practice in most cultures, and is not in conflict with Islam-
ic or Christian religious principles (The Population Council, 1988; CPFH,
1989).

There is a long tradition of research on integrated projects (Gallen and
Rinehart, 1986). One particular project under the OR Program has made
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the succesc{ul transition from demonstration to a national model. The
results from the Sudan Community-Based Family Health Project with the
Ministry of Health and the University of Khartoum indicated that both
family planning and other services in a child survival package could be suc-
cessfully implemented by community workers with Ministry of Health back-
up (sec Figure 5). Phased training, sequential introduction of interven-
tions, community participation, health team building, and innovative
approaches to supervision were all used to improve care in 150 villages
covering 160,000 people. Contraceptive prevalence increased from about
10 to 27 percent in both the original and extension communities. In addi-
tion, more than 75 percent of mothers knew about and used oral rehydra-
tion therapy (ORT) within a year of its introduction (CPFH, 1989).
Excellent examples of results of this magnitude are available in other parts
of the world as well; one is Mexico’s "Few and Better" program, integrating
rural development with health and family planning services (Alarc6n and
Martinez-Manautou, 1986; Klitsch and Walsh, 1988).
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In many sites, volunteers seem to gain credibility when family planning
services are provided along with other health interventions, such as primary
nutrition and health services, including the sale of medicines for children
under 3 (Lechtig et al.,, 1985; Bertrand, 1989; Khuda, 1990). In addition,
from the client’s perspective, integrated services save time and also cut
down on the number of visits required (CPFH, 1989). Experience in
Bangladesh (Matlab, International Center for Diarrhoeal Disease Research,
Bangladesh [ICCDR,B]) has demonstrated that some MCH services (child
care) may reinforce the family planning program, while others (ORT) may
make such extensive demands on field personnel that contraceptive services
suffer (Phillips et al., 1984).

Simmons and Phillips (1987) analyze the results of vertical family
planning programs versus integrated family planning and child health care
services. They conclude that "client populations have responded well to
both integrated and vertical services. The lesson appears (o be that people
desire good services, irrespective of their specific combinations” (p- 204).
Thus, there is a need to examine the strength of the service-providing
institution, however configured, and the impact of the composition of
services on worker performance and client satisfaction. For example, in
highland Peru, where integration often proves intractable, replacing inte-
grated family planning services with vertical {amily planning services pro-
duced nearly a four-fold increase in the number of users in Ministry of
Health hospitals. Moreover, during specially scheduled hours in three of
the four clinics studied, more than half of the new clients were men (Ve-
cinos Peru, 1989).

In Africa, virtually all OR projects initiated prior to 1984 offered
integrated health and family planning, with family planning introduced after
the health interventions to enhance political and community acceptance.
Since then, opportunities to provide family planning initially or as the sole
service have increased dramatically; examples are marketplaces in Nigeria
and Ghana (Wawer et al., 1990). Simultaneously, more existing, vertical
health programs are expressing an interest in adding family planning
services, as is the case in projects in rural Senegal and Cote d'Ivoire.

Decentralized organization of services increases the rate of innovation
and responsiveness to local needs. It works best when the environment is
heterogencous, the central level is supportive, and the services provided
require a great degree of discretion.

Decentralized program control has been associated with improved
program performance in Thailand (University Research Corporation
[URC], 1990) and Indonesia (Hafid, 1976; Warwick, 1985). However,
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where the environment is relatively stable and predictable, and the utili-
zation of technology (contraceptive methods) can be easily routinized, a
more highly centralized and hierarchical type of organizational structure
tends to produce the highest performance (Finkle and Ness, 1985).
Specifically, general training guidelines, service statistics, and logistics
management are arcas that perhaps can be best integrated at the center of
an organization,

On the other hand, where the cnvironment is heterogeneous and
unstable, as in the case of rural areas and new populations, and the utiliza-
tion of technology requires a high degree of human discretion, a more
decentralized organizational structure, with many specialized integrating
roles, produces the highest performance (Finkle and Ness, 1985). Decen-
tralization induces the flexibility and responsiveness necessary to satisfy
even slight differences in demand, for example, between one brand of orals
and another, thus producing an ever-changing portfolio of highly differenti-
ated services.

To illustrate, Indonesia’s success in family planning is generally attribut-
ed at least in part to its high level of administrative decentralization.
There are family planning coordinating committees at the province and
district levels, which have a large degree of discretion in developing actual
program procedures for service delivery and innovative strategies for
responding to local needs. The Egyptian Population Development Projects
experienced local success with the same type of decentralization.

In PROFAMILIA, the IPPF aifiliate in Colombia, decentralization has
produced the same activist, problem-solving attitude at all levels of the
organization. This organizational climate breeds both innovation and
flexibility, enabling staff at all levels to implement changes as needed.
"Personnel at PROFAMILIA know that experimentation is regarded as a
positive activity, that there is no great onus associated with failure, and the
successes are recognized and often replicated” (Roper, 1987, p. 347).

The "less successful" programs in Asia (e.g., India, Pakistan, and Ban-
gladesh) too carly became standardized, rather inflexible programs applied
uniformly nationwide. Services were often provided regardless of local
readiness, local conditions, the availability of qualified personnel, or the
need to learn and adjust to distinctive local and national conditions (Freed-
man, 1987).
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Postpartum services lend themselves to integration with breastfeeding,
child care, and family planning.

There is considerable research on postpartum family planning services,
beginning in the mid 1960s. Essentially. the results indicate that family
planning services can be efficiently and effectively provided in hospitals for
women at or shortly after delivery (Castadot et al., 1975). Acceptance
rates increased from 17 to 35 percent, services reached younger women,
and continuation rates at 12 months averaged about 70 percent.

Recently, there has been renewed interest in the concept of postpar-
tum services and possible options for the composition of these services.
These options include breastfeeding support, expansion of the time frame
for counseling and acceptance from immediately postpartum to 40 days
postpartum, special prenatal services for primiparous women, vasectomy
counseling for men to expand method choice postpartum, and more
appropriate postpartum services for rural areas. Breastfceding in particular
seems to be an acceptable complement to postpartum services, [or both
women and providers (Kak, 1990). How=ver, there is still demand for the
traditional postpartum family planning services. Social security systems in
Honduras, Mexico, and Peru demonstrate that virtually all postpartum
women can receive family planning orientation during their hospital stay.
Acceptance rates prior to discharge in Mexico and Peru ranged from 50 to
60 percent and remained high during the first six months postpartum, while
rates in one project in Honduras were only 16 percent two days post-
partum,

Complementing postpartum contraceptive services with information on
newborn care may also increase the health impact of family planning
programs. For example, in the social security system of Honduras, the
decision to provide integrated breastfeeding and family planning scrvices
postpartum led to an increase cf nearly 14 percentage points (from 54 to
68 percent) in the prevalence of use of modern contraceptives at six
months following birth and to a similar increase in the percentage of
women still breastfeeding their infants (Proyecto de Apoyo a la Lactancia
Materna [PROALMA), 1989).

Postpartum services for young women can be particularly effective.
Young mothers who receive prenatal counseling and home visits initiate
the use of contraception from 6 to 16 percent more than mothers not
receiving these services, and they use contraceptives more effectively as
well (Bertrand et al., 1986; Russell-Brown, 1989). Similar results were
observed in a project conducted by the Women’s Centre in Jamaica, with
only 15 percent of teen mothers exposed to counseling experiencing a
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second pregnancy at three years, compared with 39 percent in the control
group. Moreover, the Jamaican program is very successful at encouraging
women to return to school: only 15 percent of women in the control
group who became pregnant while in school returned to school, compared
with about 55 percent of those who received counseling by the Centre in
Kingston (McNeil et al., 1989).

Mechanisms for screening, referral, and follow-up improve access to
services, but have been difficuit to manage.

Screening, referral, and follow-up are critical, particularly for those
interested in clinical methods, and for individuals with contraindications or
side effects associated with a specific method. Screening for sexually
transmitted diseases (STDs) is also becoming more important, particularly
among potential IUD users. In many countries, major efforts have been
made to train providers of voluntary sterilization, but the screening, refer-
ral, and follow-up systems are weak. A study in Indonesia recommended
that front-line personnel need to develop criteria that will help them focus
on the potential acceptors most likely to want voluntary sterilization.
These criteria should include those who are not satisfied with their current
method and do not want inore children (Richardson, 1989).

Similarly, vasectomy is a service in which client referral and follow-up
are critically important. FPublicity, encouraging of communication by
satisfied users, better targeting by male outreach workers (vaseclomized
males), and a variety of male services seem to be more important factors in
increasing the number of vasectomies than the context within which the
services are delivered (PROFAMILIA, 1989). Personal contact with
another male who has received a vasectomy often confirms the decision to
accept the method.

In Indonesia, efforts are being made to strengthen the linkages be-
tween outreach workers and service providers. Without explicit linkages,
referrals are simply not made, and potential clients are lost. Nearly
60 percent of doctors and nurse midwives would be willing to give mone-
tary incentives to outreach workers for referral services (Kak, 1989).
Referral networks remain a critical problem with service models involving
private physicians and community health workers (Arango, 1989). Insuffi-
cient follow-up is also a major problem with IUDs, and often leads to
removal for side effects (Bangladesh Fertility Research Programme
[BFRP], 1989). As a result, in one area of Bangladesh, only 3.8 percent of
IUD acceptors continue to use the IUD four years after insertion.
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Within the context of reproductive health, the risk approach to family
planning has been problematic in its conceptualization and implementation.
Training in reproductive health has improved the motivation of medical
and nursing staff to increase the supply of family planning services, for
example, in Mexico, Hi .nduras, and Céte d’Ivojre (CPFH, 1989; Murray,
1990). However, it has not been able to increase significantly use among
those identified as "high-risk.” Moreover, the strategy has been difficult to
maintain given the use of cambersome scoring systems based largely on
medical history and socioeconomic criteria.

A recent workshop on the iscue concluded:

There is as appropriate role for discussion of risk in family
planning counseling, but it is confined to a discussion of the
[women’s) particular personal history (e.g., multiple caesarean
sections, complications in childbirth), and their attitude towards
a new pregnancy (e.g., if desired, the need for special prenatal
care, or if undesired, the need for avoidance through contra-
ception). The risk approach and risk instruments should not
be a substitute for sufficient interaciion between health provid-
er and client, nor be offered as a substitute for adequate care.
(Bruce and Winikoff, 1990, p. 5)

Pending Challenges:

® Improving the operational integration of family planning and MCH
services continues to be a major challenge for public health services
around the world. Closer collaboration is needed between the
health and family planning communities to develop workable mod-
els.

® New strategies are needed to respond to the demand for family
planning support among unintegrated health and development pro-
grams. Family planning is now an acceptable component of all
development efforts. We should be prepared to tell policy makers
how family planning services can be integrated with rural develop-
ment efforts, food assistance programs, and urban employment
strategies, among others.

® Since there is no one appropriate constellation of services, program
managers should be alert to the needs of their clients. The possi-
bilities are bounded only by clients’ needs and managers’ resources

and imagination (Bruce, 1989).
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Research and Evaluation

The research and evaluation component of family planning systems is
concerned essentially with the flow of information within an institution. It
is both under the control of managers and an activity requiring some
investment of resources. An example of the relative importance of re-
search and evaluation as a component of family planning programs is seen
in the relative weight of record keeping and evaluation in the program
effort score developed by Lapham and Mauldin (1985): policy and stage
setting account for 27 percent of total effort, service activities 43 percent,
availability and accessibility 20 percent, and =+aluation 10 percent. More
important than its weight, however, are its iraplications for program perfor-
mance. Under record keeping, mention is made of the importance of
feedback of statistics, and the fact that prog-zss should be measured against
a standard. Under evaluation, reference is made to implementation of OR;
availability of professional staff to analyze and interpret results; and good
coordination, working relationships, and timely sharing of information
among the evaluation unit and other units in family planning programs.
And perhaps most important is management’s use of evaluation findings to
improve the program.

Information motivates in several ways (Peters, 1987):

® It provides critical confirmation that the organization sees its staff
as partners and problem solvers. At the same time, useful informa-
tion creates a demand for more information. When information is
"around,” people start asking a variety of questions, stimulating
useful responses.

@ The widespread availability of data from management information
systems is the only basis for effective day-to-day problem solving
that supports the continual improvement of programs.

® Visible posting of information radically speeds problem solving and
action taking. Information sharing stirs competition, not just
against others, but also for self-improvement.

For example, in Bangladesh, an OR stndy with several Asia Foundation
projects found that simply providing managers with information on their
relative position with respect to performance, as well as recommendations
for improvement (e.g., regular client contact), was enough to narrow the
gap betweea high and low performers (Bernhart and Khuda, 1989).
Similarly, in Mexico, increasing the availability of information on perform-
ance and costs to midlevel managers at Fundacién Mexicana para Planifi-
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cacién Familiar (MEXFAM), the IPPF affiliate, produced major institu-
tional benefits in terms of improved decision making and use of resources
by managers at the program level (MEXFAM, 1988).

The follow-up to several OR projects suggests that the tools for
information collection, storage, and analysis produced by OR often endure
within collaborating agencies. For example, client records, service statistics,
inventory forms, reporting formats, and IEC matei:als are adopted by
family planning programs and continue to be used; an example is the
Ministry of Health of St. Vincent, W.I. (MORE, 1989).

However, tiere is limited documentation of how program managers
perceive the vtility of research and evaluation as a routine program compo-
nent. Trias (1989) of PROFAMILIA in Colombia maintains that adminis-
tration is based essentially on supervision and evaluation. And Suyono
(1990, p. 12) of thc National Family Planning Coordinating Board
(BKKBN}) in indonesia states that "the [BKKBN] program has a conscious
commitment to research, including operations research, [and] evaluation."
However, because rescarch is often sponsored by donor funds, it is difficult
to predict what level of effort would be made without external funds or a~-
countability.

No one is advocating the establishment of evaluation units in every
service delivery organization. Rather, informaticn gathering and use must
be a function of every manager. There are many possible mechanisms,
much as in the private sector, in which consulting firms, universities, and
agency staff collaborate in making information on program costs, pertorm-
ance, and client satisfaction more available and useful. At the same time,
there is a need to redefine the traditional process of measurement and
control, for example, a narrow tocns on logistics movement and prevalence.
Some maintain that if we measure the "right stuff” (quality, flexibility,
innovation) and share information, systems will assist in producing desired
change rather than impeding it (Peters, 1987; Simmons and Simmons,
1990).

Pending Challenges:

e Efforts to make research and evaluation more useful should never
stop. Its utility should be demonstrated for service providers and
users, as well as for the development of a coherent literature on
program operations.
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e New dissemination strategies are needed to improve the availability
of information within organizations, and to share results and expe-
riences among regions.

e It is increasingly important to support the integration of cost, effec-
tiveness, and quality information in management information sys-
tems, as well as formats for the graphic presentation of informa-
tion.

e Efforts should be made to reduce the costs of OR, through im-
provements in theory of program performance, and development of
service delivery models, simple research methods, and data manage-
ment procedures.

POLICY IMPACTS, RESEARCH METHODS, AND
LIMITATIONS CF OR

Policy Impacts

Globally, OR has had an important impact on policy at the program
and institutional levels.

The most common impact is observed in operational policies at the
program level. Operational policies are defined as the service strategies
designed by agencies to attain specific policy goals. For example, private
family planning providers in Zambia may decide that a model clinic is an
acceptable strategy for providing family planning. When a program direc-
tor introduces the use of OR to facilitate institutional change, the mere
process of conducting OR contributes to the systematic review of program
policies and procedures. The field test of operational alternatives commits
the institution to addressing the feasibility of implementing program policy
recommendations. In small private institutions, changes in operational
program policies have been relatively easy to imp-:ment; yet sustainability
remains a concern once external funding is withdrawn.

In more complex organizations, such as Ministries of Health and Social
Security Systems, the focus has been on larger institutional policies. This is
where the second level of policy impact can be observed. For example,
Thailand is using OR to examine the process and consequences of decen-
tralization.

Perhaps the most important results of the OR initiative have been in
the openness of program directors and service providers to examining crit-
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ically all aspects of service delivery operations and consciously using
program data for decision making. OR should not be viewed from a
closed-system perspective, but rather as a management tool to help under-
stand and intervene in complex delivery systems. To support directors’
efforts in producing institutional change, extensive technical assistance on a
broad range of substantive issues and the development of local human
resources have been central features of the OR Program. This change in
institutional climate is something that is not commonly monitored nor easily
documented within the contract framework, but it may have the most
lasting effect. Additional documentation of institutional changes is
required, but certainly the preliminary results are indicative of the potential
impact of OR on national family planning programs.

Above all, the institutional atmosphere in which OR is conducted is
extremely important. If the institution is unwilling to examine its program
critically or learn from experience, then OR will be unable to make a posi-
tive contribution.

Innovations in Methods for Research on Components

During the past 10 years, there have been major changes in the re-
search methods employed in OR on program components. The focus of
early research was on large, complex experiments, whereas more recent
work has focused on more discrete management processes.

For example, systems analysis is now commonly used in complex service
delivery setlings to assist in understanding the dynamics of service delivery
problems. It identifies the components of the system, defines how they
interact with one another and with other inputs to the system, and exam-
ines how the system is influenced by its external environment. Rapid
assessment procedures are also used frequently as a way of understanding
the effectiveness of program components (e.g., situation analysis in Kenya)
and the relationship between users and providers. These techniques are
described in greater detail by Blumenfeld, 1985; Delbecq et al., 1975; Delp
et al., 1977; and Scrimshaw and Hurtado, 1987.

A second approach is management training. This approach provides
skills to managers that will lead to increased contraceptive use by resolving
specific management problems that hinder effective service delivery.
Training often includes elements of basic family planning management
(including operational and financial planning, program management, and
human resource management, as well as techniques for achieving financial
sustainability). Research activities are included to the extent that implicit
hypotheses are formulated about what strategies work, and data are
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collected on the impact of these activities. However, formal research is
usually given a lower priority in this type of work. This strategy is de-
scribed in greater detail by Jain, 1980, and Finkle and Ness, 1985,

Formal research designs, including quasi-experimental methods, are
used when it is important to exclude extraneous explanations for the
changes in the indicators observed. These designs are also used when
reliable estimates of the effects of alternative solutions are needed.
However, more formal research methods require greater control of the
service setting and often cost more than the systems or management
approach. The higher cost can be justified when OR assists in the appro-
priate design of large programs; where significant increments in coverage,
quality, or savings are accrued because of the outcomes of the research;
and when the project advances our understanding of the mechanisms that
determine program performance. This strategy is described in Fisher et al.,
1983.

The big issues for OR really are not the sample design or the statistical
test, but rather sound program design, and the ability to deal with the time
frame of decision makers and frustrating bureaucratic recalcitrance. Thus,
technical assistance should also be available to agencies for addressing
problems that are identified through the OR process, but whose solutions
do not require a formal field test. For example, where improper instruc-
tions to users of OCs lead to poor utilization, retraining is vequired, not an
experiment. The objective of OR is not only quality rescarch, but im-
proved institutional development. The timely provision of technical
assistance, where needed, supports this bro: der perspective.

There are a number of trends in the research on components of faiily
planning programs that will become common practice in OR in the 1990s:

® Greater focus on the process of service delivery and management
concerns in problem identification and solution development.

® Greater use of management information systems for the field test
of interventions, complemented by small sample surveys and quali-
tative research when necessary.

® Use of time series research designs, which reflect institutional
change over time and allow comparisons among different geograph-
ic areas.

® Increased focus on quality indicators of component performance, as
well as quantity.
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e Increased focus on technical assistance to stimulate large systemic
changes not requiring research, and discrete OR interventions in
which few elements are manipulated and discrete changes can be
observed in program performance.

® Focus on a series of small projects that address emerging problems,
rather than large complex projects. Flexibility is a common request
of program managers, and follow-up is a felt need for those inter-
ested in utilization of OR project findings.

e Inclusion of more explicit dissemination and utilization in the prac-
tice of OR. Plans for these steps will be included in proposals
from the outset, and funding will be available to facilitate local
decision making.

® More self-financed OR as the OR approach and specific tech-
niques are adopted by service agencies themselves.

e More OR talent in regions than in developed countries. This will
facilitate greater south-to-south cooperation.

Thus for the program manager, OR offers a new approach to resolving
problems and augments the available methodological tools for the ncdern
management of service programs. Because OR techniques can be built
into the routine management process of programs and the use of existing
managcment information systems for decision making, it does not necessari-
ly require major funding commitments to get answers to important ques-
tions. "More deliberate use of OR can improve management by the simple
fact that it forces managers to pay attention to their own organization, to
look for problems in their organization, and not simply at the intractability
of their potential clients" (Finkle and Ness, 1985, p. 50).

Limitations of the OR Approach

The OR approach has a number of obvious limitations. First, as a
source of data for scientific inquiry, it is often hindered by reliance on in-
house research. OR is commonly conducted by program managers and
administrators, rather than by scholars. Its focus is on manipulating service
delivery systems, rather than confirming hypotheses generated by an
emerging theory of management. Second. because it focuses largely on the
supply side, it ignores important factors influencing contraceptive use. No
one would argue that the policy environment, the demand for contracep-
tion, and the resources available to family planning programs affect the
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availability and use of methods. Thus OR efforts should be accompanied
by other social science research and policy endeavors in these areas.

The major limitations of OR as a management tool have been its cost
and the fact that most OR studies have been designed to resolve specific
program problems at a particular point in time. As noted above, the cost
of OR is fully justified when it assists in the appropriate design of large
programs; where significant increments in coverage, quality, or savings are
accrued because of the experience of the research; and when the results of
OR are generalizable, that is, when projects advance our understanding of
the mechanisms that determine program performance. OR is not a pana-
cea for the lack of demand or the institutional failure to adopt robust
strategies for the supply of services. Nor is it a substitute for the routine
qualitative assessments made by good managers.

Despite the significant progress made, the introduction of the OR
approach is far from complete. For example, many service agencies are not
interested in research on operations. Some small privaie agencies are not
interested in any research, and want only to provide services using more
traditional strategies for program management, such as trial and error.
Many public providers are more interested in research on contraceptive
prevalence or the evaluation of family planning program outputs. They
seem more accustomed to a long-term planning framework, or feel they
have little flexibility to influence the way services are delivered at the
community level. Others have lethargic ficld operations and weak lead-
ership. and are not uiterested in examining the quality of their own services
as a potcitial limitation to demand.

Even when the approach of OR is acceptable to a particular agency,
not all efforts meet with success. Failures occur in three types of settings.

First, some programs may fail to implement the proposed solutions ade-
quatcly. Usually, this is indicative of broader organizational problems or
the lack of adequate technical assistance. These cases are relatively rare if
an adequate problem analysis is conducted initially and the primary focus of
technical assistance is on implementation issues.

The second type of program failure is the lack of impact, despite
adequate implementation of the proposed alternatives. This is often the
case when intervention models ar.: new, as in the case of vasectomy, or
when factors exogenous to the age ncy adversely affect the demand for
services. The careful azalysis of potential solutions and the definition of
explicit models for intervention usually reduce the risk of no impact. The
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magnitude of the impact and its cost can be reliably determined only with
in adequate field test.

The last type of program failure is the lack of impact or. policy. This is
a particularly difficult issue because there are various levels of policy,
ranging from operational policies of service deliver/ to national population
policies. Experience suggests that utilization is greatest when policy makers
have been involved in initial identification of the problem and design of the
appropriate solutions. Research and policy issues have to be clarified with
anticipation and the need for information for decision making specified to
ensure that OR results will ultimately be used.

ISSUES FOR THE FUTURE
Global Perspective and Local Concerns: OR and Policy

Durirg the past 15 years, OR has made a significant impact on policy
throughout the world. Examples include demonstration of the acceptability
and effectiveness of CBD and the use of paramedical personnel to insert
IUDs. Research methods are generally stronger now, and projects are
producing quality data more quickly and at a lower cost than before.

OR provides the policy maker with data on the implementation of
policy and estimates of the impact and costs of specific strategies, and iden-
tifies additional needs for conceptual, legal, and financial analysis for the
development of better policy. With the maturation of the process of
population policy development in most regions, OR is becoming an essen-
tial component in the effort to test operational policies, and improve the
allocation of both public and private resources in the health and population
sectors.

Within the policy development process worldwide, issues of quality of
care and resource allocation are becoming increasingly important (Gil-
lespie, 1987). Specific examples of quality concerns include provider
competence, information provided to users, and follow-up mechanisms.
Resource issues focus on the policy constraints to the supply of contracep-
tive methods, understanding of the dynamics of contraceptive demand and
supply, financial resource analysis, alterr:ative investment concerns, and
broader sustainability issues. While these global issues provide a backdrop
for discussion, regional and naticnal policy concerns remain of paramount
importance. At the global level, many of the policy and programmatic
issues addressed by OR are not new, but they are vitally important in the
development of national policies and programs, particularly in countries



Effective Family Planning Service Components / 81

with low availability and utilization of family planning services (Townsend
et al., 1988).

There is a continuing need to strengthen the interface between OR
and policy development, at both the national and international level. OR
results should be a part of the political process. New strategies need to be
developed to facilitate communication between those designing policy and
groups with information on the quality of its implementation.

Strategies for Institutionalization of the OR Approach

An esseutial goal of the OR approach is to improve the institution’s
capacity for conducting OR on its own. This includes the recruitment and
selection of appropriate personnel as research staff, in-service training, the
support and development of management systems, and provision of the
hardware and software needed to process the information required for
decision making.

There is a fundamental need to improve and expand ihe training of
personnel in all regions in OR techniques, particularly the utilization of
data for decision making. Organizations that conduct OR need pcople
with a variety of talents--those who know the internal working, problems,
and weaknesses of service delivery systems; those interested in the develop-
ment of innovative solutions to everyday problems; those with organiza-
tional research skills, such as study design and instrument development; and
above all, those with a commitment to providing data that is timely and
useful for decision making at the agency level. With the exception of dala
processing, most of the required skills are not taught in universities, but
must be learned on the job.

In examining organizations with modern management practices, Peters
(1987, p. 613) maintains that "information availability is not enough. It
must be accompanied by extensive training in ways to develop the informa-
tion, record it, analyze it, and act upon it. All the best-quality programs
involve training in problem analysis and data collection and interpretation,
as well as in group problem-solving skills to promote the interchange of
information and speed implementation.”

Thus, opportunities for advanced training in specific skills should be
sought. These skills may include data processing, use of qualitative infor-
mation for management, or survey research techniques. Multiple formats
for training should be explored, including in-country workshops, on-the-job
training opportunities, and expanded international university training.
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A second aspect of institutionalization is the commitment to developing
and strengthening existing management systems. There are several ways in
which OR is supporting this commitment. Progress is being made in learn-
ing to identify recurring decision-making cycles in important organizations,
and designing the OR needed to provide inforination at these critical mo-
ments. In most of the projects, the data collection is carried out by using
existing management information systems, rather than by doing large
surveys. OR tries to promote the utilization of existing survey data in the
country, but given that surveys are not the usual tool of decision makers in
service agencies, greater emphasis is placed on increasing the utility of data
routinely generated by the agency itsell. Cost systems are grossly under -
utilized for program management, yet rescarch only rarely takes advantage
of this potentially valuable input. Many agencies prefer to limit coverage
when a service delivery strategy is considered too expensive, rather than
looking for ways of reducing cost and maximizing the coverage of services.

It is also valuable to conduct a series of OR projects with the same
institutions over time. While the relatively short time frame of most OR
projects assists in providing quick feedback to managers, there are also
considerable drawbacks, such as unfortunately short treatment periods, cur-
tailed planning perspectives, insufficient time for appropriate analysis of
data, and possible premature reporting of progress. Because the strength-
ening of management is a process that requires time, additional projects
should be developed with agencies that have had successful experiences
with OR.

Morcover, appropriate methods should be devised for accounting the
costs of OR, and for cvaluating the benefits of the results for the agency.
The potential return on investment in OR should not be simply the num-
ber of users served, but rather the benefits associated with the develop-
ment of stronger service delivery systems, the savings accrued because of
increased efficiency, and the utilization of the results for better decision
making, One preliminary step in this analysis should be the follow-up of
OR projects, which would explore the impact of the results on program
operations, the adoption of successful interventions in new sites, and the
use of OR techniques to resolve additional service delivery problems.

Development of a Theoretical Framework

Despite the volume of applied research in family planning (Simmons
and Lapham, 1986), there is still insufficient theoretical understanding of
how effects on our principal outcome variables--acceptance, use, and
satisfaction--are produced, and therefore how these changes could be
replicated in different settings and time periods. There are practical
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benefits to be gained from more theory-based OR (Bickman, 1987). It
would help to do the following:

® Determine whether the intervention is appropriately designed to
address the causes of the problem.

® Identify the intermediate causal processes that might have pro-
duced positive or negative outcomes, as well as understand whether
a failure to find positive effects is due to the theory underlying the
intervention or the way the intervention was implemented.

o Facilitate generalizations to other human service problems and
settings.

e Identify variables that might be influenced to improve outcomes,
and identify unintended consequences.

® Guide data collection on critical indicators of progress, toward
goals of acceptance, use, and client satisfaction.

It may be impossible to sort out the pure effects of any family planning
intervention. One colleague noted, "to compare countries on the basis of
the availability of family planning services in rural areas is to some extent
to compare available road networks (no roads, no availability), not the
coverage of the family planning program. Likewise, a high staff-client ratio
in a program may reflect a country’s educational institutions, not necessarily
the quality of its family planning program. Other components of the imple-
mentaticn of family planning programs may be rooted in cultural, political
or social factors" (Donaldson, 1988, p. 14). Nevertheless, to replicate suc-
cess, most of the key components must be in place. The role of OR then
is to-clarify what these components are. Looking at programs as single
independent variables should be avoided; rather, multivariate program
theories should be more fully specificd and tested. The theories need to
include variables describing the program itself, but must also specify those
factors which influence the program'’s successful implementation over time.

To produce a more thorough understanding of how and why successful
programs function the way they do (McClintok, 1990), essentially two
aspects of program theory are needed: the components and causal dynam-
ics of the programs, for example, evidence that information on methods
and choice increases continuity, and the processes associated with the
program’s implementation. Thus, a more global perspective on OR is
needed so that hypotheses about how to influence program processes can
be tested in a variety of settings and summarized in a coherent literature.
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CONCLUSIONS

The results obtained to date are testimony that OR can make a sub-
stantial difference in the performance, quality, and impact of family plan-
ning/MCH service delivery systems, both improving services for the user,
and contributing positively to the social impact of family planning and
MCH programs.

By demonstrating that data generated by programs can be used to
improve services for users, OR becumes a management tool. By contribut-
ing to changes in the way agencies respond to the policy environment and
the way they provide services to users, it contributes to institutional devel-
opment.

A Caribbean policy maker explained our persistent dilemma as follows:
"OR is like contraception; we know its benefits, many of us have expe-
rience with it. But we don’t always use it when we need it." There contin-
ues to be an unmet need for OR.

NOTES

'The preparation of this paper was supported by U.S. Agency for Interna-
tional Development Contract No. DPE-3030-C-00-4074-00 and The Pop-
ulation Council.
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3. PROMOTING FAMILY PLANNING: FINDINGS FROM
OPERATIONS RESEARCH AND PROGRAM RESEARCH

Phyllis T. Piotrow and Rita C. Meyer

The Johns Hopkins University

INTRODUCTION

Information, education, and communication (IEC) activities to promote
family planning should be an integral part of family planning programs.
IEC activities have been identified in over 30 operations research (OR)
studies included in the Maximizing Results of Operations Research
(MORE) Project database. The major focus of these studies, however, has
been on service delivery interventions, and the most important findings in
the 1EC field have tended to come from other, program-related research or
from the specitic evaluation of communication interventions. Yet increas-
ingly the field of IEC has benefited by using OR techniques in both
formative and summative research to improve the quality of IEC interven-
tions and to measure their impact more precisely. As a result of using
these techniques, family planning promotion, or IEC, in the 1980s became
both more effective and better able tc document its effectiveness.

Early IEC activities were designed particularly to increase public
awareness and promote favorable attitudes toward family planning. As a
result, IEC rescarch focused initially on social norms, communication
networks within communities, and diffusion of innovation within a commu-
nity or society. The particular patterns for communication on taboo
subjects and the role of early acceptors were extensively studied, and the
findings provided useful guidance for initiating programs in many Asian
countries (Rogers, 1971: Rogers and Kincaid, 1981).

In the 1980s, as awareness and approval of family planning spread, IEC
prograins focused more specifically on changing behavior. Family planning
promotion in the 1980s was increasingly designed to help individuals and
couples make inforined choices about contraceptive methods and to reach
larger numbers of people, as well as specific hard-to-reach segments of the
population, through mas: media. Attention has shified from communica-
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tion patterns within the community to interpersonal communication be-
tween family planning service providers and their clients, and to more
sophisticated use of mass media and commercial channels. Findings from
OR and evaluation of specific IEC projects and programs in the 1980s
using OR techniques reflect this shift. They can be summarized under the
following headings:

® Interpersonal communication between providers and clients
® Interpersonal comnunication among peers

® Mass media

® Social marketing

® The enter-educate approach

The discussion that follows addresses each of these subjects, and within
each, a series of propositions. The paper ends with a brief discussion of
how OR is an integral part of good IEC.

INTERPERSONAL COMMUNICATION WITH PROVIDERS

The quality of interpersonal communication with service providers
influences attendunce at family planning clinics, as well as initiation and
continued use of femily planning methods.

OR, which focuses heavily on service delivery, has played a major role
in documenting the universal importance of face-to-face communication
between the provider and the client. Good communication can stimulate
clients to begin using a family planning method and encourage them to
continue, whereas poor communication can create such resistance that
potential clients refuse even to enter a clinic. Clients respond positively to
family planning when providers take the time to understand their clients’
lifestyles and needs, and to explain clearly and carefully how various
methods are used.

Potential family planning clients will not even visit family planning
clinics if they are not treated with courtesy and respect. An OR study in
Nepal using a "simulated client" approach documented the fact that lower-
caste women were so poorly treated and received so little privacy, respect,
and personal sympathy that they would not return to the clinics even if
paid to do so. Staff were highly authoritarian with clients, discouraged 25
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of them from asking questions or expressing preferences, spent little time
with them, and often gave incomplete or inaccurate information (Schuler et
al., 1985). Similarly, in Imo State, Nigeria, focus group discussions revealed
that government health facilities were underutilized because of the harsh,
rude, and uncaring attitudes of health care personnel (Attah, 1986). In a
Feru study, villagers refused to go to clinics where service providers gave
inaccurate information and did not provide privacy or respect (Tucker,
1986).

An overview of family planning counseling in Population Reports
marshalled substantial evidence that women who were carefully and empa-
thetically counseled by providers were more likely to begin using family
planning (Gallen and Letteamaier, 1987). In a Nigerian OR study,

70 percent of women who were specially counseled during their pregnan-
cies had begun to use a modern contraceptive by their six-week postpartum
visit, compared with only SC percent of those who were not specially
counseled (Omu et al., 1987). In a Lebanese hospital study, 86 percent of
postpartum mothers who had received one-on-one education chose a family
planning method at their nine-week postpartum visit, compared with 52 per-
cent of mothers who did not receive such education (Sayegh and Mosley,
1976). A study in Tunisia showed that house-to-house visits by outreach
workers trained in counseling led to a 125 percent increase in new users,
whereas increasing the availability of medical services alone increased users
by 65 percent (Coeytaux et al., 1987).

The more personal and social support the service provider can give, the
more likely clients are to continue using family planning. Two years after
IUD insertion, 79 percent of users in Indonesia who were counseled
regularly were still users, compared with 29 percent of women who were
not counseled regularly (Survey Research Indonesia, 1986). A study in Sri
Lanka showed that fewer women (18 percent) who were specially coun-
seled had their IUDs removed after 18 months than women who were not
specially counseled (25 percent) (Fisher and de Silva, 1986).

When clients are given accurate information about what to expect
when using a new method, including possible side effects, they are more
likely to continue use.

Family planning clients today want more information about different
methods, their side effects, and their effectiveness so that they can make
their own informed choices. Since fear of side effects, real or imagined, is
one of the most powerful barriers to acceptance of family planning (Ory
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et al., 1983; Austin et al., 1984), and since rumors flourish everywhere,
providers who tell clients in advance what to expect and how to manage
minor side effects can increase client satisfaction and continuation.

Focus group research in the Dominican Republic. Egypt, Indonesia,
and Thailand with women who have continued or disconiinued use of
NORPLANT® provides valuable insights. Women who received balanced
information about a range of methods and then chose NORPLANT®
remained satistied with the method longer. Many woren who had discon-
tinued NORPLANT® said they probably would have continued if they had
been counseled in advance about side effects (Program for the Introduc-
tion and Adaptation of Contraceptive Technology [PIACT], 1987). These
data confirmed earlier Population Council studies showing that women in
carly NORPLANT®" (rials who had not been courseled about menstrual
irregularities had a one-year discontinuaticn rate of 10.5 per hundred
women (The Population Council, 1978). In a later trial in which women
were warned about menstrual irregularities, the discontinuation rate was
less than half as great (Sivin et al, 1982). Similarly, OR-like research has
shown that women in Mexico City who cxpected menstrual changes as side
effects of pill or IUD use were more likely to continue use (Zetina-
Lozano, 1983); women in Bangladesh were more likely to use contracep-
tion if fieldworkers told them about side cffects and covered a wide range
of related topics (University Research Corporation, 1988); women in Sri
Lanka who were told of the side effects of injectable contraception had
very high continuation rates (Basnayake, 1984); and women in .ndia who
were counseled about side effects of the TUD were more likely to continue
its use than those who were not (Prabhavathi and Sheshadri, 1988).

A client’s need for accurate information s ongoing. Current as well as
potential users want to know about the methods they can use now or in
the future. Focus groups with hoth service providers and drop-out clients
in Lesotho revezied that the main reason for high discontinuation rates was
lack of information about side effects (Matlomelo et al., 1989). In Indone-
sia, half of the participants in focus group discussions said they knew some-
thing about family planning, but wanted more information about it. In par-
ticular, those already using family planning wanted to know more about the
side effects, safety, and effectiveness of varicus methods (Survey Research
Indonesia, 1986).

Many OR studies suggest that adequz.e information and an informed
choice by the client herself contribute t more satistactory and longer
usage. For example, an OR-like study in Indonesia documented that,
among 506 women who began various methods, those who received the
method they had requested were much more likely to be using family
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planning 18 months later. Of those receiving the method they preferred,
25 percent discontinued; by comparison, of those receiving a different
method, 85 percent discontinued (Pariani et al,, 1987).

Use of supporting materials, such as pmnphlets, dering ~ounseling
can enhance the performance of health care providers, but few studies yet
show that thuse materials influence client sccepian ve or continuation,

Family planning providers universally request IEC support materials,
such as flipcharts, brochutes, and posters, to assist in counscling clients.
When providers help develop these materials, they enthusiastically use and
distribute tliem as long as supplies are available (Population Communica-
tion Services [PCS] of The Joins Hopkins University and Associacao
Brasileira dc Entidades de Pianejamento Familiar [ABEPF] 1988). Evalua-
tion of several method-specific bocklets in Nepal and Nigeria showed that
providers gave moic cosrect information, took macre time with clients, and
encouragad clients to ask questions more whea using pictorial booklets
(Zimmerman and Perkin, 198, PCS and the Planned Parenthood Federa-
tion of Nigeria, 1988; Wittet, 1986). In rural areas, where people are not
used to seeing printed materials, ihe materials alone can attract the interest
of the villagers (Das Gupta, 1939). In Nepal, clients who knew very little
about family planning methods showed large increases in knowicdge after
receiving booklets during counseling sessions (Wittet, 1986).

Clients who are counseled with pamphlets or broctures are more likely
to remember information than these who are not counseled with such
materials. Clients in Nigeria who were counseled by health workers using
methods booklets scored an average of 8 percentage points higher on
method-use comprehension than did clients receivir.g instruction without
the booklets (Xincaid, 1986). Evaluation of pictorial metheds booklets in
Céte d'Ivoire found that clients who had seen the booklets answered
questions more accurately than those who had not, and they also talked to
others about family plarning (Koné and Yao, 1¢89). When clients bring
support materials home with them, they refer to those materials and often
talk to their fanuly and iriends about family planning. In Nigeria, almost
60 percent of clients who kept the booklets referred to them several times
on their own, and 78 percent showed the booklets to their spouses
(Kincaid, 1986). In Nepal, 37 percent of the clients showed the booklets
to more than four friends or neighbors (Pyakuryal. 1987).

While these findings show that suppaort materials help providers and
clients increase their knowledge of family planning and encourage discus-
sion outside the clinics, OR studies have found little evidence of associated
changes in contraceptive practice. Ar. OR approach in Kenya came close
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to doing so. It looked at the relationship between the availability of
posters, IEC materials, and group talks and the productivity of clinics as
indicated by the number of clients served monthly. Preliminary data show
that IEC materials and group talks were clearly associated with more
productive service delivery; posters were not (Miller, 1990). The study did
not control for the size cf service centers, however, and further analysis is
required to identify how clinic size related to the number of clients served
per month. Posters may, however, be related to behavior change in Ghana.
A recall survey recently conducted in Swedru, Ghana, the day after the
launch of a large multimedia campaign, showed that 74.5 percent of 235
people who had seen family planning posters said the posters had encour-
aged them to visit a family planning clinic; 88 percent of respondents stated
that the posters assisted them to accept tamily planning (Obeng-Quaidoo
and Rockson, 1990) Because the posters were part of a [arger campaign,
however, they alone cannot be attributed with such changes in behavior.

Training providers in improved interpersonal corataunication can
enhance their performance and improve client compliance, but this has
not always been demonstrated, and therefore may also depend on the
quality of the training and/or the work environment after training,

Training service providers to improve their skills in interpersonal
communication can enhance their ability io meet the needs of individual
clients. Trained counselors should also be able to give accurate informa-
tion to their clients and help them make an appropriate choice of methods,
as well as encoutage clients to return to clinics for follow-up services.
Training, however, has not bzen shown to make a difference in areas
where the values of the provider are involved or where the work environ-
ment makes ideal counseling sessions difficult. OR programs face a
challenge in operationalizing and measuring the impact of training on
interpersonal communication, but a start has been made.

Although family planning programs have only recently begun experi-
menting with training to imp ove interpersonal communication, researchers
and programmers have long been aware of the difference training can
make in contraceptive prevalence. The classic Matlab studies in Bangla-
desh showed a decade ago that, by improving knowledge and skills, weeliy
in-service training sessions could motivate previously poor-performing
providers to deliver high-quality services. Three months after the training
began, contraceptive use rose sharply from 6.9 percent to 2(.7 percent, ¢ad
eventually leveled off at 33.5 percent after 18 months (Bhatia et al., 1980;.
Components on interpersonal communication for providers were recently
added to family planning training pregrams in Tunisia, T urkey, Morocco,
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the Philippines, Brazil, Guatemala, Ghana, Nigeria, Burkina Faso, the
Dominican Republic, and Mali (Gallen and Letteanaier, 1987).

Several new OR approaches are being used to measure the effects of
training in communication on client behavior. Various intervening vari-
ables are measured on the assumption that they reflect family plauning
behavior. One approach is to look at the number of clients who return for
follow-up visits. A preliminary evaluation of a counseling training program
for nurses in Ogun State, Nigeria, showed that, among 500 clients who had
talked to trained nurses, 96 percent made appointinents for a return visit,
and 84 percent kept the appointments (see Figure 1). Among a similar
number who had talked to untrained nurses, only 78 percent made appoini-
ments to return, and only 44 percent kept the appointments (Kim, 1950).
Also, the trained nurses performed better than the untrained ones in
almost every stage of the process of counseling, as represented by the
acronym GATHER: Greet clients; Ask clients about themselves; Tell
clients about tamily planning; Help clients choose a method; Explain how
to use a method; Peturn for follow-up (Lettenmaier and Gallen, 1987).
The trained nurses were notably better in establishing good personal
rapport with their clients, asking open-ended or probing questions, para-
phrasing key points, and asking clients to repeat information (see Figures
2 and 3). Clearly, good training programs in interpersonal communication
can impact these skills (Kim and Babalola, 1990).
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Figure 1. Percentage of Clients Scheduling and Attending Follow-up
Consultations by Training Status
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Figure 2. Percentage of Nurses Using Counseling Skills in Family Planning
Consultations, by Training Status
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Another OR approach in Ghana involved "mystery clients." These
clients were genuinely inierested in obtaining family planning services, but
they were prepared in advance by researchers to observe carefully their
reception in the clinics. Jmmediately after the visit, they were interviewed
and asked to assess the quality of the services. In this study, trained nurses
performed better than untrained nurses. One problem identified, however,
was the way in which even trained nurses treated young unmarried clients.
As a result of the evaluation, a values clarification section was added to the
training program to teach providers how to avoid imposing their own values
on their younger clients (Huntington et al., 1990).

Communication between fieldworkers or other healtk promoters and
potential clients is more cffective when the promoters can provide contra-
ceptive supplies themselves, rather than merely providing information
and referring clients to other seurces.

OR studies in Asia and Africa indicate that when service providers
have contraceptive supplies on hand and can offer contraceptives directly,
substantially greater contraceptive use results. If they can only talk about
contraceptives and must refer people elsewhere for supplies, some who
want contraceptives will not get them. An OR study in Thailand showed
that when trained community workers were permitted to distribute con-
doms and oral contraceptives (OCs) in Muslim villages, they were more
likely to make home visits, to discuss family planning with couples, to
advise people to adopt tamily planuing, and to distribute OCs and condoms
than their counterparts in cuatrol villages where contraceptive levels had
been substantially higher. Contraceptive usage increased from 15 to
49 percent in the Muslim villages, bringing usage much closer to the higher
level of the control villages (Pongsupaht et al., 1986; Prince of Songkla
University and The Population Council, 1985). In Keunya, women from
houscholds visited by community health workers who were trained to
distribute condoms and pills were twice as likely to contracept as women
from households not receiving such visits (38 vs. 19 percent) (Norton,
1989). In contrast, when community workers in Kenya gave people forms
to take to a clinic for contraceptives, 28 percent of those who had indicat-
ed an interest in using family planning never went to the clinic for supplies;
those living farthest from the clinic were the least likely to go (Jacobson
and Kaseje, 1984).
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Health care providers face serious problems in cominunicating with
young people and need to develop special approaches to meet the repro-
ductive henith needs of these clients.

OR and other evaluation research indicates that young people, who
represent a growing segment of the sexually active population, are not well
served by current service delivery systems and need special attention. The
"mystery client” evaluation of service providets in Ghana cited above
showed that even nurses trained in interpersonal cominunication did not
communicate well with young people, often lectured to them about their
behavior, ard sometimes refused even to discuss coatraceptive choices
(Huntington ct al., 1990).

Providers who want to reach young people need to develop more
effective peer group and mass-media interventions (see below). An OR
project in Mexico compared two strategies for reaching young adults i
poor urban areas of Monterrey: stationary centers for youth and trained
yeuth counselors working in the community. Both approaches reached
young, unmairied people not served by other programs and led to in-
creased use of family planning, but the counselors working through infor-
mal outreach channels in the communiiy proved more cost-effective
(Towns=nd et al,, 1987). An OR project in Barbados tested the efficacy of
home visits in reaching teenage mothers to try to prevent a second preg-
nancy. Those who had been visited at home were more likely to know
about ard be using contraception and to be continuing breastfeeding than
those who had been counseled only in the hospital, although the six-month
follow-up was tgo short to permit assessment of differences in pregnancy
rates (Murray et al., 1985). A family life education program aimed at
lowering the number of births among teenagers in St. Kitts and Nevis,
however, found tha: sex cdieation classes for 12 to 15 year olds did not
seem to influence age »: cnset of sexual activity or to increase the use of
contraceptives among teuns who were sexually active (Norton, 1989).

Telephone hotlines are an inncvative form of health promotion that
brings young people into contact with trained scrvice providers and at the
same time respects confidentiality, which is a crucia! issue for young
people. Hotlines designed primarily but not exclusively for urban young
people have becn set up by family planning organizations in Austria, Brazil,
Hong Kong, Ireland, Mauritius, Mexico, tlie Netherlands, Sierra Leone, the
United States, and the Philippines (Liskin, 1985). Evaluation of the
Philippines notline, which was part of a multimedia young people’s project
(discussed later) that linked popular songs to a hotline referral service,
found that more than 8,000 calls had been logged in during the first six
menths. A survey of young people in Metro Manila suggested that as
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many as 150,000 may have tried to call, but cnly about 9 percent of those
were able to get through the constantly busy lines. Within a year, the total
number of calls logged in had reached 22,285 (Kincaid et al., 1989).

The interface between the jamily planning user or would-be user
and the provider is a crucial area, where the quality of personaf
communication and IEC buck-up can make a substantial differ-
ence. OR projects have explored sone elements in this commu-
nication interface, yet there remain many tantalizing IEC ques-
tions that have not been well explored.

Questions for possible OR research in the future include the
following: What are the best means of correcting and counter-
acting false rumors about specific family planning methods?
What type or combination of IEC suppont--flipcharts, posters, or
individual brochures--is most cost-effective jor health care provid-
ers? What are the best ways to train health workers for better
interpersonal communication with clients? How can health care
providers best reach and serve adolescents? How can the quality
of interpersonal communication with clients be improved without
increasing the cost?

INTERPERSONAL COMMUNICATION WITH PEERS

Interpersonal communication with peers is an effective woy of encour-
aging people to use various family planning methods.

One of the most persuasive forms of communication is person-to-
person contact with peers. In an effo:t to communicate with hard-to-reach
groups, such as men, young people, or others who do not visit health
facilitics regularly, representatives of these groups are increasingly recruited
to serve as family planning promoters. OR studies in many ditferent
settings suggest that one-on-one promotion by trained and motivated peers
may be more effective than similar promotion by health professionals or
through group meetings.

Several OR studies in Lat.n America reveal the effectiveness of train-
ing local men to promote family planning and male responsibility among
other men in their communities. In Me:ico, male promoters who delivered
thousands of condoms throughout the community were 80 percent more
effective in terms of couple years of protection than in-clinic male physi-
cians (Federacién Mexicana de Asociaciones Privadas de Planificacién
Familiar [FEMAP] and The Population Council, 1989). In Guatemala, a
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male promoter proved highly effective in encouraging men to have vasecto-
mies (Bertrand et al., 1987).

Group meetings, long used by family planning associations to dissemi-
nate information about family planning, may be a less effective way to
reach potential clients today than either individual contact or mass media.
An OR study in Kinshasa, Zaire, for example, showed that group meetings
did not increase attendance at the Libota Lilamu clinic (Bertrand et al.,
1988). In Niger also, neighborhood mcetings in the city of Nia .ey, orga-
nized to give urban residents information about family pianning, were less
effective in reaching the intended audience than mass media (Columbia
University, Center for Population and Family Health, 1989). 1n Thailand,
however, when trained viilage volunteers were introduced at village meet-
ings and were authorized to distribute resupplies of piils and condoms,
prevalence increased in one of the viilages from 57 to 77 percent (Norton,
1989). Group meetings may still be effective in rural and traditional areas,
even if they have less impact in cities.

Peer promoters have proven effective in carrying out family planning
education programs in the workplace, but their success may depend on
existing levels of usage.

Recognizing the value of peers talking to one another, industry-based
programs from the Philippines to Mexico have been recruiting volunteers
from among workers io promote family planning. By providing fellow
workers with condoms, OCs, and other supplies, these worker-volunteers
are the mainstays of many on-site prugrams and are often more cffective
than health professionals. OR in Mexico, for example, showed that
worker-volunteers scrved more people than did nurses in factory clinics
(Rosenhousa et al., 1987). In factories in St. Lucia, an OR study compared
the impact of employe=s trained to sell OCs, condoms, and foam, as well as
to answer questions and make referrals, with that of a visiting urse who
came twice a month to perform the same services. In factories with an
employee as distributor, contraceptive prevalence increased from 32 to
38 percent, whereas in the factories served only by the nurse, usage actual-
ly decreased slightly (Landry et al., 1986).

In a textile factory in Bursa, Turkey, female union shop stewards were
trained to tell fellow workers on their shift about contraceptives available
from a clinic in the factory. Workers on another shift heard talks from a
health educator about family planning and the clinic. Workers on the third
shift were intended to serve zs controls. Word spread almost equally fast
to workers on all three shifts. Overall, use of IUDs increased from 12 to
39 percent (World Health Organization, 1986).
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While educational programs in the workplace can raise prevalence rates
somewhat, some programs may not be cost-effective. This is especially true
in countries, such as Mexico, where prevalence is already high. The Centro
de Orientacién para Adolescentes (CORA) in Mexico [ound that a factory-
based program for young adults cost a high $26.07 per couple year of
protection. In Brazil, Colombia, and Mexico, talks to workers at industrial
sites have proven to be a costly and relatively ineffective strategy for
stimulating the demand for vasectomy (Townsend and Forcit, 1989).

Satisfied users are one of the most credible sources for communi-
cation with potential clients and can increase acceptance rates.

Data from several continents show that satisfied users can be extremely
influential in encouraging both women and men to adopt a specific family
planning method. An OR study in Sri Lanka showed that women who
were satisfied with their IUDs were mfluer:tial in convircing friends, rel-
atives, and neighbors to accept IUDs. Working with midwives over a
13-month period, the satisfied users helped motivate 3,000 new acceptors.
Also, women who were counseled by satisfied acceptors were less likely to
discontinue use than those counseled by a midwife alone; satisfied users
were better able to reduce the fears of side effects (Fisher and de Silva,
1986).

Focus group discussions with vasectomy adopters in Coloinbia revealed
that satisfied users played an important role in the decision to accept
vasectomy. Some 64 percent reported knowing at least one other person
who had had a vasectomy, and 5.6 percent mentioned other vasectomized
men as the most influential source in making their decision (Vernon et al.,
1989).

When satisfied users are also health care providers, the impact can be
even greater. In the Philippine Family Planning Outreach Project, the
aspect of the program most associated with the prevalence of clinical
contraception was its use by the staff (Commission on Population of the
Republic of the Philippines, 1981).

As family planning IEC moves from promoting general aware-
ness and community approval to promoting behavior change,
more attention in both IEC activities and OR projects is focusing
on hard-to-reach groups. Recruiting members of these groups as
family planning promoters and especially as contraceptive distrib-
utors is an effective approach.
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Among the questions that OR might address to strengthen
peer group approaches are the following: What types of group
activities are most effective and where, and when is one-on-one
or mass-media communication more effective? How can peer
promoters be trained adequately? Should peer promoters be
paid? If so, ow? If not, how can active motivators and good
performance be rewarded and sustained? What are the best IEC
support materials for peer promoters?

SOCIAL MARKETING

Social marketing, more than any other type of family planning promo-
tion, depends on OR and related market re.2arch teckniques to develop,
refine, and monitor program operations. OR provides guidance in
implementing such basic program elements as target population, prod-
ucts, pricing, packaging, place, and promotion, aithough results are rarely
published.

OR plays a crucial role at every stage in social marketing. While the
term OR is usually not used, such OR techniques as focus group discus-
sions, experimental interventions, pre- and post-test surveys, pretesting of
IEC materials, and analysis of sales data are in fact applied continually.
Because these are ongoing programs, managers usually apply research
findings immediately to improve project performance. They are less likely
than academic researchers to publish or even to reveal to outsiders the
results of their market research.

At each step in development and marketing, OR techniques are used.
The targer population for a contraceptive social marketing (CSM) project is
identilied, segmented, and described through OR techniques such as sam-
ple surveys, open-ended interviews, and focus group discussions. OR in
social marketing is often designed not only to find out the basic socio-
economic status of would-te clients, but also to identify psychographic or
personality traits or consumer profiles that might influence contraceptive
use. For example, in most countries, users of OCs obtain their own sup-
plies; however, an OR study in Bangladesh revealed that husbands not only
purchase a couple’s contraceptives, but also act as instructors (Davies et al.,
1987). Audience research in Egypt by the Family of the Future project
identificd as a special audience women who had coitus infrequently because
their husbands worked outside of Egypt. Ads for Amaan foaming tablets
emphasized that the method had to be used only when needed (Needham,
Porter, Novelli, 1985).
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Products are introduced--usually condoms, orals, and spermicides--on
the basis of a situation analysis performed in each country. Market re-
search has shown that increasing the number of products and brands can
increase overall sales and commercial viability. This has been documented
by the large volume of sales in the Asociacién Pro Bienestar de la Familia
(PROFAMILIA) program in Colombia, which sold seven brands of pills,
seven brands of condoms, four brands of vaginal contraceptives, and one
injectable (Binnendijk, 1985). Adding noncomraceptive products does not
increase contraceptive sales, however (Sherris et al., 1985; Binnendijk,
1985; Sheon et al., 1987).

Pricing, especially at the start, is based on consumer research and
comparison with prices of other personal hygiene products in a country.
Products priced too low are usually perceived as of poor quality, according
to studies in Bangladesh, Egypt, Jamaica, and the Caribbean (Bayley and
Washchuck, 1983; International Contraceptive Social Marketing Project,
1981). A small charge and small increases in price over time do not
discourage customers. Large increases do discourage customers, but no
increase at all discourages retailers from selling the products (Altman and
Piotrow, 1980; Sherris et al., 1985).

Packaging communicates important messages about a product. Thus
the name, type of package, color, size, and other details are all heavily
researched among the intended audience and modified to meet audience
preferences (Sherris et al., 1985; Altman and Piotrow, 1980).

Place, or product distribution, relates more to management and logistics
than to communication. Yet communication to pharmacists and retailers is
an important element, often guided by OR findings (see below).

Promotion is the basic communication component in social marketing
programs. Usually carried out by advertising agencies, it is guided by
market research, pretesting, monitoring of exposure, and use of surveys
and/or sales data to measure impact (see below).

While OR findings in social marketing are specific to each country and
even to cach stage of operations, overall evaluations of social marketing
programs show that they are making a significant contributior toc contra-
ceptive prevalence. An analysis by the SOMARC social marketing project
suggests that, on average, a mature social marketing program increases
total contraceptive prevalence by 20 percent (Stover, 1987), although this
contribution ranges from more than 30 percent of all contraceptors in
Bangladesh, Egypt, and Colombia to less than 5 percent in India, Mexico,
and Thailand (Sherris et al., 1985). In eight countries where data were
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reviewed in detail, about one-third of social marketing consumers were
first-time users, and two-thirds were shifting from other, sometimes less
effective methods. More than 85 percent of social marketing consumers
came from the lowest socioeconomic class and had lower incomes than the
typical tuyer of commercial brands (Bollinger et al,, 1989). Over the last
five years, the couple years of protection provided by social marketing
programs in the four largest countries have increased by 18 percent in
India, 25 percent in Bangladesh, 40 percent in Colombia, and 98 percent in
Egypt (Sherris et al., 1985; Social Marketing Forum, 1990).

Social marketing sales are highly sensitive to promotion and advertis-
ing. Both media advertising and point-of-purchase promotion are valu-
able. Sales drop sharply when promotion is eut back.

The major channels used for promotion in social marketing include
general media advertising, public service or paid spots on radio and televi-
sion, billboards, and point-of-purchase promotion. Hiring an experienced
advertising agency lo promote brand-name condoms, OCs, and sometimes
other methods is the usual way to promote CSM products (Sherris et al.,
1985).

Since social marketing programs launch new brands, they depend on
massive publicity. Data from early programs in India, Sri Lanka, and
Bangladesh show sharp drops in sales when mass-media advertising was
temporarily banned (Altman and Piotrow, 1980). More recently, studies in
Egypt, Kenya, and Colombia show a correlation between advertising and
sales. Continuing experience in Guatemala, India, El Salvador, Jamaica,
and Bangladesh reinforces the conclusion that sales drop when advertising
is reduced or suspended (International Science and Technology Institute
[ISTI], 1988). Increasingly, television, where available, is the medium of
choice tor reaching urban consumers.

Condems are the first and the major product in most CSM programs.
Because several commercial brands are usually available, the social market-
ing brand has to be carefully positioned and heavily promoted. An analysis
of ten major social marketing programs found that condom sales were more
closely linked with the extent of advertising than with any other factor, in-
cluding pyice, cultural attitudes toward family planning, and national socio-
economc development (Boone et al., 1985). In most programs, condom
sales dropped when advertising was cut back. Using brand names for con-
doms is believed to help sales because names are easy to remember and
because they are associated with particular images created by the promo-
tion campaigns (Sherris et al., 1985).



Promoting Family Planning / 113

Point-of-purchase promotion is important. Most social marketing
programs encourage pharmacists to display contraceptives. Pharmacists
often receive display racks or countertop dispensers to make display easier.
Displaying condoms increases sales. In a U.S. survey, 58 percent of phar-
macists who put condoms in open displays reported increased sales, with
the increasc averaging 37 percent. One pharmacist reported that he lost
sales to vending rnachines when he did not display condoms (Kushner,
1976). In Mexican supermarkets, condom sales doubled when condoms
were moved {rom shelves to a display space next to the cashiers. Also, the
number of condoms stolen decreased (Townsend, 1988). Displays increase
sales largely because they remind shoppers of the product. Also, they save
customers the embarrassment of having to ask for condoms, and they save
clerks the embarrassment of having to get them (Bayley and Washchuck,
1983).

Governments often resist mass-media promotion of CSM products.
These objections tend to arise at the start of a program and to diminish
as promotion becomes more familiar.,

Official, religious, and public resistance to mass-media advertising has
been a problem for many CSM programs. In Sri Lanka, for example,
broadcast advertising for any specific contraceptive brand is banned,
although promotion of basic family planning concepts is permitted (Sherris
ct al,, 1985). Advertising of prescription drugs is banned by law in many
countries, thus ruling out brand-specific advertising for OCs. Government
restrictions on mass-media advertising also have hindered programs in
Ghana, Mexico, and Nepal. Even where broadcast advertisements for
contraceptives are not restricted by law, officials often worry that the ads
will offend some people.

Most objections to advertising are voiced at the start of a program.
Some CSM programs have been able to overcome or circumvent these
objections in various ways. In Egypt, for example, television ads that
mention Norminest Fe OCs are directed to health professionals rather than
consumers. ZSM personnel have worked closely with Egyptian television
and radio censors to develop acceptable ads for nonprescription products.
In some other countries, ads tell consumers that safe, effective IUDs or
OGs are available from local retailers, but, in keeping with the law, do not
mention brand names (Sherris et al., 1985).

One benefit of OR is that careful audience research can be used to
persuade policy makers, who are often fearful of a negative public reaction,
that family planning messages are acceptable to the public. In Nepal,
government and private agencies were briefed on research findings before
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publicity began (Sherris et al., 1985). In Colombia, 2 generic condom
promotion campaign was suspended for two weeks because government
officials fcared a public backlash. Officials of the Ministry of Communica-
tion were finatly persuaded that the messages were acceptable when they
saw pretest results (PCS, 1986). Social marketing campaigns in Bangla-
desh, Ghana, and the Dominican Republic initially met opposition, but
later efforts in thesc and other countries used recearch findings and closer
liaison with the government during the planning phase to answer govern-
ment objcctions and provide evidence that the public would not be offend-
cd (ISTI, 1988).

Social marketing programs need to pay as much attention to the con-
cerns, finances, and communication skills of pharmacists or other retail-
ers as to the ultimate consumers.

The pharmacists and other retailers who sell to consumers are a vital
link in the CSM process. They need not only a regular supply of commodi-
ties, but also publicity to bring in new customers, a sufficicnt profit margin
to make CSM sales worthwhile, and other information ar d training to
increase their own knowledge of fami'y planning. In several countrics,
CSM advertisements try to build up the role of pharmacists and chemical
sellers so that family planning users will consider them a reliable and well-
informed source. Pictures of pharmacists, for example, are featured on
posters in some countries. In Cclombia, a radio spot featured a dialogue
involving a condom purchaser, a pharmacist, and a pharmacy clerk. A
recall survey showed that it was the best-remembered of several family
planning spots (PCS, 1986). In Ghana and Liberia, pharmacists receive
posters on which are printed checklists to help them advise buyers of OCs
(Lande, 1990).

To improve distribution to pharmacists and other retailers, some
programs have had to develop their own in-house sales forces. In Bangla-
desh, El Salvador, Egypt, Nepal, asd Mexico, for example, detail men visit
retailers personally to promote CSM products and tell retailers how to
answer customers’ questions (Sherris et al., 1985).

Programs in Latin America ard elsewhere have held special training
sessions for pharmacists and their staff so that they will be better able to
communicate and answer questions on family planning (Rizo, 1979). OR-
like evaluations in Honduras and the Dominican Republic showed that
trained pharmacists sold more family planning products than untrained
pharmacists. Other programs provide higher profit margins, {ree samples,
and other bonuses to stimulate pharmacy sales. A recent overview in
Population Reports of the role of developing-country pharmacists suggests
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that better promotion techniques and more attention to the IL:C potential
of pharmacists could increasc the rumber of people who buy their family
planning supplies at pharmacies in developing countries from the current
figure of 15 million to a much larger share of the estimated potential
market of 70 million (L.ande, 1950).

Sociul marketing programs have used an array of OR techniques
to guide the markeiing of contraceptives and relatzd health
products. OR jindirgs in social merketing are usually applied
immediately because they are designed and implemented from
the start by and for project managers as a management tool. For
the same reason, however, there is little incentive to write up the
results. In fact, results are semetimes considered trade secrets
that can provide a competitive edge. Thus it is much more
difficult in social marketing to provide published, academically
acceptable documentation of OR findings, while it is much easier
to show that OR findings have in fact influenced fuiure opera-
ons.

A...ong the [EC questions social marketing programs can address
using OR methods are the following: How can more new contra-
ceptive buyers be recruited? Are new products really needed 1o
promote more contraceptive sales? How can pharmacists and
retailers best be trained to provide correct and useful informa-
tion? How can social marketing programs promote better media
coverage of specific methods?

MASS MEDIA

Radio and, increasingly, television are major sources of family plan-
ning informaticn for people of ail ages, incore levels, and geographic
areas.

Radio and television have the potential to reach large numbers of
people in developing countries. While radio is still the most powerful
medium for reaching rural aieas, the audience for television expanded
tremendously in the 1980s. In 1987, the number of television sets in
developing countries was 35 percent of the world’s share, up from 5 per-
cent in 1965 (Singhal and Rogers, 1989). People without their own radios
or televisions frequently gather around family or village sets. In fact, radio
and television may be easier and more cost-effective channels for reaching
many people with family planning information than trying to recruit, train,
deploy, and supervise a large force of outreach agents (Hornick, 1989).
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Thus OR and related communication evaluation have increasingly ad-
dressed the role of mass media and national campaigns within a total
coverage area.

Even in relatively underdeveloped areas, OR and social marketing
research show that mass media are overtaking interpersonal communication
as the major source of new information. An OR project in Niamey, Niger,
found that the primary sources of family planning information among men
and women were radio, friends, and television, in that order (Columbia
University Center for Population and Family Health, 1989). In Zaire, more
adults in Kinshasa had heard about AIDS on the radio (96 percent of men,
83 percent of women) than through any other medium, and 86 percent of
men and 70 percent of women had seen something about AIDS on televi-
sion (Bertrand =t al., 1988). An OR siudy in Bangladesh found that more
than a third of radio listeners tuned in to family planning programs, and
that 36 percent of males cousidered radio to be a reliable source of family
planning information (Mabud et al., 1989). Projects in three provincial
Nigerian cities (cited earlier) showed that programs designed to provide
family planning information in television shows were extremely popular and
directed many new clients to clinics. After the first month of the campaign
in Enugu, Anambra State, for example, between 20 anc 75 percent of new
clients said they had learned where family planning services werc available
by watching "In a Lighter Mood," a popular television variety show that
advertised family planning service locations. Similar results were docu-
mented in Ilorin, the capital of Kwara State, and in Ibadan, the capital of
Oyo State (Piotrow et al., 1990).

In areas where mass-media coverage is already extensive--the Near East
and Latin America--the challenge is to develop a media impact research
system (MIRS) that can adequately track the impact of radio, television,
and other mass media (PCS, 1988). This impact can be measured in terms
of changes in knowledge and attitudes that lead eventually to various types
of behavior:

® In Turkey, where television reaches 80 to 95 percent of households,
pre- and post-campaign surveys measured the impact of an intensive
three-month mass-media campaign. The post-campaign survey
showel that about 80 percent of respondents recalled some part of
the carapaign, 25 percent had seen brochures, and 41 percent had
seen posters. During the campaign, family planning awareness
increased from 66 to 87 percent, and understanding of family
planning increased from 55 to 71 percent (Yun et al., 1689).
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® A mass-media information campaign in Peru that featured television
ads using claymation was effective in dispelling fears about risks of
HIV transmission from casual contact. Refore the campaign, for
example, 67 percent of the populaticn surveyed had believed that
saliva transmitted HIV infection, compared with only 43 percent
after the campaign (Payne Merritt et al., 1989).

® A music project that reached millions of young people in 11 Latin
American countries with songs and videos by popular teenage
singers Tatiana and Johnny encouraged young people to delay sex.
The songs were extensively evaluated through surveys, focus groups
of young people, and interviews with media gatekeepers. The
evaluation confirmed high 1ecall and understanding of the songs.
In fact, a survey taken three years after the project showed that
over 80 percent of young people still remembered the songs (Insti-
tuto de Investigacién de la Comunicacién, A.C. and PCS, 1990).

Mass-media promoticn of family planning stimulates communication
between spouses and among other members of the community.

An important intermediate objective in family planning promotion is to
encourage couples to think about family planning, and then to talk about it
between themselves and to others. OR-like research on mass-media
projects in all regions shows that people react to mass-media information
on family planning by talking to their partners, friends, and relatives about
it:

® After the three-month mass-media campaign in Turkey cited above,
63 percent of women reported that they had discussed family
planning with their spouses as a result of the campaign (Yun et al.,
1989).

® Young people in Latin America who heard the popular songs by
Tatiana and Johnny on sexual responsibility cited above talked
about them to many people. The post-survey showed that 50 per-
cent of the respondents had talked to their female friends, 32 per-
cent to their male friends, 34 percent to their mothers, 16 percent
to their fathers, and 7 percent to their teachers (Kincaid ei al,,
1988).

® In the Philippines, a popular music project modeled on the Tatiana
and Johnny project also was desigred to encourage young people to
delay sexual activity. Popular teenage singer Lea Salonga toured
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high school campuses to sing the songs and ask the students pointed
questions about the sexual responsibility messages in them. The
enthusiastic responses on cawpus after campus confirmed that young
people not only understood the messages quite well, but also were
willing to talk about them. Post-campaign surveys showed that

44 percent of young people aged 13-24 talked to their friends and
parents about the songs; 70 percent correctly interpreted the songs’
sexual responsibility messages (Coleman and Meyer, 1990).

People want radio and television to provide more information about
family planning and are often ahead of policy makers in what they
consider acceptable mass-media content,

Fifteen years ago, surveys showed that many people in both develcped
and developing countries were asking for more information about family
planning and considered it a perfectly appropriate subject for radio, televi-
sion, print media, or countertop advertising (Altman and Piotrow, 1980:
Sheon et al., 1987). Recently, Demographic and Health Surveys in 19
countries indicated that a large majority--an average of almost 85 percernt--
of married women of reproductive age approved of the use of radio and
television for family planning information (Demographic and Health
Surveys, 1990). Two national surveys of men--in Ghana in 1988 and Mali
in 1987--showed that the proportion of men who thought radio broadcasts
on the subject of family planning were acceptable was higher than the
proportion who approved of family planning (Ghana Statistical Service,
1989; Traore et al., 1989). In OR projects or similar surveys in which
people have been asked specifically whether they would like mass media to
provide more family planning information, the answer has been a resound-
ing "yes":

® An CR study in Barbados and St. Vincent found that male and
female respondents expressed approval of family planning messages
on radio and TV (Bertrand et al., 1985).

® A 1988 countrywide IEC survey in Kenya, conducted by the Centre
for African Studies (CAFS), revealed that 84 percent of males and
79 percent of females of reproductive age considered radio the
most effective medium for communicating family planning messages,
and television the second most effective (Rimon II and Letten-
maier, 1990).

® A national mass-media campaign promoting birth spacing in the
Philippines found that, even though some church spokesmen ob-
jected, 91 percent of men and women aged 18-60 in Metro Manila
who were exposed to the campaign approved of the specific men-
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tion of family planning methods on television (Rimon I et al.,
1989).

e In a major impact survey in Egypt, 80 percent of respondents found
nothing to dislike in previously broadcast materials; they wanted
more about family planning on radio and television, including
material on specific methods. In contrast, national leaders did not
consider mass-media promotion of specific methods appropriate
(Social Planning, Analysis, and Administration Consultants, 1988).

e in Céte d'Ivoire, where publicity about family planning was illegal
until recently, 63 percent of 561 residents surveyed in Abidjan said
television was the most appropriate means of spreading family
planning information; 56 percent named radio (Koné and Yao,
1989).

Despite increasing evidence from OR and other research, some govern-
ment officials are sti!! reluctant to use mass media to promote family
planning and responsible sexual behavior, although they raise no objection
to commercial messages that promote unhealthy and socially undesirable
products. This reluctance remains a barrier tc more effective health
promotion. In this respect, the people are often ahead of their leaders.

Print mass media are not usually as effcctive as radio and television
in reaching large developing-country audiences, but carefu(!; designed
materials for special audiences can produce worthwhile n.. isits.

Surveys in many countries suggest that the print mass media--newspa-
pers and magazines--reach only a limited audier.ce, mostly literate men in
urban areas. Nevertheless, IEC appeals can be designed that are especially
relevant for such an audience:

© An OR project in Brazil in 1985 used advertisements in prominent
regional weekly and monthly magazines over a 2.5-moath period to
promote vasectomy services and identify where services were avail-
able. The ads prompted many calls and visits, and led to an in-
crease in the nuniber of new clients daily from a mean of 13.7 for
the 12 months before the campaign to 21.9 for the 12 months
following the campaign. The mean number of vasectomies per-
formed during the campaign increased by 76 percent and stabilized
at a level 54 percent higher than before the campaign. Even
months after the campaign, clients reported that they had heard
about the service cr found the telephone number in the magazine
ads (Foreit et al., 1989).
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@ An OR project in Mexico successfully reached its target audience--
middle-class men residing or wcrking in the vicinity of a vasectomy
clinic--through billboards and signs. A survey showed that 66 per-
cent of men who called the clinic had learned about its existence
through eight billboards placed in the vicinity, including one above
the clinic vuilding (de la Macorra et al., 1989).

Print media messages have the advantage of lasting longer than radio
or television messages; moreover, print materials, unlike radio or television,
provide a reference to which people can return. The effectiveness of print
media can be maximized by designing them to reinforce broadcast messag-
es.

Mass-media publicity and promotion of family planning can change
behavior. Specifically, the mass media can stimulate information seeking,
raise clinic attendance, and _ncrease use of family planning and safe sex
methods.

Mass-media interventicus can change behavior. Frequently, the first
action people take after exposure to mass-media family planning messages
is to seek more information. The quest for information may lead to a
friend or relative or to a source tiat is linked to the mass-media campaign,
such as a television show, a telepnone counselor, or a clinic or service
provider. Recall surveys in many IEC projects show a positive connection
between mass-media interventions and people’s desire for more information
about family planning:

® New clients in Kwara State, Nigeria (discussed earlier), told the
nurses they came to the clinic because "Mama Olu told me to
come.” Mama Olu was a popular TV character who encouraged
her fictional granddaughter to use family planning (Fiotrow et al.,
1990).

® During 2 recent two-month television and radio campaign for vas-
ectomy in Brazil, clinics reported a mean number of 1,896 phone
calls and walk-ins per month by people seeking information about
vasectomy, an increase of 265 percent over the mean number of
519 per month received in the six-raonth period before the cam-
paign (see Figure 4). The mean number of vasectomies performed
grew from 302 per month before the campaign to 550 per month by
the end of the campaign, an increase of 82 percent (Buffington et
al,, 1989).
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Figure 4. Mean Number of New Contacts, New Clients, and Vasectomies
Performed, PRO-PATER Clinic, Sao Paulo, Brazil, 1988-89

® After a mass-media project in Cebu Province, Philippines, the
number of new family planning acceptors in government clinics
increased from 1,320 in 1988 to 5,163 in 1989, an increase of
291 percent, and in private clinics from 1,574 in 1988 to 2,428 in
1989, an increase of 54 percent. The project linked mass media to
providers through very specific references to methods and clinic
sites (Rimon II, 1990).

® Surveys conducted before and after a mass-media campaign in
Mexico revealed increases in correct knowledge and decreases in
misconceptions about AIDS and HIV transmission. The percentage
of survey respondents who knew that condoms prevent HIV trans-
mission rose from 61 percent before the campaign to 78 percent
after. Self-reported condom use rose by 10 to 15 percentage points
among groups at high risk of HIV infection--female prostitutes,
homosexual men, and university students (Sepulveda, 1989; Sepul-
veda et al., 1989).
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Mass-media references to health care providers can improve their
morale, enhance their status, and lead to increascd public acceptance of
family planning.

When health care providers take pride i their professional roles, they
tend to provide more and better services. OR projects show that mass
media can bolster the number of clients served by giving public recognition
te the roles and identifying service sites of specific providers,

The roles ot local community-bascd contraceptive distributors were
enpanced during a nationwide 1EC project in Honduras to promote their
distribution network. On a local level, radio spots repeatedly broadcast the
names and locations of the various distributors, thereby increasing their
prestige in their communities. {n 1984, when the project began, many
Hondurans believed that family planning was illegal or unavailable. By
the time the project ended in 1986, 95 percent of those interviewed
belicved that family planning was beneficial. Some 75 percent knew that
contraceptives were sold at community-based distribution (CBD) posts, and
60 percent knew a local site. CBD clients increased by more than 10 per-
cent, with 76 percent of distribution posts reporting increases in users
(PCS, 1990).

‘The Blue Circle Campaign in Indonesia was designed to encourage
urban women to go to private sector doctors and trained midwives for
family planning services. Indonesia’s National Family Planning Coordinat-
ing Board (BKKBN) wanted people who could afford to pay fees to use
nongovernmental facilities. The status of doctors and midwives, already
high, was reinforced on television and in print media, where they were
depicted as sources of high-quality, convenient family planning services. At
the same time, the doctors and midwives themselves were offered training
and IEC materials to help them perform their new role as family planning
providers. After an initial five-month media campaign in 1988, 32 percent
of the doctors and 58 percent of the midwives reported a direct impact on
their practice. Their average weekly family planning caseload increased by
28 percent for doctors and 36 percent for midwives during the campaign
(Suyono, 1989).

Nurses in Enugu, Anambra State, Nigeria, reported being greeted in
the streets by people who had seen the clinic spots run during the telecast
of "In a Lighter Mood" cited earlier. The spots featured health workers on
the job and identified clinic locations. The considerable anecdotal evidence
citing public recognition of the nurses, combined with an average of 55 per-
cent of new clients identifying tclevision (speciiically "In a Lighter Mood")
as their source of referral during the first full six months of the campaign,
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suggests that the broadcasts not only enhanced the status of the nurses, but
also influenced knowledge about clinic services and contributed to increased
clinic attendance (Piotrow et al., 1990).

The impact of mass media on behavior is a controversial
subject--much researched, often overstated, and sometimes dis-
proved. While all agree that mass media can creafe awareness
and even stimulate wider community acceptance, some dispute
that they can influence individual behavier. Certainly other
Jactors are also involved in behavior change--the availability of
supplies and services, social and economic constraints, and
sometimes even geography. If the opportunity is not there, com-
munication will have limited impact. Yet in the family planning
field, a body of evidence is accumulating, through OR-like re-
search or similar IEC project evaluations, that people look to the
mass media for information and that they change their behavior
in various ways as ¢ result of what they leam. Many first look
for more information, then visit family planning services, and
eventually try one or more family planning methods. The more
specific the activity promoted--a particular method, such as
vasectomy, or a particular clinic or type of distributor--the easier
it is to measure results and to find a significant impact.

Among the related issues that could be explored jurther by
OR are the following: How can policy makers or gatekeepers be
persuaded to allow more specific information about family
planning in the mass media? How can the intermediate steps
leading to behavior change and coniraceptive use be identified
and measured for maximum media influence? How can mass
media be linked more closely with specific service siies or provid-
ers?

THE ENTER-EDUCATE APPROACH

The use of entertainment to spread social messages--for exarmple,
promoting family planning or encouraging responsible sexual behavior--
can reach millions of people and infiveuce their attitudes and behavior.

Entertainment has been used throughout history as an effective way to
reach people, teach new concepts, and influence behavior. A number of
large IEC projects carried out by the Population Communication Services
project of The Johns Hopkins University have developed and tested this
concept, termed "enter-educate," through an OR-like approach.
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The previously cited music projects in Latin America and the Philip-
pines promoting sexual responsibility among young peuple were among the
first major mass-media projects to use entertainment on a broad scale
through extensive radio and television coverage. Tatiana and Johnny
launched the songs on a popular Latin American television show, and Lea
and Menudo, the internationally renowned male teen singing group, per-
formed their sengs together on about a dozen prime-time television pro-
grams in the Philippines. Both projects were extensively evaluated (Kin-
caid et al., 1988; Rimon I1, 1989). Evaluation of the Tatiana and Johnny
project suggested that responsible sexual attitudes, especially among young
women in Mexico, may have been strengthened because of the project
(Kincaid et al., 1988). In the Philippines, a survey of 500 young people
found that 51 percent were influenced by the songs, and 25 percent sought
contraceptive information (Rimon 11, 1989).

Entertainment was a paramount clement in the intensive three-month
multimedia campaign in Turkey cited carlier. Using humor, music, and
melodrama presented by popular actors, actresses, and comedians, the cam-
paign was designed to appeal to a broad viewing audience. Audience re-
search was crucial to developing products that were well received. A sur-
vey following the three-month media blitz showed that 80 percent of the
target audience--married women of reproductive age--had been exposed to
the campaign through various media. More than twice as many people re-
called the entertainment components of the campaign--including the serial
drama and humorous TV spots--as recalled the TV documentary. Of those
interviewed after the campaign, 10 percent said they had visited a health or
family planning clinic, and 20 percent said they intended to. A sample of
18 health and family planning clinics reported an average monthly increase
in family ptanning volume of 4 percent during the IEC campaign. Overall,
the national sample survey showed an increase of 3 percent for modern
family planning methods over the four-month period (see Table 1 and Fig-
ure 5), significantly exceeding the trend of 1-2 percent gains per year
before the mass-media campaign began. An in-depth analysis found that
women with primary school education (half of all women), increased their
use of modern contraceptives by 13 percentage points, from 31 percent
before the campaign to 44 percent after (Yun et al.,, 1990).

The concept of using popular music to promote family planning has
now reached Nigeria in a project by the Planned Parenthood Federation of
Nigeria, aimed at young adults. Preliminary evaluation of two songs written
by Onyeka Onwenu and performed with top singer King Sunny Ade showed
that, of 1500 respondents interviewed in three cities four months after the
project was launched, 57 percent had heard one of the songs on radio,
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Table 1. Turkey: Indicators of IEC Campaign Coverage

Est. %
Medium (n=2145)
Watched Family Planning Programs on TV 76.3
Saw Family Planning Posters 41.1
Saw Family Planning Brochures 25.7
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Figure 5. Impact of the National IEC Campaign of Turkey on Modern
Family Planning Practice (October 1988 - January 1989)
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while 38 percent had seen one of the videos on TV. Between 85 and

90 percent rated the songs "good" or "very good” (Family Health Services
Nigeria, PCS, and Research Bureau Nigeria Limited, 1990). The impact on
behavior lias not yet been evaluated.

The skills of entertainment and mass-media professionals are re-
quired to develop, produce, perform, and promote successful enter-edu-
cafe proiects,

The elfectiveness of an enter-educate project is determined by how
well it does in the commercial market, how much attention it generates,
and how well the social messages, which will eventually lead to behavior
change, are received by the target audience. To compete in the market-
place, enter-educate projects must use professionals from the entertain-
ment and mass-media fields to create, promote, and distribute attractive,
high-quality programs. Production involves extensive audience research,
pretesting, and monitoring of implementation. In addition, the educational
messages necd to be subordinated to entertainment values lest the audi-
ence lose interest (Colemar and Meyer, 1990).

Dvaluation of both the Latin American and Philippine music projects
discussed above showed that a key factor in their impact was the use of
top-notch professional talent--composers, singers, and production [acilities:

@ After focus group research in Mexico, two professional singers were
selected for the Latin America project because of their commercial
potential and their images as positive role models. This insistence
on professionalism resulted in a campaign that had impact on both
comniercial and social levels. On a commercial level, requests for
the songs on Mexican radio stations reached 13 1o 15 per day for a
thiee-month period. On average, the songs were played 10 times a
day for ten months. (In Mexico City a song played on the radio
5 to 7 times a day is considered a hit.) The album featuring the
songs had sold over 400,000 copies by the end of the project and is
still selling. Songs, videos, and the singers were featured on televi-
sion. on radio, and in print. On a social level, qualitative and
quantitative research showed that the messages were correctly inter-
preted by the vast majority of the audience (see Figure 6) (Kincaid
et al,, 1988).
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Figure 6. Interpretation of the Message of "Cuando Estemos Juntos" and
"Detente"

® Top-quality professional musicians and production facilities were
also enlisted for the Lea and Menudo project in the Philippines.
The performers were selected for their appeal to young people and
their marketing potential. The marketing plan, based on extensive
preproject research, included live concerts, radio simulcasts, dance
contests, message interpretation contests, wide multimedia press
coverage, and guest television appearances by the singers. As in
Mexico, the songs reached the top of the ratings, and, as cvidenced
by essay and art contests and by Lea’s school tours, young people
responded positively to the messages. Some 70 percent of 600
young people aged 15-24 interpreted the message of the song "I
Still Believe" appropriately (Rimon II, 1989).

Other projects, in Nigeria, Ghana, Liberia, Zimbabwe, India, and
Bangladesh, also attest to the importance of enlisting entertainment

professionals to work with family planning experts to develop materials that

are more entertaining than didactic (PCS, 1988; Coleman and Meyer, 1990;
Piotrow et al., 1990). When the family planning messages are emphasized
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too much, audiences may complain. The early episodes of "Hum Log,"
India’s {irst family planning TV soap opera, which was broadcast in 1984,
had low ratings; viewers complained that there was too much about family
planning. When the messages were made more subtle, the series became a
great success. "Hum Log" audience ratings reached 90 percent; most
viewers reported learning positive attitudes and behavior related to smaller
family-size norms, women’s rights, and other social issues (Coleman and
Meyer, 1990; Singhal and Rogers, 1989b).

Commercial sponsors, broadcasters, and other media will share costs
for high-quality enter-cducate products, providing free fdiriug, free promo-
tion, and other support that can far exceed the cost of the original
products,

Evaluation of enter-educate projects shows they can transform initial
sced money into substantially larger support, including millions of hours of
free air time, press and other media coverage, and much associated publici-
ty and products. In Latin America, Tatiana and Johnny’s two songs,
"Cuando Estemos Juntos" and "Detente,” cost approximately $300,000 to
develop and launch, but returned more than one million hours of free air
time, pus print publicity and personal appearances worth many millions.
As noted, Tatiana’s record album sold more than 400,000 copies by the end
of the project; the figure by mid-1990 was more than 600,000. Tatiana
herself has spoken out--on her own, without benefit of fees--to promote
sexual responsibility to young people and at family planning conferences.
The combination of commercial viability and a social message was one
reason for this multiplier effect, interviews showed. Media representatives
said that commercial viability was the main reason they nromoted this
campaign more than other social campaigns. In Latin America, where the
mass media are privately owned, the primary concern is the "bottom line"--
profit or loss (Kincaid et al., 1988).

The Philippine project was deliberately designed to attract corporate
sponsorship and support. Lea Salonga’s songs, developed at an initial cost
of about $250,000, received $1.4 million of free radio and television air
time, plus contributions from Pepsi Cola for posters and air time; from
Nike, Nestle, Avon, and other companies for collateral promotional mater-
ial; and from the Philippine Long Distance Telephone Company for six
months of the telephone hotline. Thus the value of corporate support plus
free air time amounted to four times the cost of the project (Rimon I,
1989).

Cost sharing was also built into the national mass-media campaign in
Turkey discussed earlier. The direct costs of the campaign amounted to
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$231,637. With free air time from Turkish Radio and Television, free
publications, and free advertising space, the project was able to generate $9
for every $1 of project expenditures (Yun et al., 1990).

The cost-effectiveness of mass-media arnd enter-educate projects is
difficult to evaluate through the usual small-scale OR project. Unless mass
media, including enter-educate approaches, are of top quality, extensively
publicized, and widely used, they may not be cost-effective. Yet OR
specialists rarely have the resources to develop commercially viable mass-
media interventions on an experimental basis. An OR project for
vasectomy promotion in Guatemala found that radio promotion was less
cost-effective than using a person-to-person promoter (Bertrand et al.,
1987). Reviewers noted, however, that the radio promotion materials were
used in a limited area and were compared essentially with the perfcrmance
of a single outstanding promoter (Piotrow and Kincaid, 1988). Comparing
mass media, which require strong professior.al skills but offer massive
coverage, with interpersonal communication, which varies greatly in content
and effectiveness, may be like comparing apples and oranges. Research
should be directed to ascertaining how mass media can be used to support
and improve interpersonal communication, rather than compete with it.

As in all communication, the exteni of impact depends on the
quality of the communication. Yet the quality of mass-media or
enter-educate projects is difficult to evaluate objectively except by
their impact on the audience--a carch-22 situation. This means
constant monitoring and immediate feedback to keep the audi-
ence interested. For mass-media and enter-educate activities, as
for social marketing, OR techniques need to be incorporated into
project activities and project monitoring from the start because
the interventions are necessarily too costly and extensive to allow
project managers to wait until the next project before implement-
ing changes that can improve the results.

OR: AN INTEGRAL PART OF GOOD IEC

OR projects and findings have made an important contribution to the
field of family planning promotion, and OR techniques are increasingly
applied at all stages of health promotion to improve results. Experimental
interventions at the clinic and CBD levels have documented the ciucial
importance of good interpersonal communication, or counseling, between
providers and clients. Well-designed IEC materials that are carefully
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pretested with current and potential clients can contribute to the process of
informed individual choice. Social marketing, mass-media, and enter-
educate projects use OR techniques as standard procedure to chart the way
to more effective and more cost-effective promotion.

During the 1980s, it became increasingly clear that family planning
promotion is a process, not a product, and that the ultimate goal of IEC
goes beyond changes in knowledge and attitude to specific changes in
behavior based on individual decisions. Successful IEC projects recognize
this goal and follow a distinct process or methodology based on audience
research, a coherent strategy, a detailed dissemination plan, step-by-step
implementation, regular monitoring, and an impact evaluation to check
results against specific, measurable objectives established at the start. OR
techniques are an integral part of this process. As noted in the review of
social marketing activities, all major decisions in marketing and promoting a
product are or should be based on various types of market research or OR.

During the 1990s, IEC projects will be moving into the mass media on
a large scale as the concept of the “global village" comes closer to reality.
Since people’s access to mass media, and especially radio and television,
has doubled or tripled in the last decade, this shift is entirely appropriate,
Moreover, mass media can be used to enhance and support interpersonal
communication cfforts for all types of audiences. The audiences for family
planning messages are becoming increasingly young, urban, and male
(rather than exclusively female), and are less likely to visit conventional
family planning clinics and more likely to be exposed to broadcast media.
Using the mass media is costly and requires skilled professionals to achieve
the best results. At the same time, however, mass media are usually the
most cost-effective means of reaching large numbers of people. Moreover,
mass-media and especially enter-educate activities allow the cost of high-
quality productions to be shared and leveraged in various ways to gain
wider support.

Whether with social marketing or entertainment, to achieve the best
results in mass media, OR techniques need to be applied consistently
throughout project desigr and implementation. As family planning IEC
moves from sniall-scale pilot projects toward nationat and regional multi-
media campaigns, OR techniques are no longer a separate activity that can
be carried out by another organization or a luxury item that can be funded
only if there is money left over. On the contrary, formative and summative
evaluation using OR techniques is needed and i increasingly applied in all
major 1EC projects and at all stages of the IEC process.
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The major achievements of OR in family planning promotion should be
seen not only in the specific findings summarized in this overview, but also
in the now well-accepted integration of OR techniques into major commu-
nication activities. Focus group discussions, pretests, pre- and post-cam-
paign surveys, interrupted time series analysis of sales and/or service data,
recall surveys, broadcast monitoring, conceptual mapping, and other OR
techniques are crucial to the design and implementation of good health
promotion. They are already well integrated into most large-scale social
marketing, mass-media, and enter-educate projects.

Moreover, at the same time the scale of IEC activities expands into
national media, the scale of evaluation must grow to cover national rather
than pilot-project audiences. In this effort, the use of representative
national data, such as that froni the Demographic and Health Surveys, will
become more important. These surveys should therefore give more
attention to communication issues and especially to the impact of mass-
media campaigns on the intermediate variables that precipitate behavior
change. With this additional support, health promotion will be better able
to make the transition from ad noc production of materials to strategic
planning for behavior change.

In the 1990s, health communication has a major role to play. Not only
in family planning, but also in all of primary health care, good promotion is
necessary to encourage individuals and families to make the changes in
their lives that will lead to better health. The use of OR techniques and
the application of OR findings to date are essential to strengthen modern
health communication. With these skills and resources, family planning
promotion can advance into the 1990s with a real opportunity to accom-
plish the long-term goals of making family planning a household word, a
community norm, and an informed individual choice.
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4. MANAGEMENT OF FAMILY PLANNING PROGRAMS AND
OPERATIONS RESEARCH

Michael H. Bernhart

University of Puget Sound

INTRODUCTION

In 1967, Bernard Berelson wrote of family planning programs, "If there
is one deficiency in this field that is more serious than any other, I think
it's neither lack of an idea! method nor inadequacy of our persuasion
techniques. Tt is general lack of adequate implemental machinery. We
don’t have family planning administrators who know how to furnish services
efficiently to great masses of population” (Berelson, 1967, p. 67). This
harsh judgment, written 23 years ago, no longer applies. The skills of
program managers have grown with the programs themselves, and the
administration of family planning programs is now often a model to which
other social programs aspire. Some of the credit for this improvement may
be attributed to management’s use of operations rescarch (OR) to refine
program administration. This paper reviews a sampling' of these OR
studies.

A traditional definition of management is used here tc organize the
findings from recent OR experience. For years, the management literature
has grouped management tasks as falling under one of four headings:
organization, control, motivation, and planning. Alternative labels have
been used, particularly for organization and motivation, but these four
themes have endured. More recently, sirategy setting has emerged as a
fifth important task of management and has been emphasized in the
literature; indeed, it would now be difficult to find a text on managerment
that does not devote considerable attention to strategy.

The recent emergence of strategy setting as an important component of
management grew out of the observation that operating managers bear
considerable responsibility for defining an organization’s strategy (Kudla,
1976). Research has repeatedly demonstrated that an organization’s
perfermance is associated with whether management has articulated a
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formal and appropriate strategy (representative of several studies docu-
menting this relationship is Schoeffler et al., 1974). Strategy setting has
been compartmentalized by organizational level: at the top level is the
mission statement, the long-term objectives, the grand stritegy, and so on;
at lower levels are operating and functional strategies in areas such as
marketing and human resources. These distinctions are not important
here, except to indicate that strategy setting is found at many levels of an
orgarization and is not the exclusive purview of a few high-level policy
makers, as might be thought. (Note that management strategy is distinct
{rom national policy, which deals with issues of pro- or anti-natal legis-
lation, resource levels for population programs, and so on.)

OR results, as will be shown below, have great relevance for program
strategy. This rclevance is worth noting since the term operations research
would seem to denotc research on nonstrategic questions.

The OR findings reported here are grouped, then, within five
categories: strategy, organization, control, motivation, and planning.

MANAGEMENT STRATEGY
General Strategy

A fundamental question for all program managers is what groups the
program will serve, what those services will be, and how they will be de-
livered. To date, strategic management in family planning has often been
confined to the development of life-cycle models--stages every program will
pass through as it grows (a happy exception is the writing of John Ickis,
1987, who takes up questions of structure and leadership). Representative
of this concern with program evolution is Vriesendorp et al. (1989), who
posit four stages a program will pass through during its development; these
stages are defined by level of contraceptive prevalence achieved. This
model may be most relevant to national programs in which a single or
dominant organization provides services.

Empirical support for a life-cycle model was found in four OR projects
in Bangladesh that studied one or more community-based distribution
(CBD) programs in each of four stages of program evolution. It was found
that the principal management challenges differed by stage:

® Stage I--Initiating Services. In the program studied in this stage,
spontaneous demand for services initially exceeded the program'’s
ability to provide those services. Emphasis was on registering and
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supplying couples; little or no promotion was needed, although users
required some education on proper method use. The critical
management systems were logistics to ensure reliable supply and
broad canvassing to reach the ready adopters. Outreach workers
were primarily resupply agents (Unity of Government and Non-
government Population Services [UGNPS], 1988).

Stage II--Tapping Latent Demand. The program that had advanced
to this stage found that once the ready adopters had been cnrolled
in the program, promotion was needed to recruit those couples who
had not previously adopted because they clung to a few commonly
held concerns--perhaps cost of supplies or social acceptability. The
program had to detect those issues and address them, either through
community education or individual promotion. Management had to
determine what attitudinal factors were inhibiting further growth of
the program and develop an appropriate response (Moslehuddin
and Kabir, 1988).

Stage I1l--Creating Demand. For the programs at this stage, a pla-
teau in coverage was again reached after the programs had enrolled
those couples who once held misperceptions about contraception
(Mia et al., 1988). At this point, the programs had to change
fundamental attitudes regarding desired family size or the role of
women. Perhaps more important than a hard sell, which had
worked before, was resolving concerns about survival of children or
what women can do. The program managers had to face the need
to add new service components oriented to child survival or eco-
nomic opportunities for women,; clearly such services required new
management and technical skills--and new resources.

Stage IV--Overcoming Marginal Effectiveness. Meeting and sur-
mounting the challenges of stage III were not the end of the story.
Even when a program had reached a fairly high level of prevalence,
fertility remained high (Mia and Bernhart, 1988). It appeared that
many couples drifted in and out of the programs (and conceived
when out); the groups that remained unprotected were, unhappily,
at high maternal risk. The role of outreach at this stage may have
been as supplier of last resort (many of the drifters were supplied by
social marketing), promotion among high-risk couples, identifi-cation
of migrants, and reinforcement of tepid convictions. These activities
placed special demands on canvassing, client records, flexible
pricing, and promotion.



146 / Bernhart

The above stages of program development may be unique to the
Bangladeshi context; programs in other countries may pass through differ-
ent stages and/or a different number of stages. However, these stages do
have the merit of having been derived from empirical research, and they
appear to be linked to fertility rates, not contraceptive prevalence. In any
event, they offer managers several lessons.

First, the management challenges change with the progression to a new
stage. This conclusion is common to other life-cycle models. In the
Bangladeshi OR projects, the program that began with simple supply
problems soon had to provide proactive outreach and promotion. When
these efforts were successful, they took the program into a stage that
required providing a new range of services, and ultimately to the need to
develop sophisticated client tracking and locating systems.

Second, prevalence will plateau if a program does not adopt the
strategy needed to progress to a succceding stage. In Bangladesh, contin-
ued pursuit of activitics that were successful in a particular stage did not
allow the program to cxpand coverage. There was evidence that use of the
outdated strategy may even have been dysfunctional; one OR study of 15
small prograins indicated that continued reliance on an outdated strategy
was accompanied by an actual decrease in prevalence (Mia et al, 1988).

Third, programs will not advance spontaneously from one stage to
another; in fact, there may be organizational resistance to the major
program changes required to abandon an old strategy and adopt a new one.
Managers must recognize when they have exhausted the possibilities of
their current strategy and are ready to begin marshalling the resources and
commitment needed to move to the next stage.

Political Strategy

Program managers often find they must respond to political challenges
that may be directed at the resources available to their programs or even at
the legality of their programs. When family planning programs were young,
the challenge often came at the national policy level. But established,
mature programs may still face political challenges from an entrenched
profession, from other organizations competing for resources, or from
officials wary of any incursion across bureaucratic boundaries. OR studies
have often been used to marshall support and to overcome political barri-
ers of several types.

First are barriers to program acceptance. Early OR projects conduct-
ed in a variety of countries were instrumental in persuading national-level
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policy makers to accept family planning as a component of public health
care (see Cuca and Pierce, 1977). In most instances, the OR project
demonstrated that family planning was accepted by the public and did not
ignite controversy. In some instances, it was also possible to demonstrate
the health benefits of fertility contro)

Second are barriers to delivery systems. With the passage of time,
family planning gained wider acceptance, but delivery of services was
rooted in clinic-based, physician provision of contraceptives. Cost-effective
provision of contraceptive services required moving beyond primary reli-
ance on clinic-based services. OR projects in Morocco (Labbok et al.,
1986) and Guatemala (Bernhart, 1981), among many others, were instru-
mental in gaining acceptance of CBD as a legitimate means of providing
contraceptive services. Credible research was useful here as the opponents
of change defended the status quo on the grounds of client welfare: OR
was able to overcome these arguments by demonstrating that client health
was not jeopardized by easing access to contraceptives.

Third are barriers to demedicalization. Cost-etfectiveness is also
improved when paramedical providers replace or augment physicians.
Projects in Turkey, the Philippines, Guatemala, and Thailand, among
others, demonstrated that individuals other than physicians could provide
sale and effective contraceptive services; these projects gained acceptance
for nonphysician care.

Fourth are barriers to changes in administrative and clinical
practices. Political resistance to the way services are delivered and man-
aged does not end with CBD and demedicalization. Resistance to changes
in the current way of doing things is a fact of organizational life. OR
projects have becn instrumental in introducing changes in the face of such
resistance, in areas such as charging fees for services (in Honduras, Man-
agement Sciences for Health, 1986; in Guatemala, Bernhart, 1981) and
reducing screening requirements (Bernhart, 1981). The Guatemala study
documented different mechanisms inherent in OR studics for gauging the
strength of opposition, persuading opponents of the value of change,
overwhelming opposition through the creation of strong constituencies for
change, or providing reassurance for the cautious. The uses to which OR
was put are worth noting:

® Trial balloons--An OR project can test the strength and extent of
opposition to a proposed change. By launching a change as an
experiment, proponents can withdraw it if the opposition proves
extensive, without great loss of face and credibility. This en-
courages more efforts to introduce change.
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© Trojan horse--In some instances, it is enough to create a
constituency for a change, such as a new service. Here the OR
project can provide a vehicle for instituting the change--the label of
experiment protecting it rom attack--and gaining a strong foothold.
After a period of successful operation of the change, it becomes
politically more costly to withdraw the change than to keep it.

® Overcoming the immune reaction of the organism--In many in-
stances, the perceived threat posed by a change may excecd the
reality. Here an OR project can demonstrate that a change is, in
fact, benign, thal, for example, it does not lead to a loss of
employment or status.

Financial Strategy

All program managers share an interest in securing financial resources
for their programs. This interest is of growing relevance as it becomes
necessary to do more with less. As demand for contraception outstrips the
resources available to programs from international donors, program
managers must improve operating; etficiencies while recovering more of the
costs of services from beneficiaries. It is the latter point, cost recovery,
that requires judicious selection of an appropriate financial strategy.

Programs can opt for one or more of several financial strategies. These
include currying long-term donor support; incorporating in the portfolio of
projects opportunistic projects (those that respond to a transitory donor
interest); providing billzble services (often curative); secking community
financing; establishing fees for supplies or services, without diminishing
demand; and obtaining support from third parties, such as employers or
insurers. Several OR studies have investigated potential sources and levels
of support for program financing.

One source is community fingncing. The evidence here is mixed.
Studies in Liberia (Cole, 1985), Brazil (Lassner et al., 1986), and Thailand
(Primary Health Care Operations Research Project [PRICOR], 1984)
document the communities’ willingness to contribute to the costs of
contraception and health care. Other prajects, in Haiti (PRICOR, 1986b)
and Benin (PRICOR, 1986a), found that the communities involved would
not contribute to program costs. This is an area in which program mana-
gers may want to replicate these OR projects to test the viability of
community financing for program services.

A second source is contraceptive pricing. Again, the results are mixed,
but they may point to relative price-inelasticity of demand for contracep-
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tives. Several of the studies conducted have demonstrated the expected
sensitivity of demand to price changes. For example, Cernada (1982)
reported that demand increased for a time after contraceptive prices were
dropped. However, doubling the price for DMPA (Deprovera) had no ef-
fect on demand in Thailand, perhaps because clinic staff worked hard to
compensate for the change (Family Health Division, Thailand, 1983), and
the demand for contraceptives actually increased after prices were raised in
Jamaica (Howell and Seims, 1979). A study that weni directly to the heart
of the question was a simulation in Thailand that estimated price elasticitics
of contraceptives and suggested new price levels that would optimize pro-
gram income without jeopardizing coverage (Ashakul, 1989).

A third source is fees for services. Aside from recovering the cost of
contraceptives, managers will want to know whether other services can
provide a source of income for the program. Experiments in Taiwan
(Cernada, 1982), Thailand (Carlson and Potts, 1979), and Guatemala
(Bernhart, 1977) showed that fees could be charged for services without
sacrificing program effectiveness. However, studies have also shown that a
decrease in prices (in Taiwan, Cernada, 1982; in Korea, Chen and Worth,
1982) or no fee (in Thailand, Knodel et al., 1984) for supplies or services
can boost demand. Further evidence of price sensitivity comes from Korea,
where increases in fees for voluntary surgical contraception (VSC), or
sterilization, were accompanied by a decline in demand (Chen and Worth,
1982). ‘This appears to be an area in which each program will have to
conduct its own OR to determine the effect of a change in price for
service.

Fourth is "unbundling." A persistent pricing issue is whether clients
should be charged for the individual services they obtain or whether they
should pay a fixed amount for bundled services. Lassner et al. (1986)
found in Brazil that charging for individual services produced the most
revenue for the program.

Still another source is employer support. A variety of projects have
attempted to demonstrate to employers that their investment in family
planning will be returned (see Bertrand, in this volume).

Community Participation

The value of community participation and means for obtaining it have
been the foci of several projects. Researchers who have examined several
community participation projects have concluded that family planning
programs, particularly those with demographic targets, may be poor vehicles
for such projects. They speculate titit the goals and structure of typical
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population programs do not easily accommodate the bottom-up setting of
objectives and methods characteristic of community participation (Askew,
1989; United Nations Economic and Social Commission for Asia and the
Pacific, 1988). Arguing against that pessimistic conclusion is the experience
reported by Bergthold et al. (1973) in Ecuador, where bottom-up goal
setting was found 1o improve family planning program performance.

The experience of OR projects on this question is mixed. The value of
community participation was demonstrated in Thailand, where community
development projects, such as pig raising, were linked to family planning
(David, 1982). In another Thai study, Stoeckel et al. (1986) concluded that
such linkages had not increased contraceptive prevalence rate (CPR), but
had maintained it at alrcady high levels. Gallen and Rinchart (1986)
conclude that the value of community participation has been assumed in
many projects, but its actual utility has not been confirmed.

Whether community participation contributes to fertility reduction s a
question separate from how to involve the community. Factors of culture
and organizational structure may produce a different answer in every
program. For example, a project in Tanzania reported on the need for
extensive communication (Nangawe et al., 1984). In Thailand, mixed
results were obtained in an income generation project (Weeden et al.,
1986).

The inconclusive results on community participation should not deter
program managers from experimenting with these approaches. Given that
community participation is associated with grass-roots democracy, empower-
ment of lower-income groups, and social and economic development, the
successful implementation of such a project may achieve several worthwhile
social objectives in addition to the benefits to family health provided by
contraceptive usc.

PROGRAM ORGANIZATION

A broad range of issues regarding program structure, choice of services,
staffing, and location of facilities have been the subject of OR projects.
These are discussed in depth by J. Townsend in this volume, and only a few
issues are cited here to underscore the centrality of these concerns to
program managers.

One key issue is the degree of centralization. It has been an article of
faith that decentralization of decision making improves both the quality of
decisions (local decision makers will have fuller information at their dis-



Program Management and OR / 151

posal) and staff motivation (a lower-level official who makes a decision will
feel greater ownership of it and will be committed to its full implementa-
tion). These rationales underlie much of the donor interest in greater
decentralization of health and population programs. On the other hand,
there are several arguments commonly oftered against decentralization:
local officials lack the broad policy perspective enjoyed by national officials,
local officials lack skills in information analysis and decision making, and
decentralization sacrifices economies of scale. Few OR projects have
addresscd this issuc dircetly; however, those that have support increascd
decentralization. For example, decentralized program control has been
associated with improved prcgram performance in Thailand {University
Research Corporation [URC], 1988) and Indonesia (Hafid, 1976).

Another issue is range of services. Experience in Bangladesh (Matlab,
International Centre for Diarrhoeal Disease Research, Bangladesh
[ICDDR,B}) has demonstrated that some maternal and child health (MCH)
services (child care) may reinforce the family planning program, while
others (oral rehydration therapy) make such extensive demands on field
personnel that contraceptive services suffer (Phillips ct al., 1984).

Other issues include the method mix programs make available to
clients, the location of service facilities, the density of facilities (how many
and how close together), the skills required of service providers, and the
personal characteristics of service personnel and their supervisors.

PROGRAM CONTROL

A task immediately associated with management is that of controlling
operations and resources. To accomplish that control, managers typically
rely on supervisors; information systems (e.g., service statistics, management
information systems [MIS), accounting data, supply reports); and formal
evaluation.

Control of Operations/Quality of Care

Studies have linked higher acceptance rates of contraception with
higher qualily of care. For example, more complete and accurate counsel-
ing hs been associated with higher CPR and clienl retention (Prabhavathi
and Sheshadri, 1988; Bernhart and Kamal, 1991). "Complete and accurate”
means providing prospective clients with information on more contracep-
tive methods, more information on possible side effects, and more instruc-
tion on how clients might manage side effects themselves. A broader range
of services available to program clients has also been associated with higher
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program performance (see Gallen and Rinehart, 1986, for a review). More
frequent contact with clients has been associated with higher program
performance as well. Moslehuddin and Kabir (1988) report no leveling off
in the cffect of client contact on program performance, even when contact
rates reached a weekly visit.

Quality of care can have far-reaching effects on organizational ef-
fectiveness. In a PRICOR study in Pakistan, Bernhart et al. (1990) found
that utilization of primary health care facilities was influenced primarily by
the quality of outreach scrvice. 1f outreach workers provided more com-
prehensive care to villagers in their homes, the villagers were more likely to
utilize the program’s clinics. Interestingly, the quality of the service
provided in the clinic appeared to have no effect on clinjc utilization, only
the quality of outreach caie. This finding signals the nced for programs to
ensure quality service at all points of contact with clients.

Supervision

Effective supervision serves several cssential management functions,
including monitoring of performance, training, dissemination of policies,
and fecdback to management. OR studies have addressed many aspects of
supervision.

A study in Bangladesh (Bernhart and Kamal, 1991) found that superior
lieldworker performance was associated with the following supervisory
behaviors:

® The supervisor makes home visits with the fieldworker (also
reported by Gomez, 1981, in Colombia).

® The supervisor quizzes clients on fieldworker activities, in the
presence of the tieldworker.

® ‘The supervisor discusses problem clients with the fieldworker.
¢ The supervisor visits more client homes.

Regarding frequency of supervision, several studies have associated
increased supervisory contact with increased program performance. These
include studies of CBD distributors in Nigeria (Ruffing et al., 1986) and
Guatemala (Bertrand et al,, 1981), and of nurse-midwives in Turkey (Akin
et al, 1984). However, when supervision is ineffectual, or focused on
clerical matters, an increase in frequency has no effect on performance
(Foreit and Foreit, 1984),
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Supervisory style is another area examined by OR. Energelic, inno-
vative, and supportive supervisors appear to be most effective (Misra et al,,
1982).

Finally, a PRICOR (1986¢c) OR project in Tanzania involved village
health committees in the supervision of community health workers.
Members of the committee participated on the team that monitored the
performance of the workers.

Work Plans

Work plans are written programs, typically for one month, of the
activities a service provider will conduct. Such a work plan can be used for
planning of activities, target setting with staff, and control of staff activities.
The advantages of work plans were demonstrated in an OR project in
Bangladesh, where ficldworkers improved their performance after adopting
such plans (Alauddin et al., 1987).

Evaluation

Formal evaluation has been demonstrated to be effective in improving
managerial and program performance. Almost by definition, OR studies
involve formal evaluation, but two types of studies can be singled out in
particular.

The first is cost-effectiveness studies. It is no secret that program
managers find themseives under increasing pressure to improve the cost-
effectiveness of their programs. OR projects are excellent vehicles for
assessing the relative costs and effectiveness of alternatives. Consider the
range of topics of cost-cffectiveness studies undertaken by the Operations
Research in Family Planing and Maternal-Child Health for Latin America
and the Caribbean (INOPAL) project:

e Comparison of different delivery approaches in /ndustrial settings
(in Barbados, Alleyne, 1990)--Peer distributors were found to be
more cost-effective than salaried promoters.

e Costs and benefits of adding family planning to a prepaid health
maintenance program (in Brazil, Junqueira Viera, 1987)--The study
showed that benefits would surpass costs within three years of
adding the service.
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® Cost-effectiveness of mass-media promotion of vasectomy services
(in Brazil, de Castro, 1987)--A campaign of magazine advertise-
ments produced a sizeable increase in vasectomy requests at modest
cost.

¢ Comparison of IUD promotion and distribution (in Coiombia, Prada
et al,, 1989)--Visits by detailmen to physicians were more effective
than mailings in obtaining acceptance, but mailings were more
cost-cffective,

® Comparison of strategies to reach young adults (in Mexico, Esteve,
1987)--A school CBD program was more cost-effective than cither
community- or factory-based programs.

The effectiveness of an approach may vary from one program setting 10
another, and the costs of implementing an approach will certainly be
different. Of universal interest, however, is the methodelogy employed in
these studies. The model used by the Technical Information on Population
for the Private Sector (TIPPS) project 1s straightforward and has been
widely tested (see Foreit and Bennett, 1989, for a description of the
methodology).

The second type of study is the formal program review. Such a review
has long been a staple of population programs. Ross et al. (1989) summa-
rize its effect on program performance and conclude that it is associated
with improved program functioning.

OR is a flexible form of evaluation. Many examples of this flexibility
could be cited; the two case studies presented in the Appendix demonstrate
now OR can be used to focus on both narrowly defined and generally
stated problems.

Inventory Controi/Logistics

Suppiy shortages obviously hinder program performance (Green, 1988).
Despite the presumably straightforward nature of supply management, it is
often a weak area. For example, a study of the supply systems in 18 sub-
Saharan African countries found that procedural problems in logistics
shackled those programs, even though there were often adequate resources
for supply management (United Nations Fund for Population Activities,
1990a). Among the procedural problems noted were absent or weak
forecasting, establishment of maximum/minimum supply levels, and weak
information systems. Appropriately, OR projects in this area have often
been directed at implementing simple control procedures (as noted in
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Townsend and Foreit, 1989). Since the actual cost of contraceptives to
programs is low (or nil), managers will focus less attention on maintaining
efficient inventory levels and more on efficient distribution.

In the area of delivery, a project in Sri Lanka (Fernando and Perera,
1988) studied alternative resupply approaches used in a project with
traditional healers. The most satisfactory system was, unfortunately, also
the most expensive--personal visits by resupply agents. A mail request
system fared especially poorly. In contrast, an IUD supply project in
Colombia (Prada et al., 1989) found that mailings were more cost-effective
than detailmen by « wide margin; however, the visits by detailmen resulted
in a higher level of product acceptance than did the mailings.

Regarding supply locations, a formal supply site algorithm was
employed in Ecuador to determine the most cost-effective locations for
medical resupply depots. It was concluded that while use of such planning
aids could lead to significant increases in supply cfficiencies, their applica-
tion would have to be tempered by informed judginent (Reid et al., 1986).
Another formal planning model, a simulation, was used in India (PRICOR,
1987c¢) to identity the most pressing constraints on the vaccine supply
system. This model was useful in demonstrating the cffect of different
management policies on supply levels.

In the area of distribution, PRICOR (1987a) conducted a study in rural
Somalia to determine which drugs were in greatest demand and whether
that demand was being met. The study led to recommendations for
improvements in the distribution of the most-demanded drugs. Another
PRICOR study (1987d) on the logistics system in Ecuador led to more
efficient use of scarce supplies.

Management Information Systems

It is commonplace to deplore the quality and utilization of management
information. An analysis of the information systems in public sector
MCH/family planning programs in 27 African, 5 Asian, and 8 Latin Amcri-
can countries concluded that "many countries do not produce certzin basic
input and output indicators and that even among those that do, informa-
tion is too infrequently brought to bear on management decition making"
(United Nations Fund for Population Activities, 1990b, p. 1). Not only was
important information not collected; the study also noted that 14 of the
40 countries examined collected some information that had little or no
practical value.
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An MIS is usually an ancillary component of an OR project and not
the principal focus (the same is also often the case with supply systems).
Experiments with the MIS are usually adaptive, and they usually concern
data collection methods. For example, data collection forms may be
adapted for use by illiterate or semiliterate fieldworkers.

There are two other applications of OR to improving management
information. One is paperwork reduction. Typical of many projects is the
PRICOR (1988) project in Ecuador that replaced the 16 reporting forms
clinic staff were required to fill out with a single integrated form. The sec-
ond application is computerization. In contrast with projects that sought to
develop less complex data collection sysiems, a PRICOR (1987b) project in
a remote arca of Peru demonstrated that community health workers could
usc portable computers powered by solar batteries to maintain client
information; client care appeared to improve, as did the quality of record
keeping.

MOTIVATION
Leadership

A component critical to the success of all organizational endeavors is
believed to be the quality of the leadership and top management. Testi-
mony to this belief is found in the significant investment donors have made
in the training of program managers. OR studies have extended our know-
ledge of what constitutes effective leadership and how it affects program
performance.

The strength of program leadership has been found to be positively
associated with program success. One study, in Bangladesh, did find that
strong, or even qualified, leadership was not absolutely necessary for pro-
gram success, although it was positively associated with program perform-
ance (Bernhart and Kamal, 1991). The study found that a program could
overcome weak leadership if it had compensating strengths.

Regarding the assignment of leadership roles, a recurrent problem for
many private and some public programs is the division of responsibilitics at
senior management levels. Nonoverlapping responsibilities at these levels
were found to be associated with program success (in Bangladesh, Bernhart
and Kamal, 1991). At the same time, the study reported that shared re-
sponsibility for monitoring program finances was associated with program
effectiveness.
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Concerning the skills of top managers, despite reduced reliance on
medical personnel at the service delivery level, a study of smail nongov-
ernmental organizations (NGOs) in Bangladesh suggests that the program
director must know the technology involved in the services offered by the
program (Bernhart and Kamal, 1991). This study found that managers with
only a weak knowledge of contraceptive technology were among the more
ineffectual of the program directors examined by the study. It should be
noted, however, that the lack of tecknical knowledge may have been a
result of low job commitment and ineffectual leadership, and not a cause;
the methodology employed did not permit identification of the direction of
causality.

Finally, an issue of enduring interest in the general management
literature is the extent to which subordinates should participate in major
decisions. A weak consensus arising from research in the private sector is
that more participation by subordinates leads to higher morale and produc-
tivity. A study conducted in India (Murthi, 1976) supports increased use of
participative management in family planning programs. In their compila-
tion of effective management practices in family planning, Finkle and Ness
(1985) citc studies in India and Ecuador as evidence that training in partici-
pative management can lead to increased program effectiveness. However,
the history of many familv planning programs may militate against a rush by
senior managers to share decision making with subordinates. For example,
a program that has been the creation of one energetic visionary may be a
poor candidate for participative management until that individual fades
from the scene. Similarly, a program that has weathered tough political
battles along the way may be guided by senior managers who may be
reluctant to allow subordinates iv make decisions that could again place
the program at risk. Judicious use of OR may aid senior managers in
introcucing a larger degree of participation while allaying concerns that
such participation carries unacceptable risks to the program.

Employee Motivation

Many managers will testify that the key to program success is the
motivational level of program staff. A number of factors affect employee
motivation, including supervision. organizational structure, and decision-
making style. OR itself can increase motivation. The mere fact that
efforts are made to improve an area through OR is a signal to staff of
management’s interest in that area--and in the personnel working in it.
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Several OR studies have addressed topics directly relatec' to motivation.
In the area of renumeration, experiments have demonstrated the utility of
the folluwing:

® Piece rate payments (in tke Philippines, Phillips et al., 1975)--Of
several payment options tried, the direct link between performance
and pay was the most effective in this project.

® Cash incentives to fieldworkers (in Taiwan, The Population Council,
1971)--These incentives resulted in a trebling of IUD acceptances.

® Cash ircentives to "wholesalers" (in Colombia, Townsend and
Ojeda, 1985)--Instructors were paid an incentive for sales to com-
mercial outlets that exceeded a base level. This led to a significant
increase in sales of nonclinical contraceptives and an improvement
in the cost-effectiveness of the program.

® Bonuses paid on top of salaries--These cash bonuses were effective
in Mexico (Columbia University Center for Population and Family
Health [CPFH], 1981), but a similer scheme was not effective in the
Philippines project reported above (Phillips et al., 1975).

® Noncash incentives (in Ghana, Perkin, 1970)--Powdered milk
distributed to outreach workers resulted in increased recruitment.

® Adequate salaries (multiple studies cited in Gallen and Rinehart,
1986)--An obvious finding, inadequate pay is a disincentive.

® Recognition (in Kenya, Parker et al., 1985)--Awards and public
acknowledgment can be effective motivators of increased pro-
ductivity.

In the area of goal setting, targets and small payments to fieldworkers
in Korea were effective in increasing vasectomy acceptance (P oss, 1969).
In Ecuador, bottom-up target setting was associated with enhanced
fieldworker performance. Fieldworkers set goals, which tiey discussed with
their supervisors, and th=se goals were aggregated into oveall performance

objectives for the organizatic . (Bergthold et al., 1973).

Regarding management style, the study in India on participative
management cited earlier provided tentative support for the efficacy of
participative decision making (Murthi, 1976).
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Finally, in the area or supervision, several of the studies on supervision
cited earlier demonstrate links between supervision and worker output that
presumably reflect differences in motivational levels.

PLANNING

Designers of OR projects hope that the results of their projects will be
considered in the planning nrocess, and that the findings will influence the
future allocation of resources and organization of services. Beyond that,
some OR projects have even been part of formal planning.

Regarding the allocation of geographic responsibilities to programs, an
OR project in Bangladesh (Mia et al., 1988) studied the coverage provided
by small CBD programs in an urban area. The results were used for
reassigning areas to reduce gaps in coverage and provide more equitable
distribution of responsibilities among the programs.

The feasibility of [amily planning in hcalth maintenance organizations
(HMO:s) has also been studied. A study of the costs and benefits of in-
corporating family planning services in an HMO was undertaken in Brazil
(Junqueira Viera, 1987). At issue was whether service provision could be
shifted from government- and donor-supported programs to a self-support-
ing program. The results presented to management showed that the bene-
fits from family planning would surpass the costs associated with the service
within three years; significant reductions were expected in thc number of
induced abortions and caesarean section deliveries.

A FRICOR (1987¢) OR project in Mexico demonstrated the effective-
ness of decentralized or micro planning for health auxiliaries. Another
PRICOR (1987f) study, in Jamaica, developed a model that allocated man-
power and clinic hours. This model projected major savings in manpower
costs and increased cost-effectiveness.

In Guateruala, an OR project began with a study of the family planning
services desired by participating communities (Associacion Guatemalteca de
Educacién Sexual and The Population Council, 1989). The communities,
which had been cosi to prior efforts to increase contraceptive use, were
involved in identifying the types of services sought. Materials were pre-
pared and utilized in accordance with the results o1 the initial study. It
may be instructive that a "market-centered" approach such as this is
relatively rare in population programs.
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DISCUSSION
Lessons Learned

OR projects cited here fall into two categories: studies that have
pointed to a specific finding (e.g., projects showing that nonphysicians are
capable of IUD insertion) and studies that have been successfully applied
to a general problem (e.g., application of OR methods to formal planning
exercises). The reason for this dichotomy is that in some instances, the
results of the OR process can be generalized to other programs, whiie in
other instances, only the process, not the results, can be generalized. As
most researchers in this field would be quick to acknowledge, the findings
from a single research project can be generalized to other programs only at
some hazard. However, the findings from past research are the logical
starting point for managers seeking to improve the performance of their
programs.

To these two categories of studies, we can add a third: OR findings
that hold promise--still unproven--of widespread applicability.

Examples from these three categories may illustrate where managers
might adopt findings directly from research conducted in other programs,
where they might borrow only the methodology and hypotheses, and where
they might import a finding if they are convinced that the circumstances of
the original study are similar to those of their own program.

Generalizable Findings. In the area of program control, OR has

provided some general guides to action, The following are examples:

® Quality of care promotes program effectiveness. Quality, in turn, is
promoted by the following:

- More comnplete and accurate counseling
- A broader range of services
- More frequent contact with clients

® Supervision will improve the performance of field personnel if it has
the following characteristics:

- Frequent
- Energetic
- Supportive
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- Onsite
- Focused on operations and not administration
- Competency-based

e Supply systems will be more efficient and effective if they prioritize
by item, and the location of supply sites is rationally determined.

In the area of strategy setting, the consistency of findings on certain
financial strategies also encourages their general consideration. An exam-
ple is the repeated finding that program clients are relatively insensitive to
price increases for contraceptives, but often sensitive to increases in fees
for services.

The area of program organization provides a final example of a finding
that has been replicated so often that it invites universal application: the
success programs have had with nonphysicians in service delivery roles.

The commnn feature of these findings is that either they have been
replicated in a variety of program settings (e.g., use of nonphysicians), or
they have been validated more than once and have broad intuitive appeal
(e.g., supervision should be competency-based).

Generalizable Methods. In contrast with the preceding group, some
OR findings should be considered little more than hypothescs by the
managers of other programs. However, the issues raised by those studies
and the methods used to address them may well be generalizable.

In the area of program control, cost-effectiveness studies are an
example. The methods are similar across programs, as are the issues, but
no one expects the results to be exactly the same from one program to
another.

A second example of a generally applicable methodology may be the
application of OR as a political strategy. It is no secret that pilot or
demonstration projects--as part of an OR project--are useful in testing not
only the practical utility of an innovative program or method, but also its
political viability. The judicious use of OR to test controversial changes
can aid program managers in assessing the reaction such changes might
engender before a full-scale commitment is made to their introduction.

Promising, but Unproven, Findings. It may be useful to further
subdivide this category into three.
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First are those findings that derive their attractiveness from their
theoretical consistency. For example, decentralization has worked in OR
projects and is supported by a logical set of assumptions regarding human
and organizational behavior. However, the number of field studies on this
question is still small.

Second are OR studies addressing issues in which the outcome may be
a function of local conditions, but the study results provide a better
understanding of what the key conditions are, and thus how to apply these
results to a given program. The complex and often controversial issue of
integrating population and general health activities is a case in point.
Managers have found that some health activities reinforce contraceptive
adoption, while others make such heavy demands on field personnel that
the family planning component suffers. Whether family planning would be
helped or hindered by the addition of health activities is probably a func-
tion of the activities proposed, the resources and infrastructure available,
the skills of service delivery personnel, and the ability of program manage-
ment to supervise the expanded program.

Third are the OR findings that point to general issues and program
dynamics that may play out differently in different programs. For example,
the strategic choices open to a program are so conditioned by the immedi-
ate environment that generalization would seem pointless. Nevertheless,
OR studies have produced some instructive results that should be consid-
ered in strategy setting. For erample, as a program matures, it may well
find that what worked before is no longer effective. Program growth is
seldom a smooth, continuous process. Managers may have to reshape their
resources and service delivery methods significantly if they are to reach new
populations.

Program managers face two challenges in utilizing the results from OR
conducted in other programs. The first is the task of keeping up with the
expanding knowledge base produced by OR projects around the world.
The Maximizing Results of Operations Research (MORE) Project provides
a welcome assist in this regard. The second challenge lies in determining
whether the findings may be embraced directly or not. Here the manager
must examine the extent to which a finding has been replicated, the
characteristics of the programs where that replication has taken place, and
the logic underlying the findings.

These may seem like daunting challenges. However, when they are
weighed against the program improvements that successful OR projects
have been able to produce, most managers will find the investment well
repaid.
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Future OR Studies

Despite the rich legacy of OR results, program managers must
undertake new research projects. Here a cautionary note is in order.

The first OR studies were essentially demonstration projects that were
useful in breaching political, philosophical, and religious barriers to family
planning. Given the politically charged climate in which they were
conducted, it was important that their methodologies be immune to attack,
and rigorous research designs were often employed. The purpose of more
recent OR projects has been to assist program managers in fine-tuning
their programs--but the same standards of evidence have been retained.

Strict adherence to the canons of social science in OR is unnecessary if
program managers arc the ciients for the research. Two decades of
domestic research on managerial decision styles have demonstrated that
managers have little patience for academic research (see Mintzberg, 1975)
and prefer information that is immediate, if partial. This is not to deny
that more leisurely research is often better research in that the chance of
error is reduced (see Morton, 1989). But this deliberate pace must be
purchased at a price, and that price may include loss of interest in the
problem, changes in the original problem, changes in implementing person-
nel, or changes in the organization’s mission that render the original
problem irrelevant,

Strict adberence to the canons of traditional social science may also
have the effect of taking a basic management responsibility away from
practicing managers and placing that responsibility in the hands of re-
searchers. If a manager is reluctant to commit to a course of action, the
social scientist may provide an excuse for postponing action, and, when
action is finally taken, may appropriate ownership of the change from the
manager. If a manager is ready to address a problem, the social scientist
must convince the manager that precipitous attempts to resolve the prob-
lem would be unwise, and that the manager’s understanding and instincts
should be ignored in favor of a laborious research effort. Donor support
and involvement have led to the externalization of many management
functions: planning, policy setting, program evaluatior, and financial
control, to name a few. OR can have the unintended effect of adding to
this list--ironically in the name of strengthening program management.

What kind of research minimizes the risk of weakening program
management? The answer is simple: research that minimizes the role of
the researcher. Such research would be long on practicality, and short on
methodological rigor and sophistication.
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Many management areas require attention. Happily they are areas in
which the manager can very quickly detect whether a change is indeed an
improvement, thus obviating the need for elaborate research designs.
Information systems are an example. The utility of a new system is imme-
diately obvious: datu are more complete or not; they are more timely or
not; the presentation is more interpretable or not; and so on. The same
may be said for changes in the supply system, supervision, and financial
control. There are, of course, exceptions. In the area of training, for
example, the manager should be interested in verifying changes in the
performance of trainees, and these take time and effort to document.

The following are examples of program changes that could be ad-
dressed by the kind of OR discussed above: quick and simple research
designs that minimize the role of the rescarcher.

In the area of information systems, the focus often seems to be on the
collection of data. Presentation and utilization are more appropriate
issues; at least some data are usually collected in programs, but their
utilization is so limited that efforts to collect more data seem pointless.
When currently available data are being fully utilized, the kinds of addition-
al information needed and the will to obtain that information may be more
evident. The following are some suggested topics for OR on information
systems:

® Presenta‘ion of data

- Use of computer graphics to create charts

- Use of time-series

- Presentation of inputs and Outputs on the same chart (Inputs
might be fieldworker visits, supervisory visits, budgetary
allocations, supplies, etc.; outputs might be new adopters, CPR,
couple years of proteciion [CYP], active users, dropouts, etc.)

- Presentation of one or more outputs on the same chart (For
example, does continuation go down when [or where]

recruitment goes up?)

- Depiction of several units’ or regions’ performance on the same
chart

- Identification of key indicators
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Utilization of data

- Aggregation of results, and discussion with supervisors at the
field level

- Aggregation at ciher levels (district, province)
- Rapid feedback of results through sampling of submitted forms,
computerization of processing, or additional personnel dedicated

to information retrieval and processing

Periodic meetings with supervisors or field personnel at which
performance results are the only topic

- Use of performance data for resupply aliocations

In the area of supervision, the following topics might be investigated:

Changes in the way transportation is provided, e.g., provision of a
vehicle or transportation allowance

Provision of a checklist of basic job activities

Requirement for a monthly report on the quality of services
provided, and provision of methods for collecting that information

Introduction of work plans

Provision of rewards the supervisor can give monthly to recognize
fieldworker(s) (e.g., a bicycle, a plaque, a bonus)

An incentive payment or bonus tied to performance (e.g., CPR,
CYP, service quality)

Supervision performed oy the community

Supervision performed by peers on a rotating basis

There are also a number of topics for OR to address in the area of
supply:

Subcontracting the service, for example, to CARE, which knows
how to move small bundles around the country
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® Switching to a Book-of-the-Month Club system (automatically
sending the standard allocation unless a service unit tells the supply
depot they do not want it)

® Resupply through the mails (if they are fallible, simply keep higher
safety stock levels in service facilities), or public transportation, or
supervisors

® Different degrees of computerization

® The possibility that it is more cost-effective to exercise no control
over supplies below the central Jevel

Another potential area for OR is results orientation. Maintaining
broad-based concern for program results is always difficult, and it is not
made simpler by the maturing of a program. Managers may wish to under-
take some small experiments to see whether the focus on obtaining results
can be sustained and strengthened. Specific topics that might be addressed
include the following:

® Goal setting--The nature of the goals can be varied as follows:

- Who sets the goal. The evidence is mixed; some studies have
shown that it makes no difference who sets the targets, while
others have found that it does.

- Level of difficulty. Should the difficulty of a goal be graduated
over time, or constant?

- Behaviors targeted by the goal. The target may be expressed as
immediate activities (e.g., home visits), outputs (number of
adopters, continuation rate), or outcomes (fertility decline).

® Rewards--Staft might be rewarded in a variety of ways to increase
their concern for resuls:

- Piece rate. Direct remuneration might be offered on the basis of
number of activities performed (e.g., home visits) or performance
level achieved (e.g., new adopters).

- Bonus. An incentive payment could be offer.:d on top of a base
salary for achieving a stated level of activities, outputs, or
outcomes.
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Nonmonetary. These rewards may be tangible (e.g., a bicycle),
status-enhancing (e.g., public recognition), ego-cnhancing (c.g.,
private recognition or greater autonomy), and so on. Again,
these rewards may be tied to the achievement of activity, output,
or outcome goals.

The above illustrations are deliberately simple. Good maragement
usually consists of doing a lot of small, simple tasks right, and good OR
might take a lesson from this.

NOTES

'The studies on which this chapter is based are necessarily a sample of the
total universe of such studies; some studies were not documented, and the
documentation on others could not be obtained. An effort was made to
canvas all studies through compendia, summaries, and computerized
databases, but apologies are due to the researchers and authors of relevant
OR projects that are not represented here. In selecting a study, three
criteria were imposed.  First, the project had to be an OR project to the
extent that purposive manipulation of one or more program variable:;
occurred or was intended. This ruled out many evaluations of static situa-
tions. Second, the project had to be documented. Finally, the program
variables manipulated had to be management variables. Note that scveral
studies on primary health care programs are included here. This was done
where the results of the study appeared to hold a clear lesson for family
planning managers and the study was conducted on a topic not adequately
researched in tamily planning programs.
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APPENDIX
APPLICATION OF OR TO MANAGEMENT PROBLEMS

Some OR projects are tightly focused on a single question; the manag-
er wishes to test a particular approach to a problem, say, a media campaign
or a change in the frequency of supervisory visits. Other projects are more
general; they start with a vague definition of a performance problem, and
the first order of business is determining what factors undetlie the low
performance before designing changes to correct it. Below are examples of
each kind of project.
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ADDRESSING A SPECIFIC PROBLEM

An organization in Colombia, SOMEFA, wanted to increase the
number of private physicians offering IUD insertion in the country. Part of
the research conducted to achieve that end was to test alternative ways of
informing, motivating, and supplying physicians. Physicians were randomly
selected in major cities, and three categories were set up: (1) detailmen
visited some physicians; {2) a mailing of specially prepared materials was
made to others; and (3) no special effort was expended (these were the
controls).

The results were clear. While the recruitment rate of physicians was
better for the dctailmen than for the mailing, the mailing was far more
cost-effestive. 1t cost ihe program $161 for every physician recruited by a
detailman vs. $20 for each physician recruited through the mailing. The
same cost advantage is found for the mailings when cost of CYP is calculat-
ed: each CYP achieved through the mailings cost only 61 cents, against a
cost of $7.77 for the detailmen visits.

These are very useful results to have in hand. It might have been
anticipated that mailings would have been so ineffective as to be a wasted
effort. As it turned out, the mailed information was persuasive and effec-
tive. Detailed analysis of the results permitted program mar..gers to note
where the detailmen enjoyed their greatest advantage so that in the future,
that resource could be concentrated on those physicians, while others could
be contacted through the mails,

The total cost of this project, including development of the special
materials for mailing and a training component, which is not described
here, was $85,000.

ADDRESSING A GENERAL PROBLEM

The Asia Foundation (TAF) documented in 1985 that some of the
CBD programs it supported in Bangladesh performed better than others.
This was hardly a surprising or unusual finding, but TAF decided to
investigate the reasoii for the differences. Since the resources going into
the programs were the same (TAF tried to provide all of its grantees with
roughly equivalent resources), and the programs seemed to be working in
areas of equal difficulty, it was assumed that the reason for the differences
in performance rested with the administration of the resources--with the
management. TAF embarked on a two-year OR project designed to
improve the management, and hence performance, of its grantees.
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Despite the fact that program management was the ultimate 13rget, the
research started with the group most distant from the managers, the pro-
grams’ clients. Researchers interviewed current, past, and prospective
clients of both high- and low-performing programs; focus groups were also
conducted with clients. The clients of the high and low performers gave
clearly distinct responses on how they perceived the programs and what
services the programs provided. These results formed the basis for the
next round of research, which was with the fieldworkers.

Fieldworkers of high- and low-performing programs were directly
observed on the job to determine what they were doing to produce the
different responses at the client level. Again the differences between high
and low were unmistakable. Based on this information, a battery of
research questions was prepared for the next hierarchical level, the field
supervisors.

Supervisors were directly observed on the job to determine how their
activities produced the different behaviors observed among fieldworkers.
The supervisors in the high-performing programs did things quite
differently from the supervisors in the low-performing programs. These
findings led to the final round of research, study of the programs’ senior
management,

Interviews with senior program officials revealed differences that could
be linked to the ways supervisors operated in the field.

This "client-up" approach produced a broad range of findings that
indicated how behaviors could be changed at the fieldworker, supervisor,
and top management levels to improve program effectiveness. The follow-
ing is a sampling of those findings:

® Fieldworkers in high-perforining programs visited homes more
often, visited nonusers more often, varied their promotional
messages more to suit the interests of the listener, were more
forceful in promoting the advantages of contraception, provided
more thorough instruction on method use, and provided more in-
formation on possible side effects to prospective adopters.

® Supervisors in high-performing programs visited homes with the
fieldworkers, asked clicnts whether the ficldworkers had screened
them for contrairdications, asked clients whether fieldworkers had
explained side effects, checked on clients’ supply levels, and kept
themselves better informed on job-related matters.
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® At senior management levels in the high-performing programs, it
was found that the board of directors left program implementa-
tion--especially hiring of staff--to program management; however,
the board and project director shared the responsibility for financial
control. The projert director was better informed, more often
present in the field, and demonstrebly more committed to the job,
and participated in planning with the board.

Because the list of findings that distinguished high- from low-perform-
ing programs was so long, it was decided to implement only two key find-
ings, with the expectation that their implementation would bring about
other changes in the organizations:

® Ensure that every eligible woman is visited bimonthly.

e Use promotional messages suitable to the situation of the wo-
man being visited (e.g., childless, pregnant, multiparous, drop-
out).

What subsequently occurred is instructive (Kamal et ai., 1989). The
researchers decided to create an experimental and a control group of
programs; the two changes would be implemented in only the former
programs. However, this did not happen. All the programs supported by
TAF were informed of the OR findings as a matter of courtesy for their
participation in the research, and they all rusked to implement those
findings. By the time the researchers returned to the field to conduct a
baseline survey, the diffcrences between the high and low performers were
rapidly disappearing. While it is true that at the conclusion of the project,
the low performers had increased their CPR more than the high perform-
ers, both groups were zoproaching 50 percent coverage--considerably up
from the 30 percent at the beginning of the research--and both groups had
achieved comparable levels of performance.

This project shows not only that OR directed at management problems
can succeed, but also that managers will confound pessimistic predictions
about their unwillingness to change. Here the managers made changes
more rapidly than the researchers had anticipated they would. Presumably
these managers understood the relevance of the research findings for their
own activities; after all, the research had been conducted on their programs
and with their assistance. Rather than erect defenses against results that
cast some of the programs in a bad light, they embraced the results and
achieved new levels of program effectiveness. As a final note, these
programs increased their coverage by 20 percentage points during the



180 / Bernhart

period of the OR project; the average CPK increase for all other programs
in the country was less than 4 percentage points during the same period.

The total cost of this project was $85,000 for all phases.
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5. THE CHALLENGE OF THE NINETIES- FAMILY PLANNING
DIRECTIONS AND THE ROLE OF OPERATIONS RESEARCH

Dawn Liberi

Agency for International Development

INTRODUCTION

This paper summarizes the Agency for International Development’s
(A.LLD.’s) family planning program priorities for the 1990s and the role of
operations research (OR) in accomplishing those priorities. It touches on
four major topics:

® The A.LD. Services Division’s strategic framework for the 1990s

® Application of this framework to analyze various levels of consumer
demand and program devclopment

® Principles of service delivery for the 1990s

e Strategic themes for OR and evaluation

STRATEGIC FRAMEWORK FOR THE 1990s

During the course of the past year, the Services Division of the Office
of Population, in conjunction with the Cooperating Agencies (CAs) with
which we work, completed a strategic planning process. This process has
resulted in a document entitled Preparing for the Twenty-first Century:
Principles for Family Planning Service Delivery in the Nineties (Destler
et al,, 1990). Why did we conduct this strategy-building process? Why
collectively engage in a process that may be difficult, and may challenge the
way we currently view the world and our role in it? The answer is simple:
because we cannot afford not to.
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The future demand for family planning services will outstrip even our
mOst optimistic estimates of future resources. The costs of meeting this
demand will rise dramatically, and resources will not grow in parallel with
the escalating demand. According to projections, the annual need for
resources from host country governments and donors is likely to rise from
$2.3 billion in 1985 to $5 billion in the year 2000, and to about $7 billion in
2010. But resources are projected to grow only to $3.6 billior, by the year
2000.

Thus there will be an annual gap of $1.4 billion How can this gap be
filled? International donors may increase their resources some, but the
significant changes in program resources must come from three other
Sources: greater program efficiency, increased participation of host govern-
ments, and involvement of the private sector. Clearly, OR can be useful in
monitoring the resources expended on family planning services, and the
resultant impact on program operations.

In addition (o resource pressures, the population program continues to
face the issue of fluctuating political support. This puts pressure on our
programs to succeed--and document their successes with cold, har. data--to
maintain a supportive environment. OR can be very helpful in meeting
this challenge as well.

To address the increasing demand for family planning services and the
need for strategically alloc:ting our resources, the Services Division devel-
oped an analytic framework or typology for classifying countrics according
to levels of contraceptive prevalence. Previously, planning for country
programs tended to reflect a regional perspective. Although regional
characteristics continue to be important, oiher variatles, such as contracep-
tive prevalence and socioeconomic status, have been found to be cqually
important. The typology defines five categories of countries according to
prevalence of modern methods of contraception:

® Emergent: 0-7 percent
® Launch: 8-15 percent
® Growth: 16-34 percent
® Consolidation: 35-49 percent

® Mature: 50+ percent
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APPIICATION OF THE FRAMEWORK

Our analysis indicates that there are distinct patterns of family planning
knowledge, supply, and method mix at each level of prevalence. Conse-
quently, the typology helps in taking a macro-level look at program needs
and priorities, and in making decisions about resource allocation. While we
recognize that there will always be exceptions to these general patterns, we
believe, nevertheless, that the typology is useful in guiding our thinking
about program needs.

The challenge for all of uvs will be to help country programs move from
one level to the next, and OR can play a key role in this process. Thus it
is important to define the program needs at each level.

Emergent country programs need to do five things:

® Build support and credibility for family planning

o Train key personnel

® Develop policies and strategies

® Target urban elite groups

® Develop clinical services
Countries in the launch category generally need to do the following:

® Conduct training

® Develop management sy=tews

® Increase knowledge and availability of services

® Generate demand through information, education, and communica-
tion (IEC) in urban and periurban areas

Programs in the growth category need to do the following:
® Stimulate the private sector and increase supply to meet demand

® Add a rural focus
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A program in the course of consolidation needs to focus as follows:
¢ Increase program quality to retain acceptors
® Target rural, poor segments of the population

A mature country must seek to accomplish four things:
¢ Ensure availability of contraceptives

® Improve the quality of information and service to increase continu-
ation rates

e Decide which sectors should receive continued government/ donor
support

¢ Determine where to put resources for maximum return

Table 1 silows how the A.LD.-assisted countries were distributed ac-
cording to this typology in 1985. As noted, the typology groups countries
by prevalence across regions. Thus, for example, Nigeria, Myanmar, Ye-
men, and Haiti are all in the emergent category, whereas Thailand, Brazil,
and several other Latin American countries are in the mature category.

PRINCIPLES FOR THE 1990s

Six principles for family planning program development in the 1990s
will be key to assisting program growth through the stages outlined above.

1. Service delivery systems must emphasize quality of care. Quality
of care is a critical factor in achieving individual acceptance of family
planning and in generating demand. If quality is good, new acceptors will
be attracted, users will continue, and contraceptive prevalence will rise.
Quality is an important management concern. OR can be very useful to
programs in areas such as determining client satisfaction, identifying aspects
ol quality that count in local programs, and determining the procedures
needed to improve quality.

2. Service delivery must expand to serve larger populations in more
cost-effective ways. Limiting worldwide population growth merely to the
level of the United Nations high growth projections will require a massive
expansion in the service delivery system and in resources. Since public
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Table 1. Countries Receiving A.LD. Population Assistance Categorized by
Modern Method Prevalence Circa 1985

Category Country/Pop. (Millions)
Emergent *Nigeria 103.1 Zambia 6.7
Myanmar 380 *Niger 6.6
*Zaire 31.7 Guinea 6.3
Tanzania 23.0 *Haiti 6.1
Sudan 22.6 *Somalia 55
Uganda 15.2 Chad 5.1
Afghanistan 14.6 *Burundi 4.8
*Ghana 13.2 Benin 4.2
Cote J'lvoire 10.7 Sierra Leone kX
Yemen Arab Rep. 82 *Papua New Guinea 34
*Mali 7.6 Liberia 23
Malawi 74 Mauritania 18
*Senegal 6.8
Launch *Pakistan 99.2 *Bolivia 6.6
Algeria 224 *Rwanda 6.2
*Kenya 21.2 *Togo 31
*Nepal 17.0 C.AR. 2.7
Madagascar 10.6 Congo 20
*Cameroon 10.5
Growth *India 7814 *Tunisia 73
*Bangladesh 103.2 Honduras 4.5
*Phillipines 57.3 Paraguay 38
Turkey 515 *Jordan 3.6
*Egypt Arab Rep. 49.7 Lesotho 1.6
*Morocco 225 Trinidad/Tobago 1.2
*Peru 19.8 *Bolswana 1.1
Ecuador 9.6 Mauritius 1.0
*Guatemala 8.2
Consolidation *Indonesia 166.4 *Dom. Rep. 6.6
Mexico 80.2 *El Salvador 49
Venezuela 17.8 *Costa Rica 2.6
Sri Lanka 16.1 *Jamaica 24
Mature Bruzil 1384 Chile 12.2
Thailand 52,6 Uruguay 3.0
Colombia 29.0 Panama 22

*Bilateral Agreement Country
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sector resources may not increase «3 rapidly as demand, pregrams will need
to be more concerned with cost-effective use of public resourczs and more
innovative in their use of private resourzes.

3. Service delivery systems must evolve to meet the needs of a more
diverse and younger population, as vell as changes in method mix.
Current analysis suggests that client groups will become younger, more
urban, and more diverse over time. Programs will need market research,
programmatic and institutionai analysis, and more attention to both the
contraceptive and informational needs of a population with diverse needs
to space their children or to limit family size.

4. All sectors must play an increasing and collaborative role in family
Planning service delivery. It is important to make maximum use of the
private, for-profit sector so that government or private voluntary organiza-
tion (PVO) programs can be targeted to clients with no other access to
services. There is presently great variability in how much the public, PVO,
and for-profit sectors participate in the delivery of services, and much room
for increased collaboration. Collaborative, intersectoral efforfs may make it
possible to draw on the special strengths of the respective sectors to
provide services.

5. Attention must be directed at deviloping sustainable services. The
cost of doing business and the potential 1or eventual sustainability must be
addressed in initial program design and in subsequent reviews. Data from
OR wir the cost-eftectiveness of various programming options can be very
helpful in this area.

6. Greater attention must be paid to comparative advantage, strategic
position, and managerisl efficiency. Donors and CAs must determine
where and how they can be most eliective, given their human, financial,
and technical resources, and must develop strategies and systems that
reflect both these strengths and worldwide reeds.

STRATEGIC THEMES

Strategic themes for GR and evaluation relate to the following ques-
tions:

® Where do we stand on relative investment; are we putting our
dollar where it most counts?
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@ Are we helping to move countries through the levels of program
development, from emergent, to launch, and finally to the maiure
stage?

® Are our programs increasing in quality, with broader method mix
and with more client-responsive services?

® Are we making programs more efficient, with less wastage of scarce
resources?

® Are we insti‘utionalizing the changes we are making so that pro-
grams can maintain the gains they have achieved?

It is to answer these questions that we need the help of our colleagues in
OR and evaluation.

Themes for OR

In the past, OR has taught us much about what works in family plan-
ning. We still need tests of new int=rventions as they develop, and much
remains to be done in ensuring qualily of care and developing client-
responsive services. However, we also need help in answering the larger
contextual questions, going beyond discrete issues of what works to address
whether something is worth the iavestment. This will require an evaluative
judgment.

For example, we now know that employment-based family planning
programs work. But are they worth the investment? Are they a better
investment than, for example, union- or social security-based programs? As
we accumulate OR findings about such issues, we will be able to use these
findings as a database from which to make such judgments.

This kind of broader appraisal will require getting a better handle on
what things cost. We cannot think in investment terms without this
information. In his paper in this volume, Blomberg makes an excellent
point about the importance of cost-effectiveness work; we share these
concerns.

It is also important that OR activities be a genuine test of a viable
program option. It is sometimes tempting to use OR to implement an
intervention that is desired subjectively by a local organization, but that is
counter to donor policy, or that evidence indicates is not feasible.
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Themes for Evaluation

In the 1990s, renewed emphasis will be placed on project evaluation
and the assessment of project impact. In a world of shrinking public sector
resources, programs are facing the challenge of the future: to document
their impact and to show how they have changed behavior in the countries
in which they work. A recently conducted General Accounting Office
(GAOQ) audit pointed up the importance of careful documentation of the
results of family planning programs, and the changes specifically attribu-
table to A.LD. projects. For A.LD. to meet this challenge, it will need to
build on the results of solid evaluation research.

When A.LD. can look across the findings of such research for a num-
ber of subprojects in a country, it will be better able to make qualitative
statements about the impact of its programs at the country level. Similarly,
when A.LD. can look across countries and regions and review the findings
of evaluation research in substantive areas, such as quality of care, it will be
able to synthesize results and determine new technical directions.

A dissemination program should also be implemented to ensure that
the results of internal project evaluations become widely available.

CONCLUSION

Let me close with a story from one of our Wild West jails. A new
prisoner was thrown in jail. He immediately started planning his escape.
Day after day went by, and his planning became more elatorate. One day
he made his escape. Shortly after, he was recaptured and thrown back in
jail with his old cellmate. The cellmate told the escapee that he’d tried
exactly the same escape route--with exactly the same results. "Why didn’t
you tell me?" the escapee said furiously. The cellmate replied, "No one
publishes null findings."

On that note, I make the plea: Please publish! Publish findings;
publish nuli findings! But publish! Do the research and disseminate the
results. The population area offers a rich range of topics. Many method-
ologies can be used, and a great variety of data is needed for programs to
meet the chailenges of the 1990s.
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6. FAMILY PLANNING PEIORITIES IN LOW-PREVALENCE
COUNTRIES

Sam Adjei

Adabraka Polyclinic, Accra, Ghana

INTRODUCTION

This paper looks at family | lanning priorities in Ghana--one of the
countries considered to be in tht: emergent, or low-prevalence, category in
the Agency for International Development’s (A.1.D.’s) family planning
program typology (see the preceding paper by Liberi). Ghana makes a
good case example for the typology, presenting many of the issues outlined
for this group of countries.

BACKGROUND

Given that high population growth rates pose major problems for
development, family planning programs have been proposed as one of the
major development as well as health inputs for Africa.

During the early 1970s, family planning programs were not readily
accepted by African governments because of the belief that Africa had
large open spaces, and rapid population increases would not constrain
development. Moreover, there was distrust of the motives of those preach-
ing fertility control. They were seen as appendages of colonial rule, want-
ing to decrease the black race because they knew there was strength in
numbers.

However, from 1976 to 1988, a revolution occurred in the thinking of
African leaders, which was reflected in policy changes. Since the Kiliman-
jaro Programme of Action of 1984 and the Mexico International Confer-
ence on Population, many African countries have initiated family planning
programs and policies to support them.
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Nevertheless, despite these developments, Africa is being left behind in
real attainment. Africa typically suffers trom the "KAP gap” syndrome,
characterized by high knowledge of at Jeast one contraceptive method
(rates of about 80 percent are not urcommon) and low use (about 30 per-
cent ever use of contraception and current use of under 10 percent in
many countries).

A number of factors have been recognized s contributing to this
situation.

First is the assumption of program people that demand is low because
Africans have a basically pronatalist attitude. This attitude is scen as
resulting from a desire to offset any losses of children due to death, since
human labor is required on the furm, and children are seen as an economic
investment. '

Second, because of the historically poor policy and political environ-
ment, program personnel have not *ranslated the current wave of policy
change into practical program implementation. Sometimes, hostile media
attitudes, coupled with restrictive laws on advertising, have affected pro-
grams.

Third, the availability and accessibility of family planning scrvices have
been limited, partly because the coverage of healh services in general hag
been low, and partly because {amily planning programs have not becn well
integrated into the general health delivery system.

Finally, the quality of services has nou been adequate. As a result,
clients do not get the care and attention they deserve, and rumors are
spread on the side effects of methods.

Ghana's demographic and socioeconomic situation is similar to that
of other countries in sub-Saharan Africa. The population growth rate is
3.2 percent; life expectancy is 52 years. Fertility je high, and both marricd
women and their husbands continue to want large families. The desired
family size is 5.5 among wives and 7.6 among husbands; the current total
fertility rate (TFR) is 6.1. A major contributing factor to high fertility in
Ghana is the low level of contraceptive use.  According to the 1988 Demo.-
graphic and Health Survey, although three-fourths of married women in
Ghana know of some method of contraceptic:n, only 37 percent have cver
used a method. Currently, only 13 percent are using a method, with just
3 percent using a modern method (Ghana Statistical Service and Institute
for Resource Development/Macro Systems, Inc., 1988). Nevertheless,
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there is a potential need for family planning: two-thirds of women want to
either space or limit births.

FAMILY PLANNING PROGRAM PRIORITIES IN GHANA

Given the above context, common in many African countries, what are
the family plann.ng program pricrities for the 1990s for Ghana?

The main objective of the Ministry of Heulth of Ghana for family
planring is to increase the contraceptive prevalence rate from S percent to
30 percent by the end of the decade. This is to be achieved through a
number of efforts, summarized below.

Ensuring Availability and Accessibility of Family Planning Services

Assumption: that demand exists, and communities will participate in
family planning programs.

It has been established that the prevalence rate increases with accessi-
bility of services. It has also been established that clients must have access
to a variety of sources of service. The concern now is what types of
sources arc culturally appropriate and acceptable. Some options are use of
traditional birth attendants, traditional healers, market women, chemical
sellers, taxi drivers, church organizations, and private maternity homes.
Operations research (OR) can help identify the most appropriate outlets
for family planning, and the way community participation can best be
effected.

Ensuring Quality of Service

Assumption: that rumors originating from health workers affect family
planning programs.

The framework for ensuring quality of service covers providing a
choice of methods; providing adequate information, especially on side
effects, to mininiize rumors; ensuring the technical competence of provid-
ers; and ensuring continuity of use. Program elements involve information,
education, and communication (IEC); training for all categories of stafT;
management training; health education campaigns to promote a positive
image of staff; and most important, identification of change agents and
educational agents (e.g., mothers’ groups, women’s groups) within the
community. OR can provide answers on strategies for ensuring quality.
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Ensuring a Supportive Political/Policy Environment

Assumption: that bureaucrats and administrators hamper family plan-
ning programs.,

The clements involved here include special education programs aimed
at pelicy makers. Ghana has a special program called PIP (Population Im-
paci Programme), based at the University of Ghana and involving well-
respected academics who have also had political positions in the past.
They provide information to politicians in the form of slide presentations,
booklets, and newsletters.

Attempts have also been made to include powerful women’s groups,
such as the 31st December Women's Movement, to carry out population
programs. Special educational campaigns have been conducted for media
practitioners. Population issues have been included in the training curricu-
lum of journalists.

Another aspect of ensuring the right policy environment involves
strengthening the Ghana National Family Planning Secretariat. The
Secretariat was founded in 1970 to serve as the coordinating center {or all
family planning programs. Its effectiveness has declined over the years, and
one priority area is o strengthen it. With special funding from the United
Nations Fund for Population Activities (UNFPA), a population policy
assessment and implementation committee has been set up, with subcom-
mittees on training, research, and evaluation; population information;
education and communication; service delivery; and women and other
numerable groups. These subcommitices have been charged to study
problems welated to each of the areas mentioned, with a view to strength-
ening them. OR can help in evaluating such efforts in terms of integration,
cost, institutionalizatior, sustainability, and use of information.

Targeting Services
Assumption: that national programs require targeting first.

Often, the delivery of services in Ghana is organized on a national
basis, rather than in stages, such as urban/rural or by age groups. Efforts
must be madce to provide services that target special groups. A rural focus
is more beneficial than an arban one. Moreover, the provision of counsel-
ing and services to tecnagers is still sensitive, cven though everyone
recognizes the problem of tecnage pregnancy. Therefore, it is important (o
study strategies for providing information and services to youth. OR can
help determine how this can be done. In addition, the importance ol male



Low-Prevalence Family Planning Priorities / 197

involvement 1s being recognized, although the issue of targeting males and
ensuring their participation is still unresolved and requires attention. OR
can help in targeting these groups on a large scale.

CONCLUSION

In conclusicn, much etfort is required in family planning programs to
increase pre . alence rates, In Ghana, a critical level has been reached at
which services can increase rapidly. Taking advantage of this situation
requires attention to ensuring availability, improving quality of care, im-
proving coordination, and targeting services.
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INTRODUCTION

This paper focuses on sub-Saharan Africa and the role played by
operations resecarch (OR) in creating a supportive environment for the
development of large-scale family planning service delivery programs. OR
as applied to family planning originated in the early pilot projects conducted
in Thailand, Taiwan, and Korea in the late 1960s. Small studies in these
countries tested the receptivity of prospective clients to family planning;
the importance of the findings far exceeded the size of the studies. In
addition to pilot projects conducted in such settings as Potharam (Rosen-
field, 1971), Taichung (Freedman, 1969), and Koyang-Kimpo (Ross et ai.,
1969), which originated what has become known as the community-based
distribution (CBD) model, there were also notable experiments with other
models of service delivery. For example, small-scale postpartum family
planning programs implemented in such settings as Chulalongkorn and
Siriraj Hospitals in Bangkok (Rosenfield, 1972) provided a body of experi-
ence that propelled the development of broader programs (see Castadot,
1975). Such straightforward studies demonstrating demand for modern
contraceptive services facilitated the development of national family
planning programs in these Asian countries in the 1970s.

This on-the-ground approach to generating interest and support for
family planning service delivery through pilot projects was quickly trans-
ferred to Africa. Postpartum projects were initiated in Kenya, Ghana, and
Nigeria in the early 1970s (Ross, 1971). By the mid-1970s, the Danfa pilot
project in Ghana was a fully operational experiment to test the use of
traditional birth attendants within CBD (University of Ghana Medical
School and UCLA School of Public Health, 1979). With few exceptions,
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however, these early projects had little lasting impact. Most of Africa
entered the 1980s with neither progressive population policies nor family
planning programs in place.’

In the 1980s, there were increasing efforts to apply OR to the problems
of service delivery start-up in Africa. For the most part, small studies simi-
lar to the pilot projects that stimulated program development and policy
formation in Asia more than a decade earlier were undertaken. As larger-
scale family planning programs developed, OR was used to solve specific
service delivery problems encountered. For example, OR studies within
replications of CBD pilot projects in Sudan and Zaire focuser on supervi-
sion (Ali Ahmed, 1987) and cost-effectivencss (Bertrand, 1986), respec-
tively. However, given the enormity of the problems faced, most studics
undertaken in Africa to date have ainied simply to demonstrate that family
planning services are feasible and acceptable,

Clearly there will be room for more varied applications of OR as
interest and effort in developing national-scale family planning programs
cxpand across the continent. Nevertheless, with [ew exceptions up to the
present, the major issue has bren that of making family planning services
available. In particular, weaknesses in public sector health systems evident
in many countries have led OR to develop innovative private sector ap-
proaches with potential for broad replication.

In the 1980s, severe economic difficulties, the burgeoning AIDS epi-
demiic, and growing recognition of the health benefits of family planning
combined to make modern contraception more visible within national
development planning. As family planning efforts move toward the devel-
opment of national-level programs, the challenge for OR in Africa in the
1950s will be to build on its past experiences to meet future needs.

USES AND APPLICATIONS OF OPERATIONS RESEARCH
IN AFRICAN SETTINGS

This paper focuses exclusively on sub-Saharan Africa and draws entirely
from experiences of Columbia University in applying OR in that setting,
Sub-Saharan Africa is clearly the world’s last frontier for family planning
service delivery development. Indeed, several notable scholars (sce, for
example, Frank, 1989 and Locoh, 1985) recently have raised sobering
questions about the persistence of high fertility in Africa and cultural
constraints to rapid fertility decline.
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In addition to extended family structures and ancestral religious tradi-
tions that may foster pronatalist values,’ a range of other factors can be
identified that stand as obstacles to the development of family plar.aing
programs. For example, the diversity of ethnic groups in Africa serves as a
bulwark of pronatalism that has slowed the development of progressive
population policies. Similarly, beyond simply indicating the slow pace of
modern development, the persistence of low levels of female literacy--often
viell below 30 percent--leaves largely intact the traditional social norm that
attainment of status for women in many African settings is primarily
through chiidbearing. Furthermore, in countries throughout the continent,
there is often little infrastructure upon which to build family planning (or
for that matter, other development) programs: management is weak,
transportation poor, and capital scarce. Alf these factors are exacerbated
by the built-in momentum of unprecedented high rates of population
growth. Already, more than 10 million: a year are being added to Africa’s
population by the excess of births over deaths; 30 ycars from now, this will
peak at some 30 million a year.

In the face of this difficult context, pessimism about Africa’s prospects
for family planning program development and rapid fertility decline is easy
to come by. However, despite deep traditions and strong social structures,
there is evidence that change may well be on the way. In the last five
years, there have been considerable advances in population policies in
countries across the continent. Paralleling this development, there has
clearly been an expansion of interest and programs in contraception for
birth spacing, itself a time-honored tradition in many African settings.
Finally, what may well be incipient fertility decline has already been
documented in four countries: Zimbabwe (Department of Census and
Statistics, Zimbabwe, 1989); Kenya (National Council of Population and
Development, Kenya, 1989); Botswana (Lesetedi et al., 1989); and Senegal
(Ndiaye et al., 1988).

In the next ten years, national family planning programs will be devel-
oped in most African countries. Thus it is important to review what OR
has contributed to family planning program development in Africa and
what it may contribute in the future.

OR, as practiced in Africa by Columbia University and other organiza-
tions, such as Tulane University and The Population Council, can be
defined as the application of research to improve program performance,
sometimes by testing one or more alternative models or means of delive;-
ing services (see Ross et al., 1987). OR is not done simply to measure and
assess what has been accomplished in a particular project or program; rath-
er, it concentrates on the processes, as well as products, of a particular
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program to yield information useful for service delivery expansion and
improvement. From Figure 1 it can be seen that data collection and
analysis are constants at the center of OR, providing information to
identify and solve service delivery problems. A wide variety of research
tools, both quantitative and qualitative, can be and are employed; very
often some combination of research methods is used in a single project or
study.

[t may well be that different types of study designs are best suited to
programs at different levels of contraceptive prevalence. In Columbia’s
experience in Africa, pilot projects to demonstrate that family planning
services, once provided, will be used have been the single most important
contribution of OR to family planning program development. Clearly,
however, as programs develop and prevalence increases, more complicated
study designs may be called for (sce Table 1).

In the remainder of this paper, specific studies conducted by Columbia

in sub-Saharan Africa are described as concrete examples uf how OR has
contributed to family planning program and policy development in Africa.

NEEDS AND RESOURCES ASSESSMENT

. :f Problem

! ‘ Prioritization 1
( Froblem ] Solution
lldentification Development

Data
Collection
and
Analysis

Demonstration or Experimentation

FIELD TESTING

Figure 1. The Dynamic Process of Operations Research



Table 1. Operations Research Designs for Countries at Different Levels of Contraceptive Prevalence

Modern Con-
traceptive Prev.

Priority Family Planning Pro-
gram Development Needs

Examples of Appropriate Opera-
tions Research Designs

Regions and Selected Coun-
trics

0-10%

10-25%

25-40%

40% +

To demonstrate the feasibility
and acceptability of providing
family planning services

To dewelop cfficient systems
for making fzmily plarning
available on a routine basis

To test innovative strategics
for the expansiun of coverage;
to improve the efficiency of
family planning program oper-
ations

To refine ongoing programs;
to improve the cosi-effective-
ness of service delivery

Preservice diagnostic studies
Small demonstration projects

Demonstratiors often incorpo-
rating family planning into broad
delivery sysiems (e.g, govern-
ment primary health care or
maternal and child heatlth, private
channels)

Evaluations of existing programs
Dewvelopment and testing of alter-
native strategics

Comparative icsts of alternative
delivery strategies

Comparisons of variations on
program components tc improve
performance and reduce costs

In some cases, quasi-experiments
and cost-effectivencss analysis

Problem analysis/solution devel-
opnient studies (e.g., modeling)
Quasi-experimental designs fea-
turing cost-effectiveness analysis
Institutionalizaticn of OR as a

routine management procedure

Most of Africa

Most of North Africa, plus
Zimbabwe, Botswana, Kenya
Soine of Latin America

0

Most of Latin America
Some of Asia

Much of Asia
- Some of Latin America (Co-
lombia, Mexico)
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A REVIEW OF OK EXPERIENCES IN SUB-SAHARAN AFRICA

Of the 26 OR projects implemented by Columbia in sub-Saharan Africa
between 198() and 1989, only 9, or 35 percent, were concerned with im-
proving existing family planning service programs; the remaining 65 percent
represented the first introduction of a delivery system that was innovative
for the given country or region. In all cases, *Le studies were undertaken
with the primary goal of influencing policy and creating commitment to
family planning program development. In the process, service delivery
models were developed and field tested. Experiences gained in turn
provided a basis for improving operational efficiency as programs expanded.

Concern for safety and acceptability on the part of sub-Saharan govern-
ments and medical establishments has meant that service delivery models
now common in Asia and Latin America, including provision of contra-
ceptives by paramedical personnel, have required retesting. Under the
rubric of research, program planners and family planning proponents have
been able to initiate such services in both rural and urban scttings for the
first time, even if on a small scale. At times, and especially carly in the
1980s, when family planning remained an extremely sensitive topic in many
African countries, universities played the lead role in OR because they
were able to legitimize au innovative service delivery approach as research.
In addition, the research umbrella provided risk protection for managers as
well: if a project were unsuccessful, it could be terminated; if a project
were effective and acceptubie, managers had the data to support its expan-
sion.

Within the Columbia OR program, the feasibility and acceptability of
CBD were tested in seven sub-Saharan countries in both rural and urban
areas. Models tested included village teams comprising traditional birth
attendants (TBAs) and male volunteers in Céte d’Ivoire (Yao et al., 1988);
shopkeepers in the Gambia (Taylor-Thomas, 1989); TBAs in rural Ghana
(Adjei et al., 1989) and market traders in urban Ghana (McGinn et al,,
1989a); village volunteers in rural Nigeria (Ladipo et al., 1986); market
traders ir: three cities in Nigeria (Ladipo et al., 1990); volunteer "awakers
of the people” as motivators and suppliers in Rwanda (Munyakazi, 1989),
and village midwives in the Sudan (El Tom et al,, 1989). These models
have been, or are about to be, incorporated into the programs of local
ministries and expanded substantially beyond the original project arcas.

In retrospect, perhaps OR in Africa overemphasized rural CBD. Rural
populations and programs are not a natural first-line approach for intro-
ducing family planning services. Other settings and structures may yield
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more immediately positive results in terms of rapid family planning accep-
tance. For example, the postparium programs that introduced family
planning a generation agc in many Asian countrics and even in a few
African countries could at this time be tried on a broad scale throughout
Alfrica, particularly in light of heightened concern for maternal mortality
issues. However, early emiphasis of OR on rural CBD was in large part a
product of the times. In the early 1980s, African countries remained
tentative about family planning, and emoedding services within broader
health initiatives was a stepping stone to wider acceptance.

In general, the francophone countries in sub-Saharan Africa have been
more cautious than the anglophone countries in developing family planning
programs. Consequently, the emphasis of OR in the former countries has
been more on developing efficient and effective public sector clinical
scrvices than on explorirg privote sector and other innovative approaches
to scrvice delivery. As a result, most studies in these countries have in-
volved integration of family planning within small numbers of existing
government clinics in urban settings. In such countries as Burkina Faso
(see McGinn et al., 1989b), Niger (see Columbia University, 1988), and
Cdte d'Ivoire (see Bohossou, 1989), positive results in terms of rapid
takeup of services have led to plans for greater expansion of this model.

In Rwanda, where clinic-based services already were well established, but
contraceptive use remained extremely low, OR successtully demonstrated a
model for outreach in rural areas tuat increased contraceptive prevalence
many times (McGinn, 1989). In Senegal, where a family planning scrvice
delivery system was also already in place under Projet Santé Familiale, an
OR study focused on the use of portable computers to collect and analyze
clinic-based service statistics data. While strengths and weaknesses in data
collection and management were documented by the study, the OR project
fell short of its objective 10 demonstrate successfully how the program
could be systematically improved (see Samb and Kelly, 1989).

Interestingly, no single OR. project as focused exclusively on labora-
tory testing, which, as a precondition to prescribing even oral contracep-
tives in many francophone countries, has tecn a major obstacle to family
planning service delivery. Nevertheless, in a number of settings, informa-
tion on the extent of unmet demand demonstrated by OR studies has been
sufficient to generate policy discussions on how to remove this type of
barrier. For example, in Burkina Faso and Niger, knowledge, attitude, and
practice (KAP) survey and focus group data showed demand for family
planning, including documentation that there was little resistance among
males as well as females. Such findings encouraged the respective govern-
ments to move decisively to make services more widely available by reduc-
ing laboratory test requirements.
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A supportive policy environment in many African countries may be the
most crucial step toward the larger goal of reducing ovarall [erility rates
and providing services to meet demand. In the case of Chad, growing
concern among leaders about population-related issues led during the mid-
1980s to a series of positive steps. A Futures Group Rapid II presentation
in 1985 played a major role in the political sensitization process. Other
international organizations, such as the Johns Hopkins Program for Inter-
national Education in Gynecology and Obstctrics (JHPIEGO) and the
Program for International Training in Health (INTRAH) began training
medical personnel. In 1988, the first phasce of an OR study was completed
with the conduct of the country’s first KAP survey and focus group re-
search. Along with other population activities under way, the database
thereby provided facilitated further discussion among high-level Chadian
officials, in the context of an international conference on population and
development.

Given the Alrican emphasis on using OR te introduce family planning
over using OR to refine existing programs, much of the technical assistance
provided to projects has been in overall program development and manage-
ment. In the Columbia version of OR, research and the methods used by
researchers (surveys, focus groups, observation studies, in-depth interviews,
ctc.) were means to the end of putting a progran: in place and docu-
menting what happened so that the service delivery model could be
improved and expanded.

Experience in Africa indicates that it is necessary ‘o provide technical
assistance at a number of steps along the way. For example, when [amily
planning services were introduced for the firsi time in a rural area of the
Sudan, field-level observations of both health personnel and the village
environment were essential components of designing a program that includ-
cd contraception as well as oral rehydration therapy (El Tem et al., 1984).
Beyond imparting skills in data collection and analysis. technical assistance
was also provided in program development and management,

The model tested in the Sudan study subsequently was replicated in
another rural region. In the replication, the focus of the project, as well as
of technical assistance to make it work, was shifted io supervision, which
had been a major weakness in the original project area (Lauro, 1986).
Again, substantial technical assistance was provided to design a supervision
system that could function effectively within the constraints of the Sudan
context. Once the system had been designed, innovative use was made of a
data collection instrument, the mini-survey, so that managers at different
programmatic levels could be in close contact with the way services were
being received (Ali Ahmed, 1987).



Demonstrating Demand / 207

An important component of OR is facilitating the progression from the
implementation of projects to the practical application of findings (see
Koenig and Whittaker, in this volume). Despite initial cautious host
country attitudes, two-thirds of the Columbia-sponsored projects that
introduced service delivery systems have been expanded or replicated by
ministries, local governments, or other agencies. For example, supervisory
practices tested in Niamey, Niger will be implemented throughout the
country, and in Burkina Faso, family planning services will be integrated
with maternal and child health (MCH) in clinics nationally following a
successful pilot OR project in the clinics of Ouagadougou.

Success in pilot projects fosters possibilities for policy amplification and
policy impact; decision makers in host countries nced concrete findings
drawn {rom particular program experiences. In some cases, such has been
the cagerness to have data on something that works that even partial
results have led to broad-level replication. The most outstanding example
of this may be Rwanda, where apparent success in using abakangurambaga,
or "awakers of the people,” as field-level educators for family planning in a
pilot study area led to a programmatic decision to train 17,000 abakanguram-
baga to conduct similar efforts throughout the country (Munyakazi, 1989).

DISSEMINATION OF OR FINDINGS

The effective application of OR for policy or program change in Alrica
has depended less on the rigor of the methodology than on who partici-
pated in the conduct of the study and how the results were disseminated.
Few of the essential partners in OR in Africa have been skilled research-
ers, and simplicity of design, intuitively logical methods, and relatively low
technology have enhanced the probability that {indings will indeed be used.
This observation does not denigrate the abilities of managers and policy
makers. It recognizes that they are not passive recipients of research, but
in the best circumstances are active participants in a ficld that is not their
major area of expertise. Computer applications are certainly not excluded;
they have been uscd extensively in sub-Saharan Africa, with equipment and
training provided by the Columbia OR program. What is excluded is data
collection and analysis that serves academic but not programmatic and
policy ends.

Dissemination of information from OR projects must remain a high
priority. In Africa especially, OR is needed not so much for the final
results of comparative strategies of service delivery, but more for the ideas,
directions, suggestions, hints, and encouragements that may cmerge from
various studies. It is the process of program implementation that must be
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captured and transmitted through OR, not just the tidy results of rescarch
focused on one particular service delivery variation.

In Columbia’s experience, written reports of study findings have been
only a useful adjunct to decision making. More important in many instances
has been the opportunity provided by OR findings to hold broad-level
policy and program discussions in a forum that has encouraged interaction
and exchange of ideas. In Nigeria, for example, sfter rural village and
urban market contraceptive distribution systems demonstrated the useful-
ness of these procedures, a series of workshojps was held that generated
interest nationally and laid the foundation for developing similar programs
in other locations. In Niger, the research findings discussed at a confer-
cnce convened for that purpose promoted recommendations by the partici-
pants that incfuded decentralization of services and a test of CBD, and this
in a country where, ouly three years before, contraceptive distribution by
midwives was controversial. Similarly, in Ghana workshops held period-
ically during the course of an OR pioject brought together program
managers, health ministry officials, bilateral and international donor agency
representatives, and others active in the public and private sectors to dis-
cuss specific study findings. These workshops created understanding and
suppoert for a national-level family planning program that is now being
implemented throughout the country.

THE FUTURE OF OR IN AFRICA

OR projects in Africa have provided highly visible evidence of the
acceptability of family planning programs. Careful attention to monitoring
the process and evaluating the results of these projects has facilitated
review of their contributions by those who make decisions about the future
of program development and the way services are 10 be provided. The
importance of OR as a means of introducing new strategies in Africa was
cvident at the 1986 Harare Conference on CBD and Alternative Delivery
Systems in Alrica, where half of the new delivery strategies presented had
their origins in OR projects sponsored by Columbia, The Population
Council, or Tulane University.

Beyond introducing new models, OR is oriented to producing policy or
programmatic change on a large scale. Although a direct line between a
specific OR project and a broad policy or program development may not
always be obvious, OR has often been present at the right time in the right
place. Through activitics in a variety of countries, OR thus has been
instrumental in setting ihe stage for the development of national family
planning programs that appears likely to occur in Africa in the 1990s.
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What is the future of OR in this context? In the carly days of family
planning, OR was purely a field operation. Resident advisors in Asian
countries worked with local counterparts to develop and implement pilot
studies of family planning service provision. As OR developed and
evolved, the management of OR programs became more removed from the
ficld. In a corresponding development, OR approaches were influcnced by
OR as applied in modern industrial settings. Disjunctures arose when such
approaches were applied to OR projects being developed to serve the
needs of low-prevalence sub-Saharan African countries. At times there was
preference, and not always subtle pressure, for executing projects of ex-
perimental design. As a result, projects more appropriately designed as
single-cell demonstrations sometimes were proposed and implemented as
multi-cell experimental research designs. 1t may be hypothesized that this
occurred directly because of distance from the field on the part of both OR
program managers and donor monitors. With the transter of OR program
managers (o Alrica and increasing commitment of U.S. Agency for Interna-
tional Development (USAID) Missions to initiating and supporting family
planning programs, OR in Africa may become the more flexible, practically
applicd tool it was during its Asian origins.

In those countries where interest in family planning is just beginning,
pilot demonstration projects in the Asian mode of a generation ago are still
most appropriate.  While studies to demonstrate the acceptability and
feasibility of providing family planning are no longer innovative of them-
sclves, they still may be ground-breaking within particular national contexts.
Demonstration projects will always have utility where there are major
supply-side barricrs to family planning scrvice delivery.

Research provides the cloak for demonstrating how services may be
deiivered. OR studies to test "new" approaches, for example, oft-repeated
studics of paramedical insertion of IUDs, will need to be repeated anew.
As programs and problems grow nationally, other fertile ground for OR
may be found in new areas, such as developing synergistic approaches to
AIDS prevention and family planning promotion.

As programs, and particularly management skills, develop, some of
what OR has done and can do may be subsumed under good management
practices, particularly good management information systems (MIS). The
use of high-quality service provision data to improve program performance
will be essential as programs expand nationally. Indced, MIS may well
overtake many of the uses of OR. What a given MIS does not itself cover,
specially designed evaluation studies can.
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What OR has to offer that is different from MIS and special evaluation
studies is a sharp [ocus on particular problematic issues that can be studied
in an experimental mode. Beyond this is the promise of further extension
of OR through modeling: a way to experiment without the necessity of
complications avising from the real world of ficld trials. However, whether
modeling or field experiments provide viable directions for OR in Africa
should be based on objective reviews of OR cxperiences in other regions.
Have programmatic or policy payolfs resulted from the findings of particu-
lar experimental or modeling studics conducted elsewhere? Are positive
results more a product of the process OR sets in motion than of specific
findings generated by particular studies? Do the mcthodologies of OR
provide unique means for improving programs, or is the combination of
focused attention and common programmatic sense sufficient to achieve
the same end?  As programs expand and contraceptive prevalence in-
creases in Africa, appropriate guidance on how OR can uscfully contribute
may well lic in the experiences OR has had within the more developed
family planning programs of Asia and Latin America. In short, has OR,
and in what particular form, actually made {amily planning services more
widely and readily available?

NOTES

‘With the exception of Kenya and Ghana, which promulgated population
policies in the late 1960s, population policies were not of much interest in
Africa until the mid-1980s. Even the population policies developed for
Kenya and Ghana remained for the most part moribund and forgotten
documents until resuscitated within national population committee discus-
sions in the mid-1980s. While most small {amily planning projects initiated
in the 1970s lasted only « few years, the Health for the Family Program of
Chogoria Hospital, started in 1974, has continued until the present and has
become a showcase of high achievement in terms of contraceptive preva-
lence.

*For the most recent recapitulation of these arguments, see Caldwell and
Caldwell, 1990.
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8. REACHING MORE USERS: MORE METHODS, MORE OUTLETS,
MORE PROMOTION

James R. Foreit

The Population Council

INTRODUCTION

Reaching more people is a goal of family planning programs through-
out the developing world, and family planning operations research (OR)
can identify ways to attain that goal. In describing the contribution of OR
to the goal of recruiting family planning program clients, this pape. .'oes
not attempt a compiehensive review of the literature, but rather foc -es on
a few studies that illustrate three proven strategies for client recruitment:
(1) adding more contraceptive methods to programs, (2) increasing the
number of outlets where services are available, and (3) increasing family
planning promotion through mass-media advertising. For each s‘rategy, the
paper describes important findings from past research, identifies current
themes, and suggests future OR. Finally, the paper examines two relatively
new family planning research areas--quality of care and market segmenta-
tion--that eventually may expand the number of strategies that are effective
in reaching new users.

OR is most often associated with field experiments and demonstration
projects, but much of what we have learned about family planning program
operations comes from evaluations of ongoing programs and cross-country
comparisons. Therefore, to include all the pertinent literature, OR is de-
fined here as broadly as pussible. By this definition, OR seeks to improve
family planning programs by making them more efiective, efficient, and
higher-quality. It studies the impact of factors under the control of manag-
ers, such as promotion, supervision, training, and logistics, on high-utility
outcomes, such as new clients, couple years of protection (CYP), preva-
lence, fertility change, and cost-effectiveness. Whether it is called OR or
some other name, such program-relevant research has been conducted by a
wide range of institutions and family planning programs in the developing
world.
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ADDING MORE METHODS

No single contraceptive method is appropriate for all users. Each
addition to the methed mix will add new users for whom earlier contracep-
tive cptions were unsatisfactory, and will extend the continuation of pre-
vious family planning acceptors as they are afforded the possibility of
switching from less to more satisfactory methods.

The impact of adding new methods on program performance and client
characteristics has long been a theme of applied research in family plan-
ning. A study in Kaoshiung City, Taiwan in the 1960s examined the impact
on IUD acceptance of adding oral contracepiwves to the program method
mix. It was found that the addition of orals increased the total number of
program acceptors. As a result of the study, orals were added to the na-
tional program (Cernada and Lu, 1972).

Another carly example is the large Nirodh project in India (Jain, 1973).
In 1968, the National Family Planning Program decided to include Nirodh
condoms in its method mix. This move was accompanied by a series of
market research studies, consisting primarily of sales analysis and consumer
research. The information from these studies was used to inform program
policy making and fine tune the sales effort. As a result, condom sales in
India increased from about 600,000 pieces per monthi to about 7 million,
and 80 percent being used were Nirodh brand.

Phillips et al. (1988) describe a large field experiment carried out in
Matlab, Bangladesh, which showed that broadening the choice of contra-
ceptive methods increases overall prevalence:

Trends in contraceptive adoption rates and continuity of use also
reflect operational decisions about contraceptive methods....The...
rise in 1977 is attributable not only to accumulated unmet need but
also to the household provision of injectables.... The 1978 preva-
lence increase coincided with the introduction of tubectomy servic-
es....The addition of the IUD with its...longer duration of use
resulted in switching from methods associated with poor continu-

ity.... (p. 317)

Freedman and Berelson (1976) found that the addition of oral contra-
ceptives to national programs in Taiwan, South Korea, Thailand, and Hong
Kong, and of condoms in India, resulted in a net increase in contraceptive
prevalence. Finally, Jain (1989) reanalyzed data on the availability of
methods in 100 developing countries. He found that countries with more
available methods had markedly higher contraceptive prevalence, and
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concluded that the addition of each new method to the available mix was
associated with an increase of about 12 percentage points in contraceptive
prevalence.

OR continues to study the addition of new methods to family planning
programs. In Latin America, the focus is now on methods, such as vasccto-
my, that appear to be underutilized in a given program setting. Findings
from Colombia’s Asociacién Pro Bienestar de la Familia (PROFAMILIA,
1989) suggest that the minimum conditions for success in providing vasecto-
my services include (1) a separate family planning service devoted to men,
and (2) specially trained counselors and staff members. Clinics meeting
these eonditions performed twice as many vasectomies as control clinics
that did not scgregate patients or specially train staff.

In the near future, NORPLANT® will become more widely available
for routine program vse and should also help boost total prevalence.
However, at U.S. $18 per set of inserts, it is one of the most costly contra-
ceptive methods now on the market. OR studies will be necessary to find
ways of making NORPLANT® affordable to developing country family
planning programs. Relevant issues include the selection, counseling, and
follow-up techniques that will increase method continuation, as well as the
identification of groups most likely to benefit from NORPLANT®R. The
latter might include women for whom the IUD is contraindicated, such as
postabortion women suffering complications and women at high risk of
sexually transmitted discases.

PROVIDING MORE OUTLETS

In many parts of the developing world, family planning availability is
restricted by a lack of outlets. OR has studied questions related to outlets,
such as who can provide family planning successfully, and where, when, and
how it can be provided.

Many family planning programs once required that all new acceptors be
seen by a physician. In settings suffering {rom a shortage of doctors, this
requirement placed an obvious limit on the number of potential outlets.

To compensate for the lack of physicians, programs considered using other
health professionzls, but before such changes could be institutionalized, it

was necessary to study the abiliiy of trained paraprofessionals to prescribe

methods previously restricted to physicians.

Among the earliest tests of paraprofessicnals were projects that trained
nursc midwives in South Korea to insert IUDs (Bang et al., 1968). These



218 / Foreit

projects were followed by studies in other Asian and Latin American coun-
tries. The greatest obstacle to the use of paraprofessionals has been the
opposition of local physicians. As a result, the sifety of paraprofessional
IUD insertion is one of the strongest findings in the OR literature. In
many countries, nonphysician IUD insertion is still not accepted, and we
can expect even more studies to be added to the already large literature on
the subject as more programs attempt to expand the availability of family
planning. It is also likely that there will be more studies of sterilization and
NORPLANT®" insertion by paraprofessionals.

An important breakthrough for paraprofessional prescription of oral
contraceptives was a study conducted in Thailand in 1969 (Rosentfield and
Limcharoen, 1972). Auxiliary midwives were trained to prescribe oral
contraceptives in four provinces; pelvic examinations were omitted. The
measure increased the number of program acceptors by 400 percent in six
months with no increase in complications, and method continuation at one
year was 76 percent--slightly higher than the continuation rate achieved by
physicians. In 1970, the Ministry of Heaith extended the project to the
entire couniry, increasing the number of pill providers from 356 ¢o about
4000.

Once the feasibility of using nonphysician health professionals to
prescribe contraceptives was well established, attention shifted to the
possibility of using nonhcalth workers to distribute temporary supply
methods, such as pills. Community-based distribution (CBD) programs are
probably the best known application of this approach. These programs
recruit nonprofessionals, usually housewives, to distribute nonclinical
methods, such as oral contraceptives, condoms, and spermicides. A large
number of studies have measured the impact and cost-effectiveness of CBD
or its major variant, household distribution, around the vorld. In Indone-
sia, Reese et al. (1978) found that pill continuation rates were higher when
the method was obtained in the village rather than from the generally more
remote clinics. Acceptably high ievels of method continuation at one year
also were found in CBD projects in Bangladesh, Colombia, India, and
Taiwan (J. Foreit et al., 1978). In several small projects, the introduction
of a CBD program was found to produce increases in contraceptive preva-
lence of 7 to 15 percent in one year, while control areas incrcased less than
2 percent (Yen, 1976; Kahn and Huber, 1977).

Among the most influential findings from OR on CBD programs is
their high degree of cost-eftectiveness. CBD programs in the 1970s
reported costs per CYP in the U.S. $2.50 to $12 range, compared with
costs of $16 or more per CYP in clinical settings (J. Foreit et al., 1978).
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The cffectiveness of CBD has been well established in Latin America
and Asia. Studies of the basic acceptability and effectiveness of CBD are
now being ccnducted in Africa. The Tulane University School of Public
Health and Tropical Medicine (1989), for example, is conducting several
pilot projects in rural and urban Zaire, and the Columbia University Center
for Population and Family Health (CPFH) (1989) worked in CBD in
several African countries.

Research has attempted to identify occupational groups that would
make successfu! CBD distributors. investig:tors have experimented with
groups ranging from traditional midwives to market women. The literature
suggests that individuals from almost any group may be extraordinarily
successlul, but that the typical CBD distributor of one occupation is no
more successful than the typical distributor of any other occupation. In
addition, targeting a specific group may increase distributor recruitment
problems and cosis (see, for example, Columbia University CPFH, 1983;
Columbia University CPFH, 1989; and Asociacién para el Desarrollo ¢
Integracién de la Mujer [ADIM], 1988).

Attention has also been given to the individual characteristics that
contribute to the success of CBD distributors. Studies suggest that the
most successful distributors are those with the same characteristics as the
target population. In a study of the Indonesian family planning program,
where the target populition was married women of limited education,
Repetto (1977) found that the most successful ficldworkers were older,
married women with limited cducation. In Mexico, Azcona (1980) also
found that older, married women were the most successful family planning
and primary health promoters. In an atiempt to recruit more male users, a
project in Peru tested the impact of the sex of distributors on method mix
and client gender. It was found that male CBD distributors distributed
about twice as many condoms as female distributors and had many times
more male clicnts. In comparison, female distributors distributed more pills
and had more female clicnts. Importantly, there were no statistically
reliable differences by distributor gender in total CYP distributed (Centro
Nor-Peruano de Capacitacion y Promocién Familiar [CENPROF] and
PROFAMILIA, 1990).

Some work has also been done on the effect of outlet location on the
productivity of family planning services. A study in Brazil demonstrated
that CBD distributors located in public heaith centers provided more
contraception than distributors working out of their own homes or commu-
nity locations, such as town halls, communal laundries, and day care centers
(J. Foreit et al., 1983).
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Research on the effectiveness of providing family planning services in
the workplace has produced mixed results. Rinchart et al, (1987) cata-
logued a large number of successful projects around the world. But very
modes results are also frequently reported, even from the same region
(see, for example, Materno-Infantil y de Planificacién Familiar [MIPFAC],
A.C., 1988; Centro de Investigacién, Educacidn y Servicios [CIES), 1990).
More research is needed to determine whether commonalities can be
found among successful or unsuccessful programs.

Witkin the commercial retail sector, the location of contraceptives has
an effect on sales. In Mexico, Promotora de Planificacién Familiar (PRO-
FAM), A.C. (1988) conducted a project to test how the location of the
condom display affected condom sales in supermarkets. Displaying con-
doms at the checkout counter as well as in the pharmacy section increased
total sales four-fold over stores where condoms were displayed only in the
pharmacy sectior. Checkout counter displays made condoms available to
customers who entered the store to make other purchases. About 28 per-
cent of men who purchased the method at the checkout counter were [irst-
time condom users, indicating thai the location of the display resulted in
the program’s reaching a new group of users.

The physical and temporal integration of family planning with other
services (such as a clinic's offering all gynecologica! services, or a multi-
purpose community health worker) is often advocated for reasons ranging
from increased acceptability of contraception to improved cost-cffective-
ness. However, the impact of integration s also highly situation-specific.
Phillips et al. (1984) found that the impact of adding maternal and child
heaith (MCH) scrvices to family planning fieldworker activities varicd
according to the intervention: some services increased contraceptive
prevalence, others had no effect, and still others lowered use. Tuladhar
and Stoeckel (1982) found that vertical family planning services produced
more knowledge about contraception among the target population than
integrated services, but found no differences in method use. Vecinos Peru
(1989) found that exclusive family planning clinics in Peruvian Ministry of
Health hospitals were much more effective and somewhat more cost-
cffective than clinics offering integrated OB-GYN and family planning
services. The addition of antiparasite medication to a CBD program had
no impact on contraceptive distribution (Rodriguez and Valladao, 1985),
and the addition of cral rehydration therapy to a CBD program in Ecuador
(Centro Médico de Orientacién y Planificacién Familiar [CEMOPLAF],
1989) produced a temporary decline in contraceptive distribution.

The integration of family planning into pre- and postpartum services
may be an exception to the generally negative findings on integrating family
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planning with other health services. High acceptance and increased prev-
alence of contraceptive use have been found in postpartum programs in
Honduras (Proyecto de Apoyo a la Lactancia Materna {[PROALMA],
1989) and Peru (Instituto Peruano del Seguro Social [IPSS], 1990), while
Potter et al. (1987) found that postpartum contraceptive acceptance in
rural Mexico was associated with prenatal care and medical attention at
delivery. Similarly, in rural Ecuador, women who had delivered in medical
establishments werc more likely to use modern contraception than women
who had delivered at home (Centro de Estudios de Poblacién y Paternidad
Responsable [CEPAR], 1990).

In Latin America and Asia, where large delivery systems are in place,
the key to increasing the number of outlets lies in making existing pro-
grams more efficient so that more outlets can be established without
increasing program costs. OR is now demonstrating that important im-
provements in efficiency can often be achicved through low-cost adminis-
trative changes. A study in Brazil (J. Foreit and K. Foreit, 1984) showed
that it was possible to increase the niber of CBD distributors without
increasing supervisory staff by reducing the frequency of supervision from
monthly to quarterly. Moreover, the reduction in frequency of supervision
led to no decline in the number of new acceptors.

In Bangladesh, Koblinsky et al. (1989) observed family planning field-
workers to identily cost-effective ways of increasing home visiting. They
found it was possible to manipulate work schedules to increase the number
of home visiting days {rom 14 to 19 per month.

ADDING MORE PROMOTION

The most common method of family planning promotion remains
interpersonal communication through lectures given by program workers
and recommendations by satisfied users. However, the mass media are
rapidly becoming the promotional method of choice. (See also Piotrow
and Meyer, in this volume).

Studies in the 1960s established that radio and other mass media were
effective in reaching target populations witi information about family
planning. In Taiwan (Cernada and Lu, 1972), a media campaign including
radio, newspapers, magazines, mailings, movies, and TV accompanied
attempts to make the IUD and oral contraceptives more available. Ap-
proximately 42 percent of women surveyed had heard or seen family
planring messages in at least one of the mass media. Radio messages were
recalled most often, followed by newspapers, mailings, and magazines.
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Cernada and Lu propose a two-step flow of information about family
planning in which information received from the media is passed on orally
to women who have not seen or heard the original spots. They suggest
that the indirect effect of placing information in the mass media is as
important as the direct effect.

Radio promotion was linked to increases in family planning clinic use in
Colombia. PROFAMILIA began radio advertising of ¢linics in 1969. De-
pending on the data source and statistical comparisons made, it appears
that during the years 1971-72, the campaign recruited approximately 5500
to 8000 new acceptors in 16 clinics (Bailey, 1973).

By the 1980s, television and print media had become more widespread
in devejoping countries, and OR began to examine their effectiveness in
promoting family planning acceptance. In Sao Paulo, Brazil, Promocao da
Paternidade Responsdvel (PROPATER) used magazine advertising to re-
cruit vasectomy clients (K. Foreit et al., 1989). The campaign resulted in
an increase of 1500 vascctomies per year, or 54 percent more than the
precampaign period. The increase appeared to be of long duration, and
the total cost per vasectomy performed was estimated at U.S. $13. PRO-
PATER also recently experimented successfully with television promotion
in several Brazilian cities as part of a project sponsored by Population
Communication Services of The Johns Hopkins University (Coleman,
1990).

We now know that radio and other media can be successful in recruit-
ing clients. But it is also true that not every media campaign attracts more
users to a program. At a general level, we need to know what kinds of
messages work best in which settings. For example, there is some evidence
that generic messages promoting the health and social advantages of family
planning and providing information about the variety of contraceptives
available arc effective in low-prevalence settings where family planning is a
recent innovation (Bertrand et al., 1982), while sclective messages that
promote specific brands or methods of contraception or specific outlets are
cffective in higher-prevalence settings (IC. Foreit ct al., 1989).

Recent studies related to vasectomy promotion provide an example of
the kind of information that needs to be obtained about the appeal of
specific methods. In Colombia (PROFAMILIA, 1989), it was found that
vasectomy seemed to have the greatest appeal to men who showed a
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special concern for their wives. In Brazil, the most popular PROPATER
magazine ad showed a woman with two daughters with a caption that read,
"Now that you have all the children you want, will you stop loving your
wife?"

CONCLUSIONS

OR has shown that many recruitment strategies, such as use of
paraprofessionals to provide contraceptive services, CBD programs, and
mass-media promotion, are widely generalizable. However, the success of
other strategies, such as integration of family planning with other services,
is highly situation-specific.

Strategies first developed in the 1960s and 1970s with the assistance of
programmatic research projects continued to be fruitful areas for OR in
the 1980s. Almost certainly, OR will continue to focus on demonstrating
the effectiveness of paraprofessionals and CBD programs in the 1990s,
especially in Africa. In areas with well-established family planning pro-
grams and/or medium to high contraceptive prevalence, the addition of
underutilized and/or new methods, such as vasectomy and NORPLANT®,
to existing programs will also be a major item on the OR agenda, as will
studies to improve program efficiency. Finally, the use of television to
recruit users will come to dominate studies on the use of mass media as a
recruitment technique, and it is possible that more research will be done on
the theme of selecting appropriate family planning messages.

All of the above represent only incremental changes in long-researched
subject areas. However, there are signs that in the coming decade, OR
attention will also be directed at establishing the effectiveness of two new
strategies--market segmentation and quality of care.

THE FUTURE: MORE MARKET SEGMENTATION? MORE
QUALITY? MORE CONTINUATION?

The concept of segmentation is drawn from marketing research.
Potential family planning acceptors are treated not as a single homoge-
neous group, but rather as many groups with different characteristics and
needs. Potential users can be classified along many dimensions, including
gender, socioeconomic status, place of residence, and reproductive inten-
tions, among others. Recognizing this, family planning programs can
launch more effective recruitment campaigns by tailoring their efforts to
the needs of these different segments. Programs should identify particular



224 / Foreit

market segments as priority targets and then design program efforts specili-
cally for those groups.

Increasingly in developing countries, contraceptives are available {rom
multiple sources, including pharmacies, private physicians, Ministries of
Health, and private voluntary organizations. If family planning programs
are to compete successfully, they must identify new market segments,
reduce operating costs, or offer a higher-quality service than their competi-
tion.

Some recent examples of OR directed at finding cffective approaches
to reaching underserved market segments include a survey in Bangladesh to
determine the extent of and bases for Moslems’ religious opposition to
family planning so that a strategy could be developed (o address the prob-
lem (University Research Corporation, 1988). In Ecuador, a strategy for
providing services to indigenous groups in the rural Sierra was tested by
CEMOPLAF (1989). The results indicate that there is demand for family
planning services in indigenous communities. Two-year acceptance rates of
pills, condoms, and vaginal tablets offered through a CBD program aver-
aged 16 percent in eight study areas.

Postabortion women are an obvious underserved market, as their
unwanted pregnancies were the result of either nonuse of contraception or
method failure. Bulut (1984) conducted an experiment in Turkey showing
that high rates of adoption of effective family planning methods could be
achieved if postabortion women received counseling and the offer of
contraceptives. The experimental group had an acceptance rate of
86 percent effective methods, compared with 45 percent for the controls.

In more developed areas, as age at marriage and women’s education
increase, adolescent fertility is seen as an important social problem.
Townsend ct al. (1987) compare the effectiveness and cost-effectiveness of
two strategies for providing family planning and sex education to adoles-
cents in Mexico. A community youth program using young volunteers to
provide sex education and referrals was compared with integrated youth
centers where family planning was available with academic tutoring, recre-
ational activities, psychological counseling, and skills development. The
volunteer community youth program was more successful and cost-effective
in providing family planning services than was the integrated youth center
program.

Quality of care in family planning services can be seen as another
marketing stratcgy. It has been the subject of panel discussions at interna-
tional meetings; two major private donors, the International Planned
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Parenthood Federation (IPPF) and the Pathfinder Fund, have established
quality of care committees; and the Agency for International Development
(A.LLD.) has included it as a priority topic in recent OR Requests for
Proposals.

Bruce (1989 and in this volume) has developed a six-point framework
for evaluating quality of care. It includes (1) method choice, the number
of different methods offered by a program; (2) provider competence, the
technical skill and experience of providers; (3) client/provider relations, the
degree to which the client feels positive about the scrvice provided; (4) fol-
low-up mechanisms, the program’s ability to easure continuity of contracep-
tive usc; (5) information given to users, the extent to which clients receive
information needed to select and practice contraception; and (6) appropri-
ate constellation of services, or the appropriateness of the context in which
the family planning services arc offered.

With the exception of the study by Jain (1989) examining the impact of
method availability on contraceptive prevalence, there has been little re-
scarch published on quality of care per se. However, studies have been
able to identify existing program weaknesses in two areas that may have a
direct impact on contraceptive acceptance: provider competence, and
client/provider interaction.

In an attempt to determine changes in the competence of CBD distrib-
utors in prescribing contraceptives, Colombia’s PROFAMILIA surveyed a
random sample of its 3400 workers in 1987 (Ojeda, 1988). General compe-
tence had improved greatly over 1984 levels as the result of an intensified
training program, but distributor knowledge about technical issues, such as
contraindications to pill use, the advisability of pill use for women over age
35, management of common side effects, and the point at which to resume
taking the pill after a cycle had been completed, remained very low. Sever-
al studies have found thai patients of physicians are just as likely to have
«ide effects and serious contraindications to pill use as are self-prescribers
vho obteined their methods from pharmacies (Meashum, 1976; Assisténcia
Médica a Industria ¢ Comércio Ltda. [AMICO}, 1986). A recent cross-
cultural study of physicians’ knowledge of natural family planning methods
conducted in four countries revealed actual knowledge to be much lower
than reported knowledge (Snowden et al., 1988).

Obviously, diagnosing poor provider knowledge is only half the issuc.
Programs facing this problem must develop methods ot enhancing distribu-
tor competence and ensuring that improved distributor knowledge is in
turn transmitted to the client. Client/provider relations are often found to
be poor in family planning programs. A study of provider-client transac-
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tions in India showed that family planning workers had negative attitudes
towards clients, tended to lecture and criticize them, and made little or no
attempt to understand thcir needs (Rao, 1977). Also in Jndia, Mishra et al.
(1982) surveyed a sample of men and women from a family planning pro-
gram target population and found that the majority of ccuples did not find
fieldworker visits helpful.

Improved client/provider relations, follow-up mechanisms, and informa-
tion given to users may both increase client recruitment and improve client
continuation. A woman who does not know how to take the pill, a man
who does not understand how 10 use the condom correctly, aid a woman
with an improperly inserted 1UD are unlikely to be erther successful or
long-continuing family planning users.

This paper has focused on the large literature devoted to recruiting
new clienis. But recruiting new acceptors is only part of the problem. The
long-term goal of most family planning programs is not to recruit clients,
but to reduce fertility. Fertility reduction is a function of both contracep-
tive acceptance and continuation, and once acceptance has reached ade-
quate levels, continuation is the more important component. Increasing
the length and effectiveness of family planning use should be 2 major
priority of future OR.
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