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I. EXECUTIVE SUMMARY

The Family Planning Management Development Project (FPMD)'s Program Analyst for Latin America and
the Caribbean (LAC), Ms. Nancy Murray, travelled to Mexico from August 13-22, 1992, to meet with
FEMAP and the Population Council and to further develop a collaborative prop03al initially discussed in
April of this year. Additional meetings were held with MEXFAM and Pathfinder International.

FPMD Collaboration with The Population Council and FEMAP: Strengthening the Foundation for
Self-SWJmlning Family Planning Services with FEMAP.

Under an Operations Research project with FEMAP, the Population Council's INOPAL II project will
support a full time accountant within FEMAP to undertake the costing of the services currently provided by
five FEMAP affiliates, as well an assessment of the revenues generated by those same affiliates through
different revenue generating schemes. FPMD will complement the oosting of services and income­
generating activities by supporting a client profile in the same five affiliates. The cost and income
information together with information on FEMAP's client population should provide FEMAP with a basis to
determine what kinds of self-sufficiency strategies are practical, and with systems and tools which will allow
the organization to monitor its progress in the areas of financial self-sufficiency and client satisfaction over
time.

The majority of Ms. Murray's time in Mexico (August 17-2Oth) was spent visiting FEMAP affiliates in
Irapuato, Guanajuato and in Veracruz, Veracruz and finalizing the Scope of Work (SOW) for FPMD's
collaborative work with FEMAP and The Population Council's INOPAL II project on "Strengthening The
Foundation for Self-Sustaining Family Planning Services with FEMAP". See attached project proposal.

MEXFAM: Total Quality Management (TQM)

On August 14-1Sth meetings were held with Dr. Ricardo Vernon, The Population Council, and Dr. Pedro
Manual Acosta and Lie. Jesus Vertiz of MEXFAM to review the project's accomplishments to date, and to
write up a case example for a forthcoming issue of The Family Planning Manager on experiences with Total
Quality Management (TQM). Ricardo Vernon of l1te Population Council, INOPAL II project has been
invited to be a guest editor for the TQM issue, and the format of The Family Planning Manager, the draft
text, and the proposed cases were reviewed with him and Pedro Manuel Acosta and his assistant, Jesus
Vertiz.

Regional Collaboration: FPMD and Pathftnder International

On August 21st, a meeting was held with Pathfinder's Regional Vice-President for Latin America, Carlos
Aramburu to discuss proposed FPMDlPathtinder collaboration in Mexico, Brazil, Bolivia, and Peru. These
discussions are summarized in an attached letter of understanding to Mr. Aramburu.
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II. Providing the Foundation for the Development of Self-Sustaining Family Planning Services:
FEMAP

A. Background

In a previous trip, Ms. Murray hall visited with USAIO/Mexico in Mexico City, and FEMAP senior
management in Ciudad Juarez to discuss opportunities for collaboration. As mentioned in Ms. Murray's
April 1992 trip report, USAID/Mexico felt that FPMO's comparative advantage under the Mission's new
population strategy was most immediately in the private sector effort to help the NGDs, particularly
FEMAP, to be more self-sufficient (I.e., less financially dependent on AID support).

At the time of FPMD's visit in April, The Population Council's INOPAL II project had a well-developed
proposal to work with FEMAP to help them analyze the cost of the Federation's service delivery and
income generation activities and the extent of the utilization of installed physical and human resources. Any
other activity which hoped to deal with self-sufficiency issues with FEMAP would need to be implemented
in close collaboration with the Population Council's work.

In order to provide information on the way FEMAP's services and prices were viewed by the client
population, as well as to determine where that client population is getting information about FEMAP's
services (both at the clinic and at the CBD level), FPMD offered to assist FEMAP in conducting a client
profile and a market analysis; studies which would provide FEMAP with information complementary to
that to be generated by the cost study so that FEMAP program managers would have all the elements to
make the decisions necessary to reach self-sufficiency.

By June 1992, a draft proposal outlining the main ideas had been prepared and shared with Carlos Brambila
of The Population Council, Enrique Suarez, Executive Director of FEMAP, and USAID/Mexico. Once
concurrence was received from USAID/Mexico, FPMO scheduled a joint visit with The Population Council
and FEMAP to Irapuato and Veracruz, two of the five FEMAP affiliates to be included in the study. See
Appendix I for draft proposal. See Appendix 2 for Map of FEMAP's Affiliates and proposed study sites.

Since the initial proposal had been written based on a brief meeting at FEMAP's headquarters and separate
conversations with Carlos Brambila of the Population Council, Ms. Murray felt that it was important to
meet with the Population Council and FEMAP to cl)()rdinate inputs and activities, and actually visit some of
the FEMAP affiliates ~o be included in the study. 'Ibis is particularly important in the case of FEMAP due
to the extremely indf;pendent nature of the affiliat~. Thus, the objective of the most recent visit was to
actually get to know some of the affiliates that are going to participate in the study and to see how clinical
and community-based family planning and other services are currently delivered: how costs are calculated,
prices set, and what information is available on the client population. In addition, the study was explained
to affiliate directors, and they were asked to comment on the proposed activities.

B. Activities

1. SuperadcSn Familiar de Irapuato Materno InfaRtii

August 17-18 the team visited the Superaci6n Familiar de Irapuato Maternal and Child Health Care Clinic
and Family Planning Program in the state of Guanajuato. The program has been in existence for eight
years, but has recently undergone a change in its management and as a result has begun to expand its
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activities. Irapuato acts as one of FEMAP's regional training center for other affiliates located in the area.
It is a ten bed clinic which provides a range of reproductive and other !le:o!:h services. Male and female
sterilization, IUD insertions and other temporary methods are availabl, at the clinic, while the CaD
program through its .letwork of voluntary health promotors, voluntary coordinators, and social workers
(supervisors) offers pills, condoms, vaginal foaming tablets and refen"als to those clients wanting IUDs or
sterilizations.

Currently, family planning visits at the clinic level are registered, although in some cases the records do not
indicate whether a method was provided or if the visit was simply a follow-up visit. At the community
level, detailed records are kept at the client level of method use, units supplied by date, and changes in
methods or family planning use status. According to the CaD program records, the community outreach
program currently serves some 7,502 continuing users via its 6 social workers, 15 coordinators, and 250
promoters. While only accounting for approximately 3 percent of FEMAPs total users, after the larger
affiliates in Ciudad Juarez and Monterrey, Irapuato is one of the larger regional training centers, with a total
number of users well above the median. (See Appendix 3 for 1990 data on family planning users by
Affiliate). Also, due to the financial accounting background of the Clinic Administrator, a great deal of
attention is paid to maintaining good financial records. The clinic has a computer which it currently uses to
track financial and other administrative information, but which it would like to use to track program
performance as well.

The team spent Monday evening, August 17th, explaining the nature of the study to the clinic
administrador, Contador Vallejos. On August 18th, the social workers described the work that they carry
out at the community level, as well as the training and monitoring and evaluation which they are responsible
for at the training center. Training is provided to all interested promoters and coordinators on the services
provided by the clinic, family planning and other primary health care themes such as breastfeeding, human .
sexuality, etc. Course participants are required to take pre- and post-tests, and their achievement is
monitored by subject area so that the social workers can provide follow-up in-service training on selected
topics in which the promoter/coordinator is most in need of reinforcement.

The afternoon was spent discussing the details of how the cost study and the client profile would be
conducted. After a fairly lengthy discussion about whether or not Irapuato would benefit from doing the
cost study, it was decided that Irapuato would not only participate, but probr~ly provide important lessons
to other FEMAP affiliates who are not as advanced in their accounting and price-setting procedures. Mr.
Vallejos also seemed to feel that the idea of conducting the client profile would be useful to them,
particularly if it resulted in the establishment of a simple data base which could be used on a somewhat
regular basis (i.e., once every six months or once every year) to monitor the client perspective on the fees
and the quality of the services being provided. The staff at Irapuato also felt that an analysis of the potential
market/demand for their services at the community-wide level would also be useful, but for reasons to be
mentioned later, this option will not be pursued at this point in time. (See Section II, C).

2. Cenlro de Orientadc1n ~amillar de Veracruz (COFAV)

On August 19, Ms. Murray, Dr. Suarez, and Dr. Brambila visited the Centro de Orientaci6n Familiar de
Veracruz (COFAV) in the Port ofVeracruz, the capital city of the state of Veracruz.

COFAV is another regional training center for FEMAP, providing training services to the nearby affiliate in
Xialapa as well as to its own COD personnel. It also offers a range of dental, reproductive and primary
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health and laboratory services, but it does not have hospital beds 01' the sterile facilities with which to
perform sterilizatioll$ (although it does p~rform IUD insertions). The program has only bl'.en operational for
two years, and has been at its present locale for unoer a year. In spite of the relative youth of the program,
i~ has 3 social workers who oversael the CaD program which works through 4 coordinators and 119
promoters. It has a total of 5,108 continuing users.

As in the case of Irapuato, the bulk of family planning users are to be found in the CBO program. The
clinic has a very low avera,ge of 6-8 (;Qlltinuing users who specifically seek family planning services out of
an average of nearly 350 clinic visits a month. While clinic staff mentioned that they believe the number of
clients seeking FP servil:es at rJle clinic is low, 'they attribute this to an assumption that the clients of the
clinical services are referred by th~ promoters, and already have their FP needs covered. This a~sumption

will be empirically tested by the client profile snldy to be financed by FPMO. Overall, the program keeps
excellent records, both financial, and in terms of family planning users, but it does not have computer
equipment.

In a recent monitoring visit by FPIA, a small convenient sample of 100 patie:lts was interviewed regarding
the quality of the services, their cost, whether or not they were using a family planning method, and where
the method was obtained. The survey was designed by FPIA and the results were analyzed by the FPIA
representative, and the clinic staff felt that the results were quite informative (see Appendix 4 for results and
recommendations).

In our subsequent discussions regarding the utility of the cost sNdy and the cHent profile, the Clinic
Administrator felt strongly that both would be quite useful. She admitted tha: prices were set somewhat
arbitrarily,_ with an attempt to set laboratory analysis prices for example, at 50% lower than those of the
cheaper labs in the area. Fees for a medical consultation are currently set at 10,000 pesos, the equivalent of
approximately $3.00 which even the clients thought was quite low. In our discussions, the consensus was
that a uniform methodology for costing services and other activities would be of great interest to Veracruz,
as well as a database and training of the Program staff providing them with the means to continuously assess
their clients and their reactions to the services would also be quite useful for programmatic decision-making.

C. Findings/Conclusions

The site visits and time spent afterwards in discussion with Carlos Brambila and Enrique Suarez were quite
helpful in determining the real needs of the Affiliates and in further defining FPMO's role in this
collaborative efforts.

Essentially, both Affiliates visited felt a need for the cost study, the client profile and the analysis of the
prevailing market prices for services similar to those offered by FEMAP. In addition, the affiliates felt that
a larger col'lliDunity-based survey to assess the potential market for their services would also be helpful.

However, based on the fact that FEMAP will be using local Affiliate staff to help conduct a large scale
survey of representative community level samples of the areas in which it has active programs, it is not
feasih:e for FPMD to do a similarly large scale community level survey to determine potential demand for
FEMAP services. Therefore, FPMO has decided to concentrate itli efforts on just the client profile for both
clinic and CBO program clients. Also, since the Population Council will be hiring a full time accountant
for FEMAP under its OR program, it was agreed upon with the Population Council representative that this
same individual would be responsible for surveying other local providers of similar services in the areas in
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whkb the five affiliates currently operate, so that they would have a good idea of what their competitor,1I arc
charging in the private sector for the same services.

During the slle visit':! however, FPMD observed that while some Affiliates currently have the computer
equipmlmt necessary for on~site training of staff in simple word and data processing, others do not.
Therefo;e, some of the money which had initially been budgeted for the larger survey, and the market
analysis activities win instead be spent on computer equipment and software for those affiliates which do not
currently have computers (Mazatlan, Acapulco, and Veracruz). In the interests of institutional development
8il,d strengthening FEMAP Affiliates' ability to collect, analyze and interpret its own ooministrative,
programmatic and other special interest data, this is probably the most approllriate investment.

As detailed in tile modified proposal and budg~t (See Appe,ndix 5), FPMD will also SUpp0l1 a local
consult.ant who will proviae training to FEMAP social workers and other staff in questiOllIlaire design,
effective int0rviewing and other data collection techniques, as well as assistance in tlle ultimllte analysis,
interpretation, and presentation of the findings of the client profile study. FPMD will also provide basic
training to the affiliates in simple software applications, including Word Perfect (Spanish version), DBASE
3+, QUAITR.o Pro, and Harvard Graphics.

m. Total Quality Management (TQM) MEXFAM

A. Background:

The Fundaci6n Mexicana para la Planeacidn Familiar (MEXFAM) was founded in 1965. A private sector
agency and affiliate of IPPFIWHR, MEXFAM is an important provider of family planning services,
information and training in Ml!xico with 41 local and regional offices. MEXFAM has a mnmber of
educational outreach activities, including seminars on sexuality 2nd reproduction targeted toward semi-urban
youngsters, adult men, and couples; video and film productions; and medical counseling in contraceptive
services.

In April, 1991 MEXFAM began a Total Quality Management (TQM) initiative in collaboration with The
.?opulation Council's INOPAL II project with the purpose of using this innovative management technique to
improve its structure and internal processes, its organizational effectiveness, and ultimately its movement
towards greater sustainability.

TIle project consists of training all MEXFAM staff in the philosophy of Total Quality Control or Total
Quality Management and then applying this technique to MEXFAM.

FPMD was invited to participate in this project by The Population Council and MEXFAM to support the
devdopment of the TQM materials for use in the context of family planning service de:ivery organizations,
and to support the dissemination of this unique experience to other family planning organizations.

For further background information, please refer to FPMD Senior Program Officer M. Gutil!rrez' April
1991l\l1d April 1992 trip reports on the TQM project.
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.8. Puipose and Activities:

While the main pUlpose of this visit was not to monitor the MEXFAM project, the Regional Program
Analyst took advantage of the time in Mflxico to visit with MEXFAM staff and to begin wfRting a case
sUlcly of the MEXFAM TQM project for a future issue of The Family Pl'anning Manager dedicated to the
topic.

Dr. Ricardo Vernon from the Populat.ion Council, and Dr. Pedro Manuel Acosta and Lie. Jes,us Veniz from
MEX"FAM provided their input to a draft version of the TQM issue, as well as assisted in pre,paring a
description of the MEXFAM TQM project as a case study.

Sec Appendices 6-9 for the draft version of The Family Planning Manager, R. Vernon and }).M. A.;osta's
comments on the draft version, and desc:,iptions of the MEXFAM TQM project and an additionallNOPAL
projet.:! in Guatemala lisIng a TQM approach.

IV. Collaborative Agreement with P:atblinder International

On August 21st, a mee~ing was held with Pathfinder's Regional Vice-President for Latin America, Carlos
• Aramburu to discuss proposed FPMD/Pathfinder collaboration in Mexico, Brazil, Bolivia, and Pern. These

discussiol!lS are summarized in an attached letter of understanding to Mr. Aramburu (Appendix 10).

•1
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PROVIDING THE FOUNDATION FOR
THE DEVELOPMENT OF SELF-SUSTAINING

FAMILY PLANNING SERVICES WITH FEMAP

FPMD Collaboration with 17rt Population Council and FEMAP

EXECUTIVE SUMMARY:

In accordance with AID/Mexico's new population stratea>' and its emphasis on the self­
sufficiency of the private family planning sector, The Population Council's INOPAL project in
collaboration with MSH's FPMD project propose to work with FEMAP to assist the organization
in its transition towards wtal self-sufficiency.

As a first step in the process of helpina FEMAP to gather the information necessary to devise
strate&ies which will improve the organization's ability to lenerate income or· to better utilize
its existinl resourCes, INOPAL proposes the establishment of a cost-based aa:ountinl system
and an analysis of current use of installed capK:ity which will allow FEMAP to lauge the
potential for increasinl its current client 10id without additional investments in its physical or
human resources. In addition, FPMD proposes to comple~t the cost analysis with two other
activities. The tint of these will be an anaIysi! of the existinl alternate sources of family
planninl services and their costs (market study). The market analysis, in conjunction with the
data ,enerated by the cost analysis will allow FEMAP to price itself realistically (based on its
real costs) as well tIS competitively (as compared to other providen). Finally, a profile of
current as wellu potential consumers will be conducted. The results of this study could be used
to complement the cost and market studies, particularly in the determination of whether or not
some clients could afford and would be willin, to pay more than others.

The aforementioned activities, -=e conducted, will permit FEMAP to think strarepcially about
implementin, different COlt IICOYeIy or cross subsidization stIIfeIies so that it· can.continue to
fu1fiII itt mission without beina dependent 011 donor funds.

Founded in 1981, the MaicaIl Federation of Private Family Plannina Associations (FEMAP),
is a private, nan-poftt orpniption dedicated to enhancina the quality of life amana Mexico's
most diSldvln..... 'popII.donI. FEMAP is i,nvolved in. wide ranp of activities includin,:
education, resarch, matemI1 and child health (MCB) IIId family plannina services, sex
education, primary halthcant, nutrition and family prdeninl, AIDS prevention, drul abuse
prevention, water ch10rinad0n, environmental health, economic development: micro enterprises
and community bInks. Bued in Ciudad Juarez, on the northern border of M'lico and the
United Stata, FEMAP coordinateI the operations of 44 affiliata providina .mea to 69

. different cities IIId hundJeds of rural communities in 25 of the 31 states of Mmco.



..

In the last two years the support that FEMAP had received from AID/M6xico was reduced from
a high of $1,200,000 to a low of 5300,000 annually. AID funding had represented nearly 6S%
of FEMAP's total annual budget at its peak. AID/Mexico has identified FEMAP as a priority
institution in its private sector strategy to receive TA in sustainability.

THE POPULATION COUNCUJINOPAL n (See attached proposal for more details)

1. The costing of FEMAP's service-Delivery Activities

The Population Council's INOPAL n project will be assisUnI FEMAP to undertake a cost
analysis of botll service provision and income leneration activities to help FEMAP get a more
accurate idea of how much it really costs the institution to provide services, as well as how much
some of their income generating activities aetua11y net for subsidizing other services after the
costs· are considered. In addition, the extent ofcurrent use of installed capacity will be analyzed,
another extremely important consideration in looking at the effectiveness sid" of the cost­
effectiveness eQuation.

The COStinl of FEMAP's activi~, and a look at the utilizati~ of installed capacity is a critical
first step in helpina FEMAP to take control of its financial future. However, the cost study aIid
assistance in helpinl FEMAP adjust its aa:ountinl sys~m to include all real costs in providinl
services, is only one of several steps which need to be taken to help FEMAP think strategiWly
about the challenle of financinl family planninl services to populations least able to pay for
them without donor assistance. FPMe proposes to complement the Population Council's
initiative with two additional activities which will provide additional information to FEMAP
senior manaaement on potentially effective stratepes to improve the institution's viability.

FPMD IN COLLABORATION WITR INOPAL n
2. Client Profile (Ability and W'lIlinpess to Pay)

FPMD proposes to complement tile Population Council's Project by profilinJ the current client
pnp,,',riOll or perhaps the potential client population at the community level. A rePresentative
sample of individuals seekin. services at the FEMAP institutions in which the cost acc:ountina
is conducted, and perhapI • community level sample u well, will be selected, and those
individua1J' socio«oi1omic ..... and rcuon for choosinJ/not cboosin. FEMAP u a-mce
provider will be a.". 11Iis simple study will help FEMAP to detennine whether or not

. some of their clients cauId ldUIIly afford to pay hi.. fees than those cum:ntly bein. chlfled
and who their 11... .w:e pnMden are. It could abo assess whether the exisdnl
COIlJte1Iation of~ pruvidId by PEMAP meets its clients needs. If some of FEMAP's .
current clients do have a .... ability to pay than i~ currently ..meet, some sort of slidinl
f. could be implemented bu.t OIl the client's income~ Similady, i.fPEMAP deciclel to actively
try and aanct abeUer-offclientele baed on under-utilization of installed capKity (once the cost
analy. are completed), they could .uuantee their lower income clialts' access by the use of
such a fee scale.
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Dependina on the sample size at the community and service delivery site levels and numbers of
interviewers available, the time necessary to carry out this survey will vary from site to site (in
the four regions ill which the study is to be implemented). It is estimated that data collection
will take approximately one month per site. Howeyer, prerequisite activities include: design
and pretesting of the questionnaire, training of FEMAP volunteers or supervisors in the
implementation of the questionnaire, and the creation of a small data base for the data entry and
easy analysis of the data collected in the survey. The overall time period contemplated for this
activity is approximately 3-4 months:

2 weeks for the desian of the survey instruments and their pretesting;
1-2 weeks for traininl of interviewers;
1 week for the desian of the data base and the plan for analysis;
1-2 months for dat& collection;
1 month for data analysis and report writina.

This activity could be conducted concurrently with the cost analyses and will start within the first
six months of the project.

Since the principal investiptor to be supported by the project is an individual with experience
in surveys/data collection and analysis, he or she will be responsible for oversiaht of this
component, with technical support from FPMD in desip of the questionnaire, training of
interviewers and analysis of data. 1be Population Counell will provide technical assistance in
the selection of the samples in the four cities to be included.

FPMD will provide support for the printin. of the questionnaires, and for the perdiems and
transporta!ion of the interviewers. If the interviewers are not volunteer promoters, salary may
be provided as well. Total amount to be spent on this component is approximately: 533,296,
includin. FPMD travel and perdiem costs for .TA and supervision.

3. Market Analysis

Complemeatary to the cliellt profile and/or the study ofpotential demutd for FEMAP's services,
is a propoIId mullet l1li1" of the competition. While FEMAP .. its main competitDr to
be the MOR IIId .... priced its services aa:ordinpy, this does not pwe1IYrily have tD be true.
Perhaps clients wllidl miabt normally 10 to private providers are takinl advantqe of FEMAP's
hip quality .... IIId low prices. In this instance. in order to price its services
competitively, yet IIIIIimiJe income, FEMAP should consider private provider prices for similar
~ces and price its services only SOlltfthat lower than those, rather than only somewhat
hiaher than the Ministry ofHeI1th. nus, market studies of the competition in the four locations
in which the stUdy is to be conducted are suuested.
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FPMD will contract a local consultant/finn to conduct the market analysis. This work will
consist of identifying other local providers of the kinds of services provided by FEMAP (FP,
MeR, and other curative services) and in assessing what they charge for similar services. It
will take place concurrently with the cost analysis. .

A total ofapproximately 5.5 ,000-$7,000 is budgeted for the subcontracting of this work to a local
consultant. In lUtdition, the FPMD LAC program analyst will have at least one trip for
discussion of the information desired and the SOW. One trip of approximately 7 days will cost:
51,.5.50 + 5132 X 7- 52,474.00. Total amount budgeted for this activity is: 57,474.00­
9,474.00.

4. Institutionalization/Utilization of Results of 1-3.

In addition to the activities outlined in this document, FPMD', Evaluation Unit will also be
budaetina time and funds (total amount to be determined) to establish indicaton fat "he
monitorina of the ~vementioned FPMD activities.

An additional $.5,000 is available for work with FEMAP to ensure that the ol'lanization utilizes
the information made available by the abovementioned studies. A representative of FPMD will
meet with FEMAP senior manaaement to discuss the implications of the resul~ of thae
activities. In conjunction with 1be Population Council's INOPAL D project, FPMD would be
available to help FEMAP desian new strateaies or interventions for aeneratina income/cross­
subsidizin, services, once the initial information ,atherinl staae has been completed.

FPMD will coUaborate with and complement the Population CounCil's work with FEMAP.
Important lessons can be learned throulh this collaborative Ktivity in the important area of
sustainability•
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Appendix 2

Map of FEMAP Affiliates
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Appendix 3

Couple Years of Protection and FP Users by Affiliate:
1990-1991



6. CONCENTRADO DE APP's Y USUARIOS DE :rEMAP (1990-1991):

, I

I U. iU. !CONCEN- APP APP APP APP lAPP u. Iu. u.
TRADO: NUEV. CONT. N + C: REFER TOTAL. NVCS. CONT. N + c: REFER : TOTAL.

ITIJUANA 1714 2973 4687 3360 8047 1479 3234 4713 224 4937

TECATE 233 175 408 120 528 198 218 416 8 424

MEXICAL 1649 3473 5122 1305 6427 1463 3665 5128 87 5215

NOGALES 2774 23407 26181 840 27021 2803 9432 12235 56 12291

JUAREZ 29959 267913 297872 o 297872 13843 55501 69344 0 69344

V.AHUM. 197 1235 1432 . 2100 3532 213 1259 1472 140 1612

NVO.CA: ' 373 684 1057 1050 2107 359 637 996 70 1066

ZARAGOZ 1789 5226 7015 2730 9745 1617 5430 7047 182 7229

V.JUAR. 1157 4466 5623 2280 7903 1174 4511 5685 152 I 5837

CHIHUA. 2085 4110 6195 6465 12660 1954 4443 6397 443 6840

ct1AtJHTE 1305 3115 4420 3450 7870 1311 3196 4507 230 4737

GUERNER 1214 3352 4566 2010 6576 1231 3330 4561 134 4695

URIQUE 149 654 803 384 1187 13·-1 599 733 44 777

SALTILL 5770 20634 26404 5850 32254 3831 18166 2],997 390 22387

MONTE 1 3049 135061 138110 6840 144950 3743 16224 19967 456 20423

MONTE 2 1929 2172 4101 1560 5661 1735 1943 3678 104 3782

MATAMOR 4045 29954 33999 0 33999 3572 14945 18517 0 18517

REYNOSA 378 1281 1659 1815 3474 396 1362 1758 145 1903

H.ALD. 193 494 687 480 1167 187 465 652 32 684

VICTOR. 658 1471 2129 735 2864 645 1259 1904 49 1953

MAZATL. 2740 4410 7150 5115 12265 2658 3730 6388 341 6729
I
'/

DURANGO 2759 4103 6862 4365 11227 2407 3568 5975 291 6266

UBTOT: 66119 520363 586482 52854 639336 46953 157117 204070 3578 207648



CONCENTRADO DE APPls Y USUARIOS DE FEMAP (CONTINUACION ••• )
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Appendix 4

FPIA Review of Service Statistics and Survey of 100
Users of COFAV
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CHECAR CALEf\;DARICS QIJE ESTEN ACTUALIZADCS 't SUS DATOS GSNERf.LES.

e.- REVISAR PRECIQS DE AN~LISIS, TOMAR EN CUENTA LA CAPACITACION DE LA QUI­

MICA, PARA LA LECTURA DEL ••~.c. (PAPANICOLAU )

/If

,.- ASEGURARSE DE QUE LGS IJSUARIGS G~TENGAN LOS ~ENEFISIOS, QUE QFREGE C;FP

1'.- CAPACITACIGN CONSTANTE EN MANEJO DE FERleDQS.

11.- ENFASIS EN CCNTRAINOlCACIONES DE PASTILLA , CCN caeRDINADORAS 't FRQMOTC

URGENTE.

12.- "~"TEGIAS PARA !USCAR CO~TINues, REVISAR DATOS

MANDAR A F'EMAF INFOI\!'f,ACI:N DE: !AJAS • DE CC'lNTINUGS.
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Appendix 5

Modified Proposal and Budget for Collaboration
with FEMAP and The Population Council



..

PROVIDING THE FOUNDATION FOR
TIlE DEVELOPMENT OF SELF-SUSTAINING

FAMILY PLANNING SERVICES WITH FEMAP I

FPHD Collaboration with The PopUlation council and FEHAP

EXECUTIVE SUMMARY:

In accordance with AID/Mexico's new popUlation strateqy and its
emphasis on the self-sufficiency of the private family planning
sector, The PopUlation Council's INOPAL project in collaboration
with MSR's FPHD project propose to work with FEMAP to as.ist the
organization in its transition towards total self-sufficiency.

As a first step in the process of helping FEMAP to gather the
information necessary to devise .trategi.s which will improve the
organization's ability to generate income or to better utilize its
existing resources, INOPAL proposes the eatablishment of a cost­
ba.ed accounting system and an analysis of current use of installed
capacity Which will allow FEMAP to gauge the potential for
increasing its current client load without additional investments
in its physical or human resources. FPHD initially proposed to
complement the cost analysis with ~ other activities, but upon
further discussion (see N. Murray's trip report, August, 1992), it
was decided to limit FPHD's activities to one. The other proposed
activity, an analysis of the existing alternate sources of family
planning services and their costa (market stUdy), will be overseen
by the population council supported accountant who will work full
time with rEMAP over the next year on the costing of rEMAP's
activities. The market analysis, in ctJnjunction with the data
generated by the cost analysis will allow rEMAP to price itself
realistically (based on its real cost.) as well as competitively
(as compared to other providers). FPHD's activities will be
limited to a profile of current clients of both the clinic-based
and CBD programs. The results of this stUdy will. be u.ed to
complement the cost and market studie., particularly in the
determination of whether or not some clients could afford and would
be willing to pay more than others or more than the price. FEMAP
currently charges tor its service.. In addition, important
variables related to client sati.faction with the services will
al.o be measured.

The afore.entioned activities, once conducted, will permit FEMAP to
think atrategicially about implementing different cost recovery or
cross subsidization strategies so that it can continue to fulfill
its mi.sion without being dependent on donor funds •

september 4, 1992 (Revised version of June, 1992 proposal)



FEMAP; Self-Suffici,ncy/Sustainability

Found.d in 1981, the Mexican F'deration of Private Family Planning
Associations (FEMAP) , is a private, non-profit organization
d.dicat.d to .nhancing the quality of life amonq Mexico I s most
disadvantaged popUlations. FEMAP is involved in a wide range of
activiti.s inclUding: education, research, mat.rnal and child
h.alth (MCH) and family planning services, s.x .ducation, primary
h.alth car., nutrition and family qardeninq, AIDS prev.ntion, druq
abuse prev.ntion, water chlorination, ,nvironm.ntal health,
economic d.v.lopment: micro .nterpris.s and community banks.
Based in Ciudad Juar.z, on the northern border of M6xico and the
united States, FEMAP coordinat•• the op.rations of 44 affiliates
providing services to 69 difterent citi.s and hundreds of rural
communiti•• in 25 ot the 31 states of M'xico.

In the last two years the support that FEMAP had received from
AID/M'xico was reduced from a high ot $1,200,000 to a low of
$300,000 annually. AID fundinq had represented nearly 65' of
FEMAP I s total annual budq.t at its peak. AID/Mexico ,has identified
FEMAP as a priority institution in its private sector strateqy to
r.c.iv. TA in sustainability.

TB. POPULA~IOM COUVCIL/IMOPAL II (••• attach.4 propos.l tor aor.
4.tail.)

1. The costinq of FEMAP's Service-Deliv.ry Activities

The PopUlation council'S INOPAL II project will b. assistinq rEMAP
to undertake a cost analysis of both service provi.ion and income
q.neration activiti.s to help FEMAP qet a more accurate id.a of how
much it really costs the institution to provide s.rvic.s, as well
as how much some ot th.ir incom. q.n.rating activiti.s actually n.t
for SUbsidizing oth.r ••rvic•• aft.r the co.ts are consid.r.d. In
addition, the .xtent ot current u•• of install.d capacity will b.
analyz.d, anoth.r .xtr.m.ly important consid.ration in looking at
the .ff.ctiv.n••••id. of the co.t-.ff.ctiv.n••s .quation.

The costing of FEMAP's activiti•• , and a look at the utilization of
installed capacity i. a critical fir.t st.p in h.lping rEMAP to
take control ot it. financial tutur.. How.v.r, the cost stUdy and
a.sistanc. in h.lping rEMAP adju.t its accounting .yst.m to include
all r.al cost. in providing ••rvice., is only on. of ••veral steps
Which n••d to be tak.n to h.lp FEMAP think strat.gically about the
challenqe of tinancing family planning s.rvic.. to popUlations
l.a.t able to pay tor th.m without donor assistanc•.

FPHD initially propos.d to compl.ment the PopUlation Council's
initiative with two additional activiti.s which will provide
additional information to rEMAP senior manaq.m.nt on pot.ntially
eff.ctiv••trat.gi.s to improve the institution's viability.



~PKD !. COLLA80RA~IOMWITH I.OPAL II

2. Client Protile (Ability and willinqness to Pay)

FPHD propos.s to complement the population council's Project by
protilinq the current client population both tor clinical services
as well as tor the CBD proqram. A representative sample at
individual•••ekinq s.rvice. at the FEMAP institutions in which the
cost accountinq i. conduct.d will be .el.ct.d in each at the tive
ar••s participating in the study: Ciudad Juar.z, Irapuato,
Veracruz, Nazatlan, and Acapulco. In this .tudy individual.'
.ocio-.conomic status and reason tor choosinq FEMAP a. a service
provid.r will be a••••••d. Qu••tion. on the quality ot car.
ottered by FEMAP as w.ll as the kind. at service. ottered by FEMAP
will also b. ask~d. Both CBO and clinical ••rvice.' clients will
be a.k.d it they .e.k .ervice. in other h.alth care e.tabli.hments
in addition to FEMAP, and Why. Finally, they will be asked to
compare the prices as well as the quality ot FEMAP's services with
other institution••

This simple .tudy will help FEMAP to determine wheth.r or not .ome
ot their clients could actually attord to pay higher tee. than
those c:urrently being charq.d and who their alternate service
provid.r. are. It will .nable FEMAP to d.t.rmin. tlhether or not
the ettort. and inve.tmellt. it is makinq in term. at its caD
proqram. actually generate. bu.ines. tor the clinic. It could al.o
a••••• wheth.r the existing constellation ot .ervice. provided by
FEMAP meet. its clients needs. It some at FEMAP'. current clients
do have a qreater ability to pay than is currently assumed, some
.ort ot ditter6ntiated t.. schedule could b. implemented based on
the client'. incom. or ability to pay. Similarly, it FEMAP decides
to actively try and attract a bett.r-ott cli.nt.le ba.ed on under­
utilization ot in.talled capacity (once the cost analyses are
completed), they could quarant•• th.ir lower income client.' access
by the us. ot a tee .cal. or some kind ot di.count coupon tor le.s
well-ott cli.nt••

oepending on the .ampl••iz. at the CBD and clinic l.vels, anrl the
nWllb.r. ot int.rview.rs (social workers) available, the time
n.c.s.ary to carry out this survey will vary trom site to sit. (in
the tiv. reqions in Which the stUdy is to be implement.d). It i.
e.timated that data collection will take approximat.ly on. month
per .ite.

However, prerequisite activiti •• include: d.siqn and pr.te.tinq at
the qu••tionnair. (1 month) training at FEMAP .ocialworker. and
program coordinators (trabajadora••ociale. and coordinadoras) in
the implem.ntation ot the questionnaire (5 week.), and the creation
at a small data ba.. tor the data entry and .a.y analysis at the
data collected in the .urvey (2 month.). Th. overall time period
I;ontemplat.d tor this activity i. approximat.ly 6-7 months.

3



Client Profile: will be conducted over the next year, beginning in
October/November of this year.

1 month for the design ot the survey instruments- draft to be
done in Boston, reviewed and moditied with INOPAL and FEMAP;
1-2 months for training ot interviewers and pretesting of the
instruments;
1 month for the design of the data base and the plan for
analy.is;
2 months for data collection;
1 month for data analy.i. and report writing.

This activity could be conducted concurrently with the cost
analy.es and will .tart within the first six month. of the project.

Since the p,\"incipal inve.tigator to be supported by the INOPAL
project will ~e an individual with morG experience in cost-analysis
and accounting than in surveys, FPMD and The PopUlation ~ouncil

will provide the techraical assistance to the Affiliates in the
design of the questionnaire to be used in a•.lessing the client
profile. However, FPMD will be responsible for contracting a local
consultant with experience in training interviewers as well as with
experience in data analysis. This individual will be responsible
tor the training and analy.is components of this activity, with
technical support and oversight trom FPMD. It is envisioned that
the consultant will spend a total of 10 days with each of the five
affiliates for a total of 60 days (inclUding travel time). The
first five days would be dedicated to initial training of the
social workers (and perhaps the coordinators) in basic interviewing
technique. and data collection) and the second five-day period at
the end of the data collection would be spent training the staff in
the review of the data for analysis and presentation. FPMD will
provide basic training of Affiliate personnel in the use of the
computers and/or software to be provid.d by FPMD, and in the
constru~tion and use of the data base de.igned for the capture of
the client profile information.

The Pop~lation council will provide technical as.i.tance in the
.election of the .ample. in the five cities to be included.

FPHD will provide .upport for the printing of the que.tionnaires,
and for the perdi.m. and tran.portation ot the interviewer. (if
nece••ary). Since the interviewer. will be FEMAP .taft, they will
not be paid a .alary. Total amount to be .pent on this component
i. approximately:

3. Market Analy.is

Complementary to the client protil., i. a proposed market analy.is
ot the competition. While FEMAP •••• its main competitor to be the
MOH and has priced it. service. accordingly, this do.. not

4
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necessarily have to be true. Perhaps clients which might normally
go to private providers are taking advantage of FEMAP's high
quality services and low prices. In this in.tance, in order to
price it••ervice. competitively, yet maximize income, FEMAP should
consider private provider prices for similar service. and price its
service. only somewhat lower than those, rather than only somewhat
higher than the Ministry of Health. Thus, market studies of the
competition in the five locations in which the stUdy is to be
conducted are .ugqested.

The popUlation Council has suqg.sted that the accountant to be
supported by INOPAL would be an appropriate person to conduct this
analysis, and it will be included in his scope of work for the
first year of the project. This work will con.ist of workinq with
the local Affiliate Directors to identify other local provlders of
th.e kind. of .ervices provided by FEMAP (FP, MCH, and other
curative .ervice.) and in asse.sinq what they charge for similar
service.. It will take place concurrently with the cost &nalysis.

4. Institutionalization/Utilization of Results of 1-3.

In addition to the activities outlined in this document, FPHD's
Evaluation Unit will also be bUdgeting time and funds (total amount
to be determined) to estcblish indicators for the monitorinq of the
abovementioned FPHD activities.

An additional $5,000 is available for work with FEMAP to ensure
that the organization utilizes the information made available by
the abovementioned .tudies. FPHD will meet with FEMAP .enior
management to discus. the implications of the results of the••
activitie.. In conjunction with The PopUlation Council's INOPAL II
project, FPHD would be available to help' FEMAP de.ign new
strateqies or intervention. for qenerating income/cross-subsidizing
service., once the initial information gathering staqe has been
completed.

FPHD will collaborate with and complement the PopUlation Council's
work with FEMAP. Important Ie.son. can be learned through this
collaborative activity in the important area of sustainability.

5



Illustrative BUdget for this activity (to be confirmed):

Client Profile

1. TA(FPMD/B()STON)
.. .... ..' ..

8 RT Boston-Ciudad Juarez-Mexico-Boston:
(TA in design of survey instrument, training 8,000
of interviewers, data analysis) 1,000 X 8

Local Travel (Irapuato, Veracruz,
Acapulco, Mazatlan) (@ 200 X 4-$800 per 6,400
trip to Mexico) X 8 trips to Mexico

Perdiem X 56 days ($132.00) 7,392

SUBTOTAL:
21,792

2~ ···.Mllteri~ls i!JidE~ipm~ltt .(FWP)*. .i.'..... ·i I. ...... . i·

.... .... ,... i,'····.:
"

printing of Questionnaire* 500

Printing of Results* 1,000

Computers x 3
Printers x 3
Software: X 5??

WP5.1 (Spanish)
HG
Quatro
DBASE 15,000
SPSS (?)

Other supplies (Diskettes, ribbons, etc.)* 1,000

Communications (Phone/FAX/Mail) * 1,000

Maintenanc~ for Computers (3 x 1,000)* 3,000

SUBTOTAL: 21,500
'.3'/'··T·'·· ..,.. ""," ,...." .. " .'.,".".,":' "

...
., ....",.,.< .:.,." •.• ':\ ,." .... .:;'i:.:: ..,........;«. .....•

Consultant X 60 days (@ $150/day) 9,000

Transportation ot FEMAP statf to conduct 1,500
interviews ($3.00/day x 5-$15.00 x 20 days
X 5 site.- $1,500)*

SUBTOTAL: 10,500

M TOTAL: 53,792

* Money to be reimbursed to FEMAP tor their costs

6

,



Follow-up/utilization of Results

EVALUATION (INDICATORS) 11

TA (FPMD/BOSTON): 4,250

I-~----T-O-T-AL-:------
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Appendix 6

Draft Text for Family Planning Manager on TQM



DRAFT 3
Intro

There is something new and exciting afoot in the management of
family planning programs. It goes by many names, the most common
being "total quality management" and "continuous quality
improvement." Whatever it is called, this approach to management
embodies the ideas of [here a couple of sentences about Deming,
about participatory management and increas~d productivity,
whatever else we need to establish the value of CQIl .

The principles and tools advanced by Deming and his colleagues
are being applied in private-sector corporations allover the
world, but they are not limited to the business environment.
They can cast a fresh, new light on the management of public
health services, including those offered by family planning
programs. In this issue, we introduce you to continuous quality
improvement (CQI), a process you can use to motivate your staff
and bring a spirit of commitment and energy to your clinic or
organization. We offer a series of steps and practical
suggestions for introducing and maintaining a CQI system.

CQI: Exactly what is it and how does it work?

CQI is a process that helps organizations and facilities improve
the quality of services and strengthen the administrative
processes that affect these services, resulting in higher staff,
morale, quality of care, and client satisfaction. In the context
of family planning organizations, satisfied clients and staff can
increase the number of family planning acceptors, the continuity
of contraceptive use, and, ultimately, the impact of family
planning programs on fertility.

Because of different applications of CQI in industrial and
service organizations, there are varied definitions and
interpretations. But it is generally accepted that CQl relies on
systematically gathering information about how employees are

...aoil1g 'S'& .tha¥ can, constantly strengthen their performance. at the
hiqhest possible level. CQI can be used by the staff as a whole
and by indiv~dual staff members through four main activities:



o establishing standards or norms of services;
o monitoring how well those standards are being met;
o identifying deviations from the standards (problems);

and
o taking action to correct the deviations (solve the

problems) .

What it takes to carry out these activities is teamwork. In the
most effective COI systems, all staff members participate in the
process, and all their contributions are valued. But no staff,
even the most highly motivated, can begin to work as a self­
monitoring, problem-solving team without training and guidance.
COI also requires leadership from a manager or organizational
official who is committed to improving quality, who is willing to
set standards, and who genuinely trusts the ability of his or her
staff to find ways to meet those standards. This leader should
be willing to act as a facilitator, to train the staff in team
work, monitoring techniques, and problem-solving, and to be
available to them when they need help solving a problem or
getting over a hurdle.

With this combination of team and leader/facilitator, COI can be
carried out throughout the various levels of a family planning
organization, within a single family planning clinic, or within a
department or group in a large facility. In this discussion, we
are focusing on the clinic setting (see ***Box for ,an analysis of
cor at the organizational level).

How is CQI different froD traditional supervision?

Until recently, in health service delivery systems throughout the
world, the accepted way to maintain and improve quality has been
through supervisory visits, usually from the next higher level of
the organization. This traditional approach differs in several
important ways from the COI system:

The supervisory process focuses on improving individual
performance through periodic visits from a superior. ~ ,is a
process of monitoring according,to checklists ±mpose~oy some
higher authority. When it works best -- a technicat1y-compet~nt,

sensitive supervisor who fully understands the clin1c situatior.



and who comes regularly, on schedule -- it can foster a long­
term, supportive, collaborative relationship that helps the staff
member gain knowledge and skill. But in the great majority of
cases it is more likely to be seen by the clinic staff as
judgmental and threatening. Because it occurs only periodically
(and often irregularly), it lends itself more to superficial
observation than to on-going, in-depth analysis and problem­
solving.

The cor system focuses on clinic output, rather than individual
performance. It depends on self-monitoring according to
standards agreed to by the staff. It builds on respect for the
staff's commitment tu serving their clients and their ability to
improve the quality of services. It is based on groups working
together to solve problems rather than individuals working alone
to remedy their deficiencies. It is on-going rather than
sporadic, allowing for a more substantive analysis of problems,
more thoughtful solutions, and opportunities to review these
solutions and change practices as new knowledge emrges.

Steps

There are ten steps to take in introducing, implementing, and
maintaining a CQI system in a clinic. Because CQI is an ongoing
process, some steps will be repeated many times as changes are
introduced, tested, and adapted, and as new problems are
identified and addressed.

Step 1: Assign responsibili~y

Like other management systems, COI works best if one person is
ultimately responsible for seeing that it is carefully designed
and carried out. In most clinics, this will be the clinic
manager -- often a doctor or highly-~xperiencednurse -- who has
that responsibility. The leader must define the elements of the
system and layout the ~teps in the ongoing process of monitoring
the quality of clinic activities.

But this doesn't mean that you, ,the manager, must bear the entire
burden; it would be impossible to do so without neglecting all
other duties. The trick is to strike the balance between your



personal responsibility for ensuring quality and the
responsibility of the rest of your staff for providing high­
quality services. The most effective managers authorize
competent staff members to carry out various aspects and phases
of the process; you will find that this is not only necessary but
desirable, since involvement in the monitoring process alp.rts
staff members to how they are carrying out their own tasks in the
context of clinic standards. Your job will be to see that your
staff are oriented and trained to fulfill their roles in the cor
process; that cor responsibilities are included in their job
descriptions; that their performance in this area is monitored
and rewarded just as their clinical performance is; that they are
helped to grow in the job through in-service education and
regular meetings and conferences.

Many managers find it useful to appoint a mature, dependable
staff member as cor manager, to oversee the monitoring process.
If ,the facility has a large enough staff to apportion parts of
the process, the cor manager may work with an ongoing committee
whose members carry out the remaining [nine] [eight] steps in the
process. But in the end, the monitoring committee and its
manager are assisted, directed and guided by the clinic manager.

Step 2: Set standards

The clinical standards against which activities are monitored
must be widely accepted by the professional family planning
community. They are often based on written curricula for pre­
service and in-service training, articles in professional
journals, guidelines established by the government or the
clinic's parent organization. Standards that pertain more to
clinic appearance, atmosphere, and administrative procedures may
be decided at the clinic level, although there are often
checklists and guidelines to use in establishing these st~ndards.

You, the clinic manager, can direct the team in developing the
standards, or you may assign this leadership role to the cor
manager. Whoever takes the lead in developing them, you will
want to give them final approval and be sure that all members of
the staff fully understand and accept responsibility for adhering
to them. The standards must be writte~ out clearly, widely



circulated, and referred to often in meetings and discussions.
It is only in this way that the entire staff can keep them in
mind and be held accountable for meeting them.

Step 3: Identify aspects of care to be monitored

It is, of course, impossible for any manager, supervisor, or
committee to monitor every activity that takes place in a busy
family planning facility. If the goal is to improve the quality
of services and strengthen the administrative processes that
affect these services, it is essential to monitor the aspects of
care -- the clinical and administrative activities, events,
processes -- that most directly affect this goal. These are
likely to include:

,
o high-volum& services (services that are provided to

large nUIllDers of clients);

o high-risk procedures (FP methods that have great
potential for side effects or failure, that are new to
the staff, or that are technically complex);

o patient-dependent procedures (methods whose
effectiveness relies on patient understanding and
compliance);

o previously-identified problems (often administrative:
waiting times, record-keeping, availability of
commodities> .

Among these aspects, t~ clinic manager and selected staff should
agree on a few [21 3~priorities for the first exercise in
monitoring. [do we need guidelines for setting priorities?] The
selection of aspects of clinic practice for monitoring will
continue throughout the COI process. Some aspects may be dropped
from regular monitoring as the staff takes action to solve the
problems, and new ones may be added.

Step 4: Define indicators for each aspect of care

Indicators are elements of an aspect of' care that can be measured



to see whether procedures and activities are meeting the
established standards. Taken together, indicators help you and
your staff know whether the activity, event, or process is
enhancing or impeding quality. They can address on clinical
procedures or administrative operations, but should always relate
clearly to one of the high-priority aspects of care.

Indicators are not in themselves measures of quality. Rather,
they serve as "markers" to alert you and your staff to situations
that need to be addressed if quality is to be improved. You can
monitor two kinds of indicators: sentinel events and rate-based
indicators. Sentinel events are serious, undesirable, and
avoidable practices or outcomes. In the case of IUD insertion,
sentinel events would include such indicators as improper
insertion, non-sterile technique, etc. They are so important
that they must be reviewed and correc~ed whenever they occur.
Rate-based indicators for IUD insertion might include
infections, requests for removal, expulsion, or pregnancy.

These indicators should be reviewed continuously but investigated
only if:

o the rates at which they occur show a significant trend
over time;

o the rates of their occurrence differ markedly from
rates of similar institutions;

o the rates of their occurrence exceed a pre-determined
threshold.

It i~ not always easy to establish the levels at which rate-based
indicators become warning signals. [Need some discussion here;
might use some examples to illustrate simple, common-sense
definitions of "significant trend," "marked difference," and
"pre-determined threshold." Perhaps a list of questions to help
clarify these.)

..

Step 5: Collect data

Once you and ,your st~ff have decided on the aspects of care that
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are most important in your clinic and the indicators that can
serve as "markers" of each, you and your staff will need to
collect data about each indicator, using a standard procedure and
forms. There are five questions to answer at this stage:

a. What data do we need?

It is tempting, when introducing a new monitoring process, to
want to know everything possible about the activities in the
clinic and to gather more data than can be used. It is important
to temper this enthusiasm by considering whether collecting any
piece of data is effi~1ent (worth the time, energy, and resources
needed to monitor it) and effective (giving real evidence of the
existence or absence of the indicator).

b. Where will we find the data we need?

There are three common sources of data for monito~ng: medic~l

records, client feedback, and direct observation.

o Medical records

If individual client records are filed in some systematic manner
(alphabetically, by an assigned number, or by date of visit),
they are easy to use.and can yield valuable information about
clinical procedures. The record of the physical examination or
of answers to questions asked by the provider (or blank spaces
where the answers shoulct be) can show whether the proper choice
of contraceptive method has been made [examples -- orals? any
others?]

o Client feedback

You can discover the opinions of your clients in several ways.
Many clinic managers obtain information through "exit interviews"
-- questionnaires that address pre-determined aspects of care,
administered by trained staff members. [Example of exit
interview]. If a large proportion of the clinic population can
read and write, written questionnaires can yield use'ful data. To
ensure a large number of responses, it is best to keep the
questionnaires brief.and simple, with "yes" or "no" answers, and



to have clients fill them out before leaving the clinic.

Another very useful mechanism for feedback is the "focus group."
Focus groups are ... [we need a good definition and example in the
context of rural clinics].

o Direct observation

This is probably the most common form of monitoring. The process
is most useful when it is guided by checklists, reflecting the
selected indicators and referred to by all staff members involved
in a given activity. [Need some samples: for medical,
administrative, and housekeeping procedures)

c. How will we collect the data?

This is one of the most critical parts of the process. If all
those who collect the data do not have a common understanding of
what they are looking for, they may get data that are
inconsistent and misleading. If the collection methods are
haphazard, the information will not be worth the time spent
gathering it. It is essential to develop simple, standardized
tools; train the collectors in their use; and check periodically
to be sure the collectors are using the tools correctly.

d. How often should we collect data about any given
indicator?

The size of the clinic and number of clients will have some
effect on how often to collect data. [Need more here, with
examples]

e. What should be the size of our sample?

It is not always easy to decide how many events to review to
learn whether or not there is a problem. To determine the number
of records to pull, interviews to hold, or observations to make,
you and your staff will want to review enough situations or
events to recognize persistent problems as opposed to occasional
lapses. [Here some si~le discussion of sampling techniques,
estimates of .'s of records or reports to review re: client



popula tion. ]

Step 6: Analyze data tc evaluate clinic services

It is at this point that many monitoring systems falter. In
order to provide quidance to your staff for improving quality,
the data should be made accessible: organized and presented in a
way that allows the staff to identify patterns, investigate
likely causes, and explore possible solutions. [Do we want a
discussion here on summarizing, analyzing, preparing reports?
It's i.n the Handbook.)

Using charts or graphs in reports is a powerful way to bring to
life the results of monitoring, to reveal ,the extent of positive
and negative practices throughout the clinic, and to demonstrate
im~rovements in practices over time. Simple graphic displays of
information can motivate your staff to maintain their involvement
in the cor process and can help advocate with higher-level
officials for needed resources. [graphic examples]

Step 7: Identify and prioritize problems and choose solutions

When you and your staff have discovered, analyzed, and understood
the information revealed through monitoring, you will be better
able to pinpoint problems -- areas where clinic practice differs
from the standards -- and agree on practical changes to solve
them. If the monitoring has revenled many problems in one area,
you will want to set priorities and select [one? two?] problem[s]
to work on, avoiding the frustration of taking on too many·
changes at one time.

There are many criteria you and your staff may apply in
prioritizing the problems to be solved. At the start of your cor
initiative, it will be helpful to concentrate on a problem that
appears relatively easy to solve. This will give you and your
staff a chance to practice problem solving, action planning,
implementation, and assessment with a minimum of frustration in
an atmosphere of optimism and with a great chance of early
success. Later, when the process is ingrained and the staff have
sharpened their cor skills, you and they can take on the problems
that affect the most clients or staff and are most disruptive to



the delivery of quality services.

Onc8 a problem has been chosen for correction, it is often
tempting to quickly pick the most obvious solution that comes to
mind, only to realize later that the chosen solution does not
address the real causes of the problem; that the proposed changes
cannot be implemented with the available resources within the
normal clinic routine; or that there were other potential
solutions that have been overlooked. To choose the best and most
realistic solutions to each identified problem, you can engage
the staff in a simple problem-solving process [do we want to do a
quick run-thru of the process? perhaps in a box?] .

Step 8: Plan the actions needed to solve the problem

For each solution, you and your staff will need to develop an
action plan naming the problem and the proposed changes that will
solve it, and specifying what actions are to be taken, who has
primary responsibility for each action, when it should be begun
and completed, and how it will be monitored. Each action plan
should be integrated with clinic workplans and schedules, to be
certain that it is realistic in view of the other obligations of
the staff. Only then are you ready to implement and monitor the
plan.

Step 9: Carry out and monitor the plan

There are many ways to monitor the extent to which the actions
taken adhere to the plan. Two of the simplest and most practical
are direct observation and interim reviews.

Direct observation is perhaps the most common way of monitoring
the plan. Informal observation is already ingrained in most
clinics: managers often walk through the clinic to see what is
going on, and service providers take mental notes of their own
and other perople's performance. You and your staff can enhance
this informal procss by drawing up checklists that reflect the
activities in the action plan and using these checklists at
regular intervals.

Interim reviews are measurements or observations of indicators



that are seen as stages in the solution of the problem. Interim
indicators can be set by dividing the total time period into
segments and measuring results at the end of each segment, or by
identifying key events and observing whether or not they occur by
an agreed-upon date.

It is reasonable to expect that monitoring will reveal changes
during implementation: dates may slip, different staff members
may become involved, intervening events may suggest adding or
removing an activity. These changes should be communicated and
agreed to by the staff and written into the plan, so that it
always reflects reality and provides an accurate record of the
implementation process.

Step 9: Assess the effectiveness of actions

Monitoring the plan will show whether the actions agreed to are
taking place as intended, but it will not show whether they are
having the desired impact: bringing clinic practice up to the
agreed-upon standards and solving the problem. To determine the
impact of the new actions, you will want to return to the
indicators (Step 4) that alerted you and your staff to the
problem in the first place. The same process of data collection
and analysis (Step 5) will show whether the frequency of
unacceptable practices or outcomes has changed in the desired
direction and to the extent anticipated.

If the level of performance has improved, you and your staff will
want to decide whether to work towards further improvements in
the same area, or to move on to a new area and new problem.
Whichever way you decide, it is important to continue monitoring
this area to ensure that the improvements are maintained over
time.

If the level of performance has ~ improved, there is no reason
to be discouraged and abandon CQI. You can remind your staff
that CQI is not a computer program or a scientific formula. It
is a skill that harnesses the combined contributions of the
entire team, and, like all skills, it must be built through
experimentation and practice. The inability to reach a goal the
first time provides an opportunity to re-analyze the defined



problem, causes, and solutions (Step 7) and to develop a new
action plan accordingly (Step 8), incorporating the experience of
the first effort.

CQl and staff creativity

Some managers have found that a new emphasis on standard-setting
and monitoring can increase tension and rigidity in some staff
members. It is important to encourage flexibility within the cor
process. Individual ideas and work styles can enrich the process
and enhance the likelihood of success. In the final analysis,
cor depends on the involvement of the staff in sifting through a
variety of problems, causes, and potential solutions to find and
carry out creative changes.



Suggested boxes and side discussions

o Checklists: standards/protocols for selected clinical
and administrative procedures; for elements of the cor
process itself (see Wolffie's suggestions)

o Bruce's 6 elements of quality of care linked to cor as
standards (Vernon)

o cor across the organization: how support from the top
can help clinic-level cor happen; how to get this
support; how senior manager becomes facilitator and
trainer vis-a-vis clinic manager and staff; longer time
required for implementation tha~ at clinic level;
potential for changes in organizational structure,
reward system, etc

o Problem-solv~~; steps and mechanisms

o Country studies from Guatemala and Mexico (Nancy)

o Techniques for taam-buildirig
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COMMENTS TO TQM MSH DRAFT PAPER
(Ricardo Vernon and Pedro M. Acosta)

Introduction: Ishikawa defines TQM as "developing, designing,
producing and service a quality product (or service) which is most
economical, most useful and always satisfactory for the consumer."
TQm embodies the idea of a) satisfying the consumer b) having
quality as your first priority c) working with your fellow
employees to improve processes and prevent occurance of problems,
d) using facts and data to make decisions, e) full participation of
management and respect for the abilities of employees (see
Ishikawa, What is total quality control? Prentice Hall. Also,
Walton, Mary: The Deming Management Method, Dodd, Mead and Co, Inc.
she explains Deming in a simple way.

1. Page 1, last paragraph. Data is collected about processes, not
about people. In fact, one of the main ideas underlying TQM is that
workers are not responsible for the results, the system set by
management is. Thus, you collect data about processes.

Page 2. What it takes to carry out these activities is teamwork. In
CQI, the employees meet regularly and work togetaer to identify
problems and solve them in order to improve their organization and
the services it provides. For this reason, TQM requires training of
all the employees in basic problem solving and data analysis
techniques. Furthermore, TQM requires managers who are sincerely
cornrnited to improving quality and to implementing the changes
proposed by employees in order to improve working conditions and
services. (I'm not sure that setting standards should be mentioned
at this point. Further, by no means you should demand of top
managers-leaders to work as trainers. What you should demand is
that they show their commitment to quality, that they communicate
the importance of quality as the top most goal, that they devote
resources to implement the system, that they implement the
solutions generated, etc. In conclusion, that they lead the
implementation process. Further, '(3d paragraph) several would
disagree that you can implement TQM in a department of an
organization. TQM needs by definition to be an all-encompasing
system, even though you may start working in a few facilities)

2. pps. 2-3, TQM vs supervision: this section should be
eliminated. I think a better question is what is similar between
CQl and supervision? not much, really. It only confuses the issues.
If you want to compare TQM, the reference point would be
traditional management, where managers think out solutions and
direct their employees efforts towards complying their orders to
achieve a result, vs TQM, where employees study the processes they
work in, they think their own solution to problems and they
implement the solutions to improve their work. rhus, TQM is more
participatory in nature.

1



Further, CQI does not primarily focus on clinic output. It
focuses on process producing services to meet the requirement of
clients. By working on the process 'you increase output and produce
greater quality by reducing waste, re-work, mistakes, etc.

3. page 3, steps: the first step is planning. The second step is
training. Training of managers and workers is essential. Planning
involves identifying organizational values that need to be changed,
define the role of h,a.;4agement, thinking who will conduct which
activities, what will be expected of groups, how much time will be
devoted to these activities, etc.

4. PP 4, step 1. Management needs to assume the responsibility
for the COI process. That cannot be delegated. The top manager can
delegate coordination, training, development of materials and
planning activities to one person. "The most effective managers ... "
It is always a good idea to set-up a team to plan and overview the
process. ,That way, you involve people from the beginning. This same
team can be in charge of implementing di(terent subsystems or work
as facilitators (leaders) in quality improvement teams. In case a
person is designed as the leader, it is of the utmost importance
that he gets the full support of the director, and that he keeps
informed all top officials of the development of the TQM system.

Perhaps a better approach is to say that the manager is
ultimately responsible in supervising that the system is
implemented. The system requires training of all employees, forming
groups and have the groups work in improving processes to better
meet the requirement of consumers. To have groups function well,
the manager should seek to prepare some employees as experts in
problem identification and measurement techniques. In very large
organizations these may be a full time employee, but this is not
necessary. Ultimately, the manager must see that proposed
improvements are implemented.

5. pp4, set standards: the paper here seems to assume a quality
assurance viewpoint rather than a TQM approach, since you seem to
be discussing standard of final results (unless I misunderstood the
section) .

In TQM, the first step is to formalize the most important
processes and set standards for critical checkpoints. Formalizing
a process essentially means charting the flow of activities and for
each step asking what are the requirements needed so that the
activity can be carried out and what are the desired outcomes of
that activity. In TQM, what you control are the requirements of the
process so that the final standard of the service or product is
met. The standard is defined partly be the professional community
in the case of clinic services, but also and most often in terms of
client satisfaction. Bringing a process under control means meeting
the requirements in all process steps. The first order of business
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is to bring the process under control to meet a given standard. If
you are not meeting the desired standard you have the alternatives
of lowering your standard, modyifying your process requirements in
order to meet it or changing all together your process. If the
standard is being met, you may work on how to achieve a better
result in terms of cost or any other quality attribute by modifying
the process. Obviously, most organizations start by focusing in the
most "problematic" proces~es to begin their work.

Usually, when TQM begins, very few processes are formalized
and few standards are explicit. Thus, the first step is doing a
flow chart, try to determine what is being done and what standards
are being achieved.

Thus, this step should be study your process and determine
which factors must be controled in achieve a consistent result.
Then you ask yourself if this result (the given standard) meets the
requirements of your clients (accepted or desired standard). If
not, you work on the process to improve it .

..
6. pp S. Identify aspects of care to be monitored: this is almost
identical to the previous step. You effectively select your main
headaches and start working on the process or processes in which
that problem is located. First you observe the process and
determine its flow. Then you measure critical points. Then you
think a solution and test it, and see if you are consistently
achieving better results (1. e., meeting higher standards). I
suggest you eliminate this step.

Step 4: Indicators: You seem to call "sentinel indicators" what we
have been referring to as "requirements". We think that it is
important that you make clear that you need to establish the
requirements of process steps and you measure compliance with the
requirements. Non-compliance is a call for corrective action, i.e,
a warning signa~. We think these "indicators~ should be discussed
above. These requirements are usually set by the organization
itself. These requirements are validated by the standard achieved
by the process.

"Rate-based indicators" are what we call "standards" that need
to be met. Once a standard of care is selected, you again measure
compliance or non-compliance. You are supposed to monitor
compliance with your standard as well as the acceptability of that
standard.

Your discussion of Rate based and sentinel indicatbrs
reaffirms your quality assurance view point. These indicators are
very important,to identify problems. The question in TQM is how to
prevent this occurrances. In your examples, one may ask what may
lead to, say, such a rate of IUD expulsions. If under study one
finds that it is improper insertion techniques, then one may have
questions about the process leading to that improper technique. Is

3
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training inadequate? are certification procedures inadequate? etc.
The thing would be to study the process leading to that result and
modify the process so that those events will not occur again. If
certification is the problem, new requirements are set, if a
particular training module is not performing, new requirements are
set. Prevention is the basis of TQM problem solving.

Your statements of when to review and investigate rates are
valid only once processes are under control.

Step 5: Collect data: this section is typical quality assurance.
The section is correct, but maybe you should shorten the section to
keep the document simple. Other comments on 5:

Sb.: also, the service statistics system, but very frequently, the
data needs to be collected especifically for the quality
improvement team's project.

c: usually, the same staff collects.. the data. That is, among
other reasons, why initial training of all the personnel is
essential.

d, e: You need to collect data until you are able to decide
whether your process is under control or not, or until you are able
to observe if your intervention was successful in improving a given
outcome. I guess this is rather a technical issue heavily dependent
on what you are measuring. Your current statement is true, but not
very informative. This is a technical issue. Again, we suggest you
shorten the section. As it is, you get involved in technical· issues
without addressing them properly.

Step 6: again, training is essential and most employees should have
a basic understanding of simple statistical techniques. Since they
usually collect the data themselves and discuss the results with
fellow employees, it is not so difficult to motivate them. Usually,
in large organizations, there is one or more experts that serves as
a provider of technical assistance to groups and th~t helps them to
select indicators, develop measuring instruments, and conduct the
analys;i.s.

Step 9. Suggest you change this. You monitor the plan with the same
indicators discussed above, including the same indicators that you
used in the first place to determine the problem. An instrument to
monitor compliance with requirements may include checklists, but we

. would not advise using "informal observation" except in very
particular cases. The indicators used should give information about
properties of critical process steps.

STEP 10 (listed as nine also. there are two step 9s): Discuss your
two steps 9 together. You monitor simultaneously compliance with
requirements and outcomes. This step with an intrOduction on
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monitoring compliance should be enough. The problem is you seem to
think of indicators only as outcome measures. That is incorrect.
You select indicators that provide data of different steps in the
process leading to the given outcome. As mentioned earlier, when
you formalize a process, you select requirements and outcomes for
the different steps.

It is correct to advise selecting simple problems at the
beginning. Also, through all the paper you talk about COl, but you
devote a small paragraph to repeating the improveroent process. I
wonder how this can be emphasized. Perhaps in page 2, the four
steps you can add a fifth "do it allover again" or repeating the
process.

Your discussion in page 11 can underline the importance of
persistance. Ask any consultant and (unless he is trying to sell
you his services) he is likely to tell you that establishing TOM is
not easy. It takes time, it takes effort and commitment from
people, especially top managers. Furthermore, results are observed
only in the long term, after several small improvements begin to be
making a real difference. Thus, unless you persist in the effort,
you will not see results.

FURTHER COMMENTS:

My main concern with the paper is that the basic idea that TQM
is working on processes to achieve better results is not very
clear. As it is, it gives somewhat the impression that your concern
is rather quality assurance, which is a useful approach but
different from TOM. Perhaps that will be solved by means of
examples.
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MEXFAM: ESTABLISHING A C6NTINOUS QUALITY IMPROVEMENT PROCESS

In April, 1991, MEXFAM began to use a CQI approach to improve
the quality of its family planning services in its headquarters and
in six logistic regions, the administrative and geographic areas in
which MEXFAM is organized.

The first year of this process was devoted to sensitizing
MEXFAM personnel to the basic principals of CQl (a focus on the
satisfaction of internal and external clients, the participation of
everyone, prevention, and the institutionalization of the idea of
continuous improvement), pr~~aring training materials and training
the personnel in basic CQI diagnostic and measurement techniques.

The initial sensitizing stage consisted of the participation
of MEXFAM's Executive Director and the Chief of Evaluation in a
one-week course organized by Crosby Associates for managers.
Following this training, the Lxecutive Director and top management
began to incorporate br~ef messages about the importance of quality
improvement in general ataff meetings and in occasional articles in
MEXFAM's bulletins. DUl-lng this stage,. top managers also visited
other organizations that had implemented CQI processes and
conducted interviews with several consultants in CQI for a better
understanding of how to implement the CQI approach. These visits
were critical in establishing a network of technical resources and
in obtaining training materials that could be adapted for MEXFAM's
purposes at a later stage.

In prepartion for the implementation stage, MEXFAM's Chief of
Evaluation attended a six-month course on Total Quality in the
Instituto Tecnologico de Estudios Superio.:es de Monterrey. In
addition, the Chief of Evaluation and seven department heads and
regional logistical coordinators who later became members of
MEXFAM's CQr Support Team received a one week training course on
the basic principles of CQI as well as training in process analysis
and measurement. The CQI Support Team became responsible for
establishing the CQI system, providing technical assistance to
Quality Improvement Teams, developing training materials and
proposing strategies for improvement.

The training materials developed consisted of a set of
overh~~ds that presented the main features of the project, a manual
on team work, and a manual on CQI implementation in MEXFAM.

At the same time that materials were being developed, and the
model for implementation of CQI .in MEXFAM was being conceptualized,
Q~ality Improvement Teams (QITs) began to be formed in different
work areas and Departments. Unfortunately, the formation of QITs
at this time turned out to be premature. Meetings were held in the
logistical regions, sometimes without the presence of a member of
of the CQI Support Team. The QIT members and the Support Team
members were unsure about their role in these meetings. Most of
the meetings were devoted to discussions on how to organize the
group activities. Thus, each group started to work according to its

l



own understanding of cQr implementation, the information received
by the members of the different QlTs was different. As a result,
some QlTs began by analyzing problems, some QlTs began by analyzing
processes, and others simply used their meetings to talk about
their work in a very general sense. After several months of
working in this fashion, the CQI Support Team and the Regional
Coordinators realized that very little was being accomplished
because of a need for a conceptual model, standardized training for
all MEXFAM employees, and clarification of roles and
responsibilities at the level of the QITs as well as at the level
of senior managment.

By the beginning of 1992, almost· a year after the beginning of
the project, MEXFAM decided to reintroduce the CQI process. With
the help of an outside consultant, a model for the implementation
of COl in MEXFAM was developed (See Figure 1). In this model, the
role of senior management was made more explicit by the creation of
of a Senior Management Team. This Management Team is composed of
the Executive Director, the Subdirectors, and the Unit Chiefs. It
is responsible for providing leadership, support and recognition in
the process of implementation of cQr in MEXFAM. The model also
clarified the different stages through wh~ch each orT needed to
pass in order to successfully begin to improve their work.

As an outgrowth of the conceptual model, the COl SUPP0.rt Team
standardized their training approach as well. It was decided that
each QIT would receive ten one-hour or three three-hour sessions of
group integration, definition of mission, and training in problem
identification and process analysis. QlTs w~re given clear
instructions to select the most important processes with which they
worked.

As currently defined by the CQI Support Team, the
identification and analysis of processes involves charting the flow
of the activities which define the process, identifying the'
necessary conditions for the implemention of each activity, and the
desired outcome of each activity. Then, for each process,
providers and clients are identified as well as the inputs and
outputs or outcomes with quality specifications and possible ways
to improve the process. Figure 2 presents an example of an inital
visit to a community health post. .

Once the analysis of the process is complete with the desired
results and the conditions necessary to achieve them identified, a
simple baseline measurement of the actual situation should be
conducted. This measurement can be as simple as a textual.
description or as complicated as a small survey of client
satisfaction. In either case, sufficent information for
determining t.he impact of .he improvement activities must be
collected.

The improvement activities begin once the initial assessment
or measurement is complete. Where the factors necessary for the
successful completion of a particular activity do not exist, they



must be put in place.

Again, there must be a measurement of the prevailing
situation. If there has been no improvement, the factors necessary
for the achievement of specific activities may need to be
reexamined, or further improved. Even if there has been
improvement, the group may decided to try and further improve on
desired outcomes.

As of August, 1992, there are 130 MEXFAM staff participating
in 20 QITs with an average number of seven members each. Among the
twenty teams are included the Senior Management Team, five
interfunctional teams. All of the teams have completed the
integration stage, 17 have a clearly defined mission, and have
received training in the identification, analysis and formalization
of their principal processes. 11 have diagrammed their most
important processes and five have already begun measuring results.

Figure 3 presents an example of·improvements obtained by the
QIT of the Systems Department. This team identified as a necessary
factor for the completion of their work, the need to spend less
time troubleshooting software needs and more time upgrading
importan MIS systems. However, the staff found that it was
spending nearly 75% of its time resolving printer interface and
hardware/software compatibility problems on an ad hoc basis and
consequently could devote only one-fourth of their time to the
development and improvement of systems. As a first step, they
analyzed the training process of software users. The needs of
software users were reviewed and the necessary factors for meeting
those needs identified. They then tested a training program of two
weekly hours for six weeks in an attempt to improve the necessary
conditions, but no change in the proportion of time devoted to ad
hoc technical. support was observed. Since absenteeism had been a
problem, a new training strategy was devised. Depending on the
software application, a one-week 10 to 20 hour training program was
established. In addition, the training was provided to members of
a given working area instead of heterogeneous groups with members
of different areas who did not share common needs. Figure 3 shows
that after this strategy was implemented, the proportion of time
devoted to attending technical assistance requests decreased to
under 50%, with a concomitant ,increase in the time devoted to
systems development and other technical activities. Before this
project was conducted, the systems area· had developed in the
previous year two new systems. In the three months elapsed after
the beginning of this project conducted by the systems QIT, three
new systems have been developed and three critical systems have
been improved. Meanwhile, the systems personnel continue studying
ways to further decrease the requests for technical assistance
requests.
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MEXFAM IMPLEMENTATION PLAN FOR TOM

Stage 1: Preparation
Commitment of top leadership
Formation of "Support Group"
Production of training materials

Stage 2: Initiation of Activities

Formation of quality circles
Training on identification and analysis of processes

Stage 3: Consolidation

Measurement and control of processes

Proposed improvements in processes

Stage 4: Expansion

Formation of quality circles in all Logistic Centers
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Factores a
controlar
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esperados
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Fig. 1. Ejemp: de una carta utilizada para formaiizar procesos..



ACTIVIDADES SEMANALES DEL PERSONAL DEL DEPARTAMENTO
DE SISTEMAS ANTES DE LA CAPACITACION A LOS USUARIOS
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Fig. 3. Ejemplo de graficaci6n antes y despues de aplicar una propuesta de mejora



Appendix 9

Description of Ministry of Health, Guatemala TQM Project



WORKING SOLUTIONS:
The Ministry of Health, Guatemala

Background:

Guatemala is a country ot approximately nine million
inhabitants with a growth rate of 3.2'. It is one of the least
urbanized countries in Central America with only 31' of the,
popUlation residing in localities greater than 2,SOO inhabitants.

The contraceptive prevalence rate in Guatemala i. one of the
lowe.t in Latin America, with only 23' of MWRA u.ing a
contraceptive method, as compared to an average of 54' for all of
Latin America and 39' for Central America •.

The MOH

In spite of the fact that the Ministry of Health has a
physical infrastructure which inclUdes '29 general hospitals, 218
health centers with at least one physician and one or more nurses,
and 667 health posts attended by auxiliary nurse., it has only
recently begun to emphasize its family planning proqram. In 1986
a Family Planning unit ~as created and family planning has bequn to
be accepted as a health service nece••ary for the improvement of
maternal and child health.

The Family Planning Unit (FPO) is responsible for supervising
the delivery of fuily planning servic•• in hospitals, health
centers, and health posts of the KOH, as well as tor the training
of service personnel and volunteers. During 1990, the nine FPU
supervi.ors actually managed to complete 88.S' of their programmed
visits ot two per year, to each health unit (hospital, health
center and health poet) in the country. In addition, the ruily
Planning Unit orqanized 381 training courses and workshops for MOH
employees and volunteers •

. In 'the supervision of the .ervice delivery sites, due to their
heavy work load and the fact that service delivery sites are
disperse, in hard to reach, rural areas, the supervisors are able
to spend only two to three hours at each unit visited. The
supervisor .ust: a) review registration forms of family planning
clients to calculate nWDbers of new and active u.ers, b) establish
personnel qoals to be achieved during the next six months; and c)
check on storage and. supply ot contraceptives and other program
material.. Although the supervisors try to review other kinds of
problems and potential solutions, given the short: time available
and quantity of adaini.trative tasks they have to complete it is
often difficult to actually do so.



Use ot Selt Evaluation Forms tor continuous Quality Improvement

In order to tree up supervisor time trom administrative and
logistic tasks to address other s.~ice delivery concerns the MOH,
with technical assistance trom INOPAL II, is testing a CQI
approach. Selt-.valuation torms or checklists organized around
Bruce's Quality ot Care Fram.work have been designed to assist
••rvice providers in identity!,ng program weakne•• or problems.
(SEE ATTACHED). A .ample ot six ot the twenty tour Health Areas in .
Guatemala have been .elected tor the initial te.t ot the strat.gy
with two Districts within each ot the .ix Health Areas t ••ting the
us. ot the ••It-a••••am.nt torm. and on. District serving as the
control group. (A District can contain anywhere trom 7-15 h.alth
unit. tor a total ot nearly 1000 unit. in the tinal sample) •

•
In February ot 1992 allot the UPF supervi.or. were train.d in

the concept ot quality ot care and in the application ot the .elt­
evaluation torms. aetween April and June ot this year they began
meeting with health ar.a and district per.onnel. During th•••
m••tings the participants ass••s.d the quality ot care in their own
service delivery .ite., identitied and prioritized their most
important probl.ms, and have elaborated tim.lin.. and d.signat.d
statt member. to implement 'the propo.ed solutions. PREDOMINANT
PROBLEMS IDENTIFIED/ PRLIMINARY RESOLTS TO BE PROVIDED BY RICARDO
FOLLOWING HIS TRIP TO GOAT! IN AOGUST.

In the experimental and control group. progre•• will continue
to be monitored during the regular semi-annual supervision visit•.
and/or me.ting.. Ultimat.ly, the ettectivene•• ot the CQI approach
will be mea.ured both quantitatively and qualitatively. The most
frequ.ntly .ncountered probl.ms and the most important will be
id.ntitied, and the most ettective solution., as will as the impact
ot the improvements in service d.livery in term. ot co.t­
ettectivene••, number ot us.rs and CYP., client and worker
sati.taction, ,and quality ot care condi~ion. at the s.rvice
delivery outlets.'
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MPathfinder
_._INTBRN ATIONAL
Latin America Regional Offlce

Xlmilp. No. , Ciq. Conpeto, Tlalpan

M~oM'lf.oP' P.
573-64·37

fill --..,

Dr. Sara Seims Ph.D.
Director
Population Program
Management Sciences for Health
400 Centre St.
Newton, MA 021S8

Dear Sara,

Mexico, June 25, 1992

It was a pleasure to talk to you and your staff during my recent visit to Boston. This is
to follow up some of our discussions of 1une 11.

a) Collaboration of MSH-FPMD & PATHFINDER in selected countries: At this point I would
like to confirm our interest in pursuing a joint effort to develop a needs assessment of public
sector service providers in Mexico, Bolivia and Brazil (peru might be the fourth case pending
the development of the SDES program in that country). As mentioned during our conversation,
PATHFINDER will provide technical assistance in institutional building to nine key institutions
in the region, of these S are public sector institutions: IMSS and SSA in Mexico, MOH in Peru,
Caja Nacional de Salud (CNS) in Bolivia and the State Health Secretariat in Bahia, Brazil.
I discussed our possible collaboration with Deirdre Stratchan at Headquarters and she supported
the idea. Each institution has of course very different requirements; the mexican public
institutions are quite sophisticated and we need to focus at the state level on the link between the
clinical services and the rural outreach program to improve supervision and referrals for thc(
expansion of clinical services and long lasting methods among populations with low
contraceptive prevalence. As you may know, we are now in the process of drafting the general
program document for the next S to 6 years. The next step will be developing service delivery
expansion sub-projects with IMSS and SSA. At that point we will define what is required in
terms of needs assessment of the management of the family planning program and will contact
you to pursue Ktivities. Ms. Esperanza Delgado, our Mexico rep. is the key person for this
program.

In Bolivia, you are aIready working with the CNS through Sandy Wilcox and our plans
for this fiscal year call for expanded support to this Institution. We are also in the process of
hiring a resident advisor for Bolivia. I suggest Sandy gets in contact with Dr. Alfredo Guzman,
our Latin America South rep. in Lima to coordinate our joint effort. n.e eNS needs support
in almost every area, specially in logistics and planning.

In Brazil, we will concentrate our efforts in the municipal clinics of the Northeast,



specifically in the State of Bahia. Performance among these clinics, specially regarding the
provision of IUDs is very uneven. We would like to determine the factors behind success of
the few and poor performance of the many so that solid institutional building programs can be
developed. Our Brazil rep. Dr. Jose de Codes should be corltacted to work together in this
endeavor.

Finally in Peru, when SDES gets started, PATHFINDER has proposed a service delivery
strategy focused on 22 of the largest public hospitals throughout the country and based in
delivering family planning services to post-partum and post-abortion patients. We would be
interested in a needs assessment of the FP program in these public hospitals geared to increase
sustainability and improved coverage and quality. Dr Guzman is also responsible for this
proiram.

I expect that during this fiscal year our joint efforts should concentrate in needs
assessments of the service delivery systems of these public health institutions that could then be
followed with specific interventions to improve performance and sustainabilil:y. As discussed
we might consider covering your travel costs wherever necessary and FPMD cpuld provide staff
time for the needs assessments. Please follow up these ideas with Deirdre aJild myself so that
we can later on contact the AID missions for their approval. We are please<ll and enthusiastic
with the possibility of joining efforts to advance family planning in the public institutions of
these countries.

b) Private Funds for Documenting and Disseminating the Abortion Problem in Mexico: We will
be expecting your news about fund availability to conduct a study of the socio-demographic
profile of patients and costs of incomplete abortion treatment in the Gca Gonzalez hospital in
Mexico city. A copy of the proposal was left with you during my visit. I have spoken with K.
Tolbert from the Pop. Council and she is also eager to collaborate but has flO funds available
at this moment. However she will include this proposal in her request for funding from private
donors during OCtober in N.Y.

c) Translation & Adaptation of FPMD manual; I have just received a fax froOl Christine Fowlet
following up our conversation with Ianice Miller and other members of your staff. I will
respond to it by early next week and she will keep you informed.

This is all I can think: of at this point, please keep in touch and SAl'nd my regards to
Neney. I will be waiting for your thoughts on these issues.

~
0dSC

·7C::::::::::
"los AramburU

Regional Vicepresident for L.A.

ce. D. Stractchan, C. Fowler, E. Delgado, A. Guzman, 1. de Codes
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M.n.sement Sciences for H••lth
400 Centre Str..t
Newton, MA 02158. U.S.A.

Cllrlo. AramJourd
Regional Vic. President
Pathtind.r International
Latin America Ragional ottice
ximilpa No.5, Esq. Congr••o
Tlalpan
M6xico 14000, D.F.
MEXICO

Auqu.t 24, 1992

Dear Carloe,

Thank you tor taking the time to' meet with me during my recent
vi.it to M6xico. I am writing to contirm my under.tanding of our
di.cu.sion., and to .,nd you some ot the material. which I promised
you.

I under.tand that there are ditf.rent timeline. and different
political con.ideration. in each of the tour countries (M6xico,
Bolivia, Brazil, and Peru) in which we would collaborate. However,
I think that your idea of building in FPMD participation into the
country and in.titution-level proposal. i. an excellent one. In
this way, FPMD's travel and p.rdi.m c~.ts will be covered under the
Pathfinder country propo.als, and, as we di.cu••ed, FPMD will
provide either 'PHD .tatt or con.ultant time tor the tim. period
propo.ed tor each activity.

In .WlUlary, in the ca.e of Mexico, I will .xpect a copy of
Pathfinder'. r.port on its r.cent .ite visit. to Putllic Sector
In.titution., along with the proposecl project activities
r.f.r.ncing ,PMD'. participation, in the next two or thr•• weeks.

Similarly, with re.pect to Brazil, I will look torward to
r.ceiving a copy of ths proposal to be dev.loped by Pathfinder for
activities with Stat. at Bahia's Ministry ot H.alth .ometime in
Octob.r.

In the ca.e of Bolivia, I am enclo.inq the background materials
which you requeoted. These include FPMD's He_d. A•••••m.nt at the
national level and the Manage••nt Oevelopment Plan (MOP) for the
Caja. I have alao included a copy ot Manu.l Olave's mo.t recent
report on hi. work with the Caja. As I mentioned to you, the MOP
i ••o.ewhat .en.itiv., and we are sharing it with you in the
intere.t. of our collaboration. Please mention to Alfredo and to
Dr. Ariftel that it i. a contidential document.

Phonel617·527·9101 ,u: 617·965·2201 Telex: 4990154 MSHUI
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Due to the tact that both Path!' inder and FPMD have resident
advisors in Bolivia, and buy-in support, our collaborative work
should be able to begin fairly quickly there. I agree with your
ob.ervation. however, that it would be a good idea tor Pathfinder
and FPMD's regional representatives to coordinate a visit in
Bolivia with our respective resident advisors. We would be happy
to time a visit to coincid. with the trip you are planning to take
in January of 1993.

In the meantime, we will ale~t San~y Wilcox, our resident advisor,
that Alfredo Guzman will be visitinq Bolivia in the next two weeks,
and that toqether with Dr. Ari~ez, they shoUld discuss
collaboration in our technical assistance efforts with thw Caja
Nacion~l.

Finally, we can only hope that by the beqinning of 1993, there will
be some possibility of our working with the PUblic Sector in Peru.

Again, I would like to thank you tor considering FPMD in your
regional institutional strengthening effort. I am certain that our
relationship will be quiea fruitful.

Sincerely,

-:?tta~m""i:y--Mu-r-ra-y-~
Regional Proqram Analyst, LAC

cc: Dick Sturgis, Director, FPMD
Marc Mitchell, Deputy Director, FPMD
Peg Hume, Deputy Director, FPMD
Melanie Power., Contract Officer, FPMD
Susan Rosa, R'D/POP/IT .
Sandra Wilcox, Bolivia Resident Advisor, FPMD

.'


