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THE ROLE OF THE PROVIDER IN 
FAMILY PLANNING/REPRODUCTIVE HEALTH SERVICES MARKETING 

Executive Summary and Lessons Learned 

SOMARC's approach to private sector family plannmg/reproductive health services 
marketmg focuses on encouraging health providers to offer a wide range of family 
planning and reproductive health services in their private practices, thereby expandmg 
their client base and Increasing their service volume Among commercial providers, 
SOMARC technical assistance focuses on promotmg family p l m g  services In the 
NGO sector, SOMARC techca l  assistance focuses on encouragmg farnily planmg 
associations to promote other reproductive and/or ch~ld health servlces 

This paper describes lessons learned from independent commercial health care 
providers in Istanbul, Turkey, a health maintenance orga~llzation m Salvador, Brazil, 
and an NGO family p l m n g  association ~n Lma, Peru Despite differences m country 
and services settmgs, the lessons learned are remarkably consistent with one another, 
and can be summarized in three mam points 

Lesson Learned #1 Tra&tlonal advertlsmg-based outreach promot~on has httle 
b e c t  lmpact on chent volume, referrals, or types of semces provlded 

Lesson Learned #2 Increasmg chent mterest m or awareness of the avsulabhty of 
famdy planmug services, mthout changmg provlder behavlor, does not necessdy 
translate Into mcreasmg famdy planrung semces dehvery 

Lesson Learned #3 Changmg provlder behavlor by applymg exphclt, 
standardized screemg tools or focused mreach promotron can Increase semce 
volume 

Providers are typically seen as a target for technical tralxmg, malnly for the purpose of 
quality assurance SOMARC experience shows that providers also need to be 
appreciated as a critical element in a marketing mlx to attract and hold clients, and to 
mcrease those clients' ut~lization of available services Services marketmg is an 
effective and viable way to increase commercial and not-for-profit mvolvement m 
family planrung and reproductive health To reap the benefits of this approach, 
providers and their staffs need assistance in changmg their own behavior to become 
more proactlve with their clients 



INTRODUCTION 

In recent years the mandate for contraceptive social marketing has expanded from supply methods 
(hormonal and barrier) to longer-lasting methods which require tramed cllnlcians for their application 
At the same tune, family planning associations have taken steps to expand their service base beyond 
contraception, to meet the post-Cairo mandate for a broader reproductive health emphasis and to 
unprove their prospects for financial susta~nabil~ty In response to these needs, SOMARC 111 has 
developed a "serv~ces marketing" initiative to work w~th  commercial health providers m the area of 
famdy p l a m g  and with family plannmg non-governmental orgamations (NGOs) m the area of 
financial sustalnability 

SOMARC7s approach to private sector farnily plannmg/reproductive health services marketmg focuses 
on encouragmg health providers (physicians, nurses, midwives, etc ) to offer a wide range of famlly 
p l a m g  and reproductive health services in their private practices, thereby expandmg their client base 
and increasmg their service volume Among commercial providers, services marketmg usually focuses 
on promotmg family plannlng services in obstetrics/gynecology, family medicine, and general practice 
In the NGO sector, services marketing usually focuses on encouragmg farmly plannmg associations to 
promote other reproduct~ve and/or child health services 

Initial approaches to services marketing focused on quallty assurance, traimg cllnlcians m advances m 
contraceptive technology for old methods (orals, lnjectables), in new methods (unplants), and/or new 
techmques (mmilaparotomy under local anesthesia, no-scalpel vasectomy, Immediate postpartum and 
post-abortion IUD msertion) These efforts were needed to guarantee that clients could receive 
appropriate, high quality services from participating providers However, while quality assurance is 
necessan, to guarantee readmess to offer services that will protect clients' health, it is not sufficient to 
ensure that services will actually be delivered Effectzve sewrces marketzng requrres that we go 
beyond quabty assurance Increasing services delivery requires changzng the behavzor of both clients 
and prov~ders - clients so that they demand the services, and providers so that they proactively promote 
the services among thelr clientele In addition to changing provider and client behav~ors, greater 
emphasis on communication approaches other than mass media are required 

The purpose of promotion IS to make clients aware that services are available, to make them znterested 
in receivmg the services, and to make them seek out and actually obtain the services they want 
Services marketing targets both potential clients - people who are not yet usmg the facility for any 
services - as well as current clients who are uslng the facillty for other reasons When the purpose of 
client promotion is to bring new cllents into the practice, we call it outreach Services marketmg has 
experunented with a number of outreach promotion techniques, mcludrng mass media advertismg, 
postmg posters and pamphlets, and d~stribution of discount coupons 

Marketmg to clients through mass media advertising has proven successful m promotmg farnily 
planning products, such as brands of oral contraceptives and condoms Mass media has also been used 
effectively to promote selected family planning services, such as vasectomy (see Foreit et a1 , 1989) 
However, these methods can be considered "n~che" services, attractmg a very specific group of 
potential chents, and at the tune the advertising campaigns were held, there were few if any competmg 
providers in the market Therefore, it remains to be seen if traditional outreach can attract new clients 
to services for which there are many competing outlets 

At the same tune, the provider's existing clientele is an excellent pool from which to draw demand for 
new services "Inreach" techniques are designed to promote the new services to clients arrivmg for 
other reasons Services marketing typically includes promotion alrned at these clients through passive 



media such as posters and pamphlets ins~de the facility Equally if not more nnportant is t r a m g  
providers and their staff to proactively screen their clients for other FPIRH needs Physicians often 
overestimate the extent to which they already provide preventive services The literature on changlng 
physicians' behavior shows that they are extremely resistant to change (see Cohen et a1 , 1994), and 
that contmulng medical education programs to mpart new theoretical information have been largely 
Ineffective m generating significant and lasting behavior change 

Services marketzng is substantzally dtfferent than rnarketzng family planntng products First, because 
the factors that lead a client to choose a particular clinical provider are different than the factors that 
lead her to choose a particular product, brand, or outlet for that product brand Second, because the 
role of the provider is paramount - the provlder of a clmcal service essentially produces that good, 
whereas the provider of a product offers a good produced elsewhere We have found that changzng 
the behavior of providers and other facility staff is the key to expanding servlce delivery in a clmcal 
setting Our research shows that mass media and other traditional marketing outreach are relatively 
ineffective at bringing new clients into services By and large, clients choose their clinical providers 
through word of mouth, prmarily from friends and relatives and to a lesser degree from other 
clmcians Expanding services requires that providers practice 'inreach' and proactively promote them 
among their existing clientele who have come in for other reasons Providers and support staff can also 
promote by word of mouth within their professional and soclal networks Within this context, inreach 
actlvlties become a subset of a larger effort of 'mtegrated communications' 

Thls paper will present two case studies one in Turkey and the other m Brazll The Turkey case IS the 
ongomg SOMARC project, which uses both outreach and inreach techques The Brazil case was a 
collaboration between the INOPAL-2 and OPTIONS-2 projects, which worked with a slngle health 
maintenance organization to promote postpartum and post-abortion IUD lnsertlon, only inreach 
promotion was used Following the case studies, findmgs from operations research conducted m Peru 
will be discussed, which worked to promote reproductive and child health services in family p l a m g  
settings, using inreach techniques 



TURKEY 

Recent growth in the country's private healthcare industry suggests a strong potential for providmg 
famlly plannmg services in the private sector m Turkey Early social marketmg programs clearly 
demonstrated the abil~ty and willingness of consumers to purchase farmly p l m g  products through 
retall outlets Smce 1995, the SOMARC Project has been worklng with the Turlush Farnlly Health 
and P l a m g  Foundation and AVSC International to expand social marketing from family p l a m g  
products to family plamng services SOMARC and its partners developed a network of private 
healthcare providers, the Women's Health and Family P l a m g  Network (known as KAPS, its Turlush 
acronym), who were tralned to prov~de h~gh-quality family planmg and reproduct~ve health servlces to 
low-mcome cl~ents SOMARC launched KAPS ~n October 1995 m the Istanbul metropolitan area 

Based on findings from a baselme survey, SOMARC and its partners designed and unplemented 
mterventions to mprove providers' clinical and counseling slulls and to place IEC materials m 
participatmg facilities Mandatory three-day tralnrng workshops for physicians and two-day tralnrng 
workshops for pharmacists were mplemented to Improve knowledge of contraceptive technology and to 
raise provider awareness of quality of care issues, mcluding a client's right to choose a method of 
contraception and the mportance of providing contraception to sexually active adolescents KAPS 
encouraged facilities to post visible signs advertising family p l a m g  services, display easy-to-read 
written materials and posters about family plannmg, and encouraged physicians to talk with OB/GYN 
post-partum, prenatal and abortion clients about family plannmg options 

Outreach promotion mcluded distributing brochures for clinical services at KAPS pharmacies, 
employing KAPS fieldworkers for interpersonal cornmucation, and installation of a telephone 
information llne Durlng a 3-month period, coupons good for a 20 % discount on family p l m g  and 
reproductive health services at participating KAPS facilities were distributed m three neighborhoods m 
Istanbul Llmited mass media advertising was also used from tune to tune 

In September 1996, SOMARC and KAPS initiated a series of client intercept surveys to track client 
awareness of family plannmg and services received at KAPS facilities In mtercept surveys, clients are 
mterviewed at the service sites, first when they arrive at the service and then agam as they leave 
Interviewers intercept all people entering the facility and identify female clients 18-45 years of age 
These eligible respondents are asked a series of questions before entering the facility (mtake interview) 
and again as they left (ex~t interview) By intercepting all entering clients (mcludmg men, women, and 
children) over a one-week period client intercept surveys provide reliable measures of client volume by 
type of service provided and assessments of change (or lack thereof) m provider behavior The 
methodology is also less expensive than attempting to install reliable management information/service 
statistics systems 

The first combined client intake/exit survey was conducted m September/ October 1996 and was 
Intended to monitor network progress and to constitute the quantitative baselme agalnst whch the 
effects of new mass media promotion and additional in-service interventions would be assessed The 
second client intercept survey was conducted in April, 1997, followmg a short radio advertising 
campaign The third and final client intercept study was conducted m December, 1997, followmg 
unplementation of a focused post-abortion intervention These client mtercept surveys were 
supplemented with two population-based "omnibus" surveys conducted by the same local market 

' A total of 4,000 coupons were distributed between July 1-September 30, 1996 Of these, 456 were redeemed, 
ths represents on average 1 % of the caseload of reproductwe-age women attended at pparcipatlng factlibes 



research firm which conducted the client intercepts The omnibus surveys interviewed representative 
samples of women of reproductive age throughout the Istanbul metropolitan area 

Figure 1 presents the chronology of program and survey activities 

F~gure 1 
Chronology of KAPS program development and momtonng actlvlt~es 
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The KAPS network was officially launched on October 15, 1995 By August 1996, it Included 6 
hospitals, 11 polyclinics, 13 private physicians' offices, and 85 pharmacies In April 1998, KAPS 
included 10 hospitals, 14 polyclinics, and 19 private physicians and 100 pharmacies In order to 
include newly-enrolled faclhties, each client Intercept round covered a slightly different sample of 
KAPS members The lonaitudinal analyses that follow are based on 16 facilities (6 hospitals. 3 
polvclinics, 7 private vhvsicians) which participated in all three survev rounds 

Lesson Learned #1 Outreach actlv~t~es did r a se  women's awareness of the KAPS network 
However, they had no s lpf icant  Impact on chent volume, new chent referral, or profile of 
servlces dehvered 

KAPS activities focused on obstetrics/gynecology practices Therefore, it is not surprising that the 
client profile among partlclpating facilities was heavily dominated by pregnancy-related consultations, 
especially prenatal care These profiles did not change over tune, but did vary somewhat by type of 
facility polycl~mcs had the lowest proportions of prenatal consultations, and private physicians saw the 
highest proportions of abort~on-related visits and family plamng consultations Flgure 2 presents 
client profiles (means of 3 rounds) by type of facility 



Figure 2 

Overall  client profiles remained constant  over tlrne, 
but  v a r ~ e d  by type of  facllity 
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Withm its first year, KAPS gained credible recogmtion among the population at large m Istanbul 
Approxmately one third of women interviewed in city-wide o m b u s  surveys m 1996 and m 1997 
correctly identified the KAPS logo as standing for women's health and/or family p l a m g  However, 
thzs recognzaon dzd not translate znto new buszness for the KAPS members 

Total client volume at the participating facilities did not change over tlrne, except for mmor seasonal 
variation (more clients reported illness- related visits in December than m September or May) 
S ldar ly ,  there was no change in proportion of new vs r e t u m g  clients, more than 213 of clients 
mtercepted had visited the facility previously for their own health Overall, more than three out of 
every four new clients reported hearlng about the facility from a relative or friend or from another 
phys~cian The facility slgn was also an mportant referral mechamsm for new clients at hospitals and 
polyclin~cs, but not at private physicians' offices KAPS outreach (pamphlets, field workers, telephone 
lnforrnation lme, mass media advertising) failed to generate sigmficant numbers of new clients, and 
fewer than one out of ten new clients reported even havlng been m contact with an outreach medium 
Figure 3 presents principal referral sources for new clients, averaged over the 3 survey rounds 

Figure 3 
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Lesson Learned #2 Increasing awareness of the avadabhty of famdy plammg semces rlld not 
translate lnto lncreaslng demand for famdy plannlng 

Over tme, greater proportions of clients visiting KAPS facilities were aware that family plannlng 
services were available on site, greatest awareness and greatest increase in awareness was registered at 
private physicians' offices Fewer than one third of the clients visitmg hospitals and polycl~~llcs were 
aware that they could obtain family planning services at those sites 

Figure 4 

A w a r e n e s s  o f  fam ~ l y  p l a n n ~ n g  serv ices  

However, this growing awareness of family p l a u n g  services ava~lability also did not translate Into a 
greater volume of family planning services delivered, in large part because client volume contmued to 
be dominated by pre-natal consultations One in five clients at prlvate physicians' offices reported that 
the provider discussed family planning during the course of the consultation, this proportion was only 
one in ten at hospitals and even less at polyclinics Figure 5 presents means from the 3 survey rounds 

Figure 5 
Cl~ents  of prlvate p h y s ~ c ~ a n s  most likely to 
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Lesson Learned #3 Focused lnreach promotion mcreased famdy plann~ng counsehg and semce 
dehvery durmg abortion-related visits 

Following the first client intercept survey, KAPS mplemented lnreach promotion to stress three 
priority client groups abortion, prenatal, and postpartum After the second round, SOMARC and 
AVSC developed a focused post-abort~on approach wlth two  objective^ 

1 Ensure that all women receiving an abortion at KAPS facilities or returmg for a post-abortion 
check-up receive family planning counseling If the client does not spontaneously ask about 
contraception, the provider should initiate the discussion 

2 Recommend that all post-abortion women who do not want to get pregnant right away leave the 
KAPS facility wlth contraceptive protection Abortion cl~ents who do not receive an mjection or 
IUD should be given a pill prescription or orientation in the correct use of a barrier method 

One-on-one traimg and follow-up was provided to KAPS members to dr~ve home the need for family 
planning promotion at all stages of the abortion process - at the initial visit to confirm the pregnancy 
and schedule the abort~on procedure, at the tme of the procedure itself, and at the post-abortion 
checkup Clinicians and their staffs were encouraged to emphasize three key messages 

1 That the woman could get pregnant agam very soon after having the abortion, perhaps in only two 
weeks post-abortion, 

2 That if she did not want to get pregnant again, she should begm contraceptmg ~mmediately, 

3 That the physician was prepared to offer her family plannlng counselmg and a method of her 
cholce 

Round 2 of the client intercept surveys showed modest galns in family plamng counselmg and servlces 
delivery provided during abortion-related consultations By round 3, nearly half of all abortion-related 
visits reported having discussed f m l y  planning, and almost one third accepted a family p l m g  
method or prescription during the course of the visit Figure 6 presents proportions of abortion-related 
vislts receiving family planning counseling and methods, across facilit~es 

Figure 6 
Abortion-related vwits (all facfities) 
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The major determinant of post-abortion counseling was whether the abortion procedure was actually 
performed durlng the visit Prov~ders were less likely to discuss family p l a m g  durmg an mtial visit 
to schedule the abortion procedure or during the post-abortion check-up Longevity m KAPS was also 
significantly related to fam~ly planning promot~on "Old" providers - that is, those who had jomed 
KAPS prior to September 1996 - were significantly more likely to discuss pregnancy and fam~ly 
p l a m g  lmrnediately following an abortion procedure than "new" providers, those who had jomed 
more recently Figure 7 presents proportions of round-3 cl~ents who reported receiving family p l m g  
counselmg and methods lmrnediately follow~ng an abortion procedure, by facility's longevity m KAPS 

It would be worthwhile to explore the reasons for the differences between old and new KAPS fac~lities 
On the one hand, the old fac~lities had had more exposure to KAPS t r a m g  and assistance However, 
we cannot rule out other differences between prov~ders - the first providers to join may have been more 
motivated and interested in provid~ng family plannmg to begm with, even if they were not proactively 
promoting it in their practices This answer to this question would have potentially Important 
managerial lrnpl~cations for selection and/or qualification criteria, orientation, t r a m g ,  etc 

Figure 7 
Abortion procedures Old vs New fachties 
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Neither mass med~a and other outreach promotion nor increasing client awareness of service availability 
were sufficient to promote family planning service delivery in private practices whose mam busmess is 
not family plannlng Behavior change interventions directed at providers and focused on a speclfic 
client need and easily identifiable scenario, in this case, visits made for mduced abortion, were 
successful in stimulating family planning counseling and service delivery 
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BRAZIL 

Brazil is characterized by a strong private health sector Health maintenance orgamzations (HMO) are 
a major player m the health market, coverlng 13 5 m~llion beneficiar~es in 1991, almost all paid by 
employer benefits (World Bank, 1994) Most HMO plans exclude spec~alized &agnostic and 
therapeut~c procedures, chronic ~nfectious d~seases, and prescriptions for outpatlent consultations 
Although most HMOs cover preventive and prenatal care, few offer family planrung 

Promedzca IS the largest HMO in the northeast state of Bah~a, with about 150,000 beneficiaries 
covered by employer-paid plans Promedica maintams ~ t s  own hosp~tals, emergency services, and 
laboratories Out-patient consultations are provided by affiliated phys~cians who attend clients m their 
own private practices and receive fees for services directly from Promedica according to a pre- 
established scale Affiliated obstetricians have hospital privileges at the Promedica hospital to attend 
deliveries among the~r prenatal cl~ents The hospital also maintains salaried physiclam to attend b ~ r t h ,  
abortion complications, and other surgical procedures 

Promedica began offering family planmng services to its beneficiaries m 19832 In a departure from the 
usual practice of not prov~ding prescription drugs or devices for outpatients, all contraceptives 
d~spensed from Promedica are purchased by the orgamzation and provided without charge Attending 
physicians are paid for family plann~ng consultations and services at a level commensurate with sunple 
office visits All contraceptive methods except mplants, lncludmg mimlaparotomy and vasectomy, are 
offered as Interval (non pregnancy-related) procedures Promedica is the single largest provider of IUD 
mertion servlces in Brazil 

Prior to 1991, the only irnmed~ate postpartum method available in the Promedica hospital was tuba1 
l~gat~on In 1991, Promedica undertook an operations research study of the acceptabil~ty and cost- 
benefit of postpartum and post-abortion IUD insertion, together with The Populat~on Council/INOPAL 
I1 Project and The Futures Group Internat~onal/OPTIONS I1 Project Promedica physicians were 
trained In postpartum/post-abortion IUD insertion procedures and counsel~ng in December 1991 
Beglnnmg March 1, 1992, all women admitted to the Promedica hospital for delivery or treatment of 
abortion complicat~ons were offered the cholce of IUD insertion prior to hospital d~scharge 
Availabil~ty of the new service was promoted by posters, announcements in cl~ent newsletters, prenatal 
classes for expectant mothers, and by phys~c~ans themselves Physicians who inserted IUDs in hospital 
were pa~d an extra fee, equal to the fee they would have received by performmg the mertion m thelr 
pr~vate practice Follow-up of hospital admissions was conducted through February 28, 1994, or untli 
the woman left Promedica whichever came first, for women admitted between June 1 - December 31, 
1991 (control group) and between March 1, 1992 - February 28, 1994 (expermental group) 
Promedica's accountmg system provided ~nformat~on on number, type, and costs of all subsequent 
outpatient vis~ts, laboratory tests and procedures, farnlly plamng servlces, and hospitalizations 

* PromeQca's director 1s known for lnnovatlons m preventlve health care Promedica was the first HMO to 
provlde mfant vaccrnatlons and oral rehydratlon For many years a offered an annual prne m prevention of 
hospltal mfectlons and m 1991-92 worked closely w~th the Bahla State Secretariat of Health to combat the cholera 
epldemc 



Postpartum and post-abortion IUD services showed Immediate acceptance among Promedica clients, 
quickly surpassmg postpartum tuba1 ligation - itself a very popular method Withm 6 months after 
inauguration of the new service, postpartum acceptance rates reached a plateau of 18 percent of all 
deliveries and remained unchanged for the next nlne months Sixty percent of attendmg physicians 
were providing IUDs to at least some of their clients 

At the end of the first year, the operations research team took stock of project accomplishments It was 
noted that not only were there physicians who had never inserted an IUD postpartum, but nurses' 
records were showlng cases of women who had requested an IUD at admission but who had not 
received the method prior to discharge Promedica administration incorporated postparturn/post- 
abortion IUD insertion as a routine service and took the following steps, which were commurucated by 
letter and m meetings with their affiliated physicians 

1 For all women admitted for delivery or treatment of abortion complications, the admission nurse 
asked the client if she would like an IUD prior to discharge This informataon was registered on 
the client's intake form 

2 The attendmg physician was required to note IUD insertions on the client's mtake form If the 
client had requested an IUD and the physician did not Insert one, helshe was required to write the 
reason for non-insertion (e g , medical complications, client change of mmd, etc ) on the lntake 
form 

3 Physician compliance was monitored by ~nspection of client intake forms Management ~ssued 
quarterly reports to all attending obstetricaans, ~nforrmng them of their individual performance and 
Promedica as a group 

Figure 8 
Chronology of Promed~ca program development and mo~utormg aclxvltles 
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The Impact of the management decision on provider behavior is clearly seen m the following graph 
The percentage of physicians inserting IUDs is shown in the bars, which are shaded to highlight 
performance following the management dec~sion The llne shows the percentage of deliveries with a 
postpartum IUD insertion The solid portion shows performance after the management decision 
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Withm 3 months, the proportion of physicians providmg postpartum IUD Insertions jumped by 28 
percent and by the end of the observation per~od, all but one obstetrician were routmely providmg in 
hosp~tal insertion The proportion of maternity cases which received IUDs increased m a slmllar 
manner 

For the most part, women who accepted an IUD lrnmediately following treatment for abortion 
complications were not likely to have accepted a method post-discharge Comparison of contraceptive 
acceptance rates within six months post-discharge showed that women who were offered an IUD m 
hospital were more l~kely to have accepted a contraceptive method from Promedica than women m the 
control group who were not offered an IUD in hospital Virtually all of the difference is due to 
m e d i a t e  post-treatment acceptance 

F~gure 10 
Effect of offermg post-abort~on IUD 
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Even when family plannlng servlces were freely ava~lable to all who wanted them, the most effective 
manner of increasing acceptance among abortion clients was lrnmediately following treatment for the 
abortion complication 

LESSON LEARNED 

Client interest m receiving a new clin~cal procedure (postpartum IUD mnsert~on) may be insufficient to 
assure provider compliance, external support for provider behavior change may be needed In the case 
of Promedica, this took the form of an institutional commitment to service that was reflected in 
admmistrative procedures and management supervision of individual prov~der performance 



Non-governmental organizations in Peru cover only a small portion of the family p l a m g  market 
USAID began to cut back NGO subsidies in the early 1990s, with the result that a few of the smaller 
orgmzations have already disappeared The largest Peruvian famlly plamng NGO is INPPARES, the 
IPPF affiliate, which mamtalns a central clinic in Llma and smaller outlying c111llcs and comrnumty 
programs Following the Calro meetings, INPPARES expanded its service capacity to Include a larger 
array of reproductive health services However, many clients were unaware that the new servlces were 
available (when asked what new services they would llke to see added, fully 34% of clients ment~oned 
STD treatment, prenatal care, cancer screenmg, and other servlces already offered), and clmc capacity 
was sigmficantly under-ut~lized 

INPPARES designed a cllent screening device to identify clients m need of other reproductive services 
It consists of a pamphlet describing the following potential health problems 

breast and cervical cancer 
reproductive tract infections 
general complaints, including headache, fatigue, mdigestion, shortness of breath, etc 
slgns of psychological stress, including insomma, lethargy, etc 
child health problems, including low weight, hyperactivity, motor development, etc 

In collaboration with The Population Council/INOPAL 111 Project, INPPARES tested the lmpact of 
proactive client screenmg on services requested and return visits Over a 4-week period on randomly- 
selected days, the clmic receptionist gave each new client a screening pamphlet and explamed its use 
with a flip chart On the other days, standard clmic practices were followed and new clients did not 
receive the screening pamphlet or orientation Attending physicians were given no special mstructions 
on client care 

Information on services requested during the initial visit and the 30 days following, was taken from the 
climc accounting system Leon et a1 (1998) described the results of the screemng process As a 
group, clients who received the screening orientation requested sigmficantly more services both durmg 
their imtial visit and during the 30-day follow-up period than clients who did not receive the special 
orientatlon 

Flgure 11 
Mean number of services requested by new chents 
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Clmc revenues showed s~milar significant gains with client screening 

LESSON LEARNED 

Client ~nreach can take many forms and does not necessarily need to Involve prlrnary servlce prov~ders 
Cl~ent screelung by non-medical staff can sigmficantly increase client demand for services Independent 
of supporting behavior by physlc~ans 



DISCUSSION 

The text above describes lessons learned from independent commercial health care providers m 
Istanbul, Turkey, a health maintenance organlzatlon in Salvador, Brazil, and an NGO family p l m g  
association in Llma, Peru Despite differences in country and services settmgs, the lessons learned are 
remarkably consistent with one another, and can be summarized m three mam pomts 

Lesson Learned #I Trahtlonal advert~smg-based outreach promotlon has httle dwect lmpact on 
chent volume, referrals, or types of servlces provlded (Turkey) 

Lesson Learned #2 Increasmg chent mterest m or awareness of the avadabfity of famdy 
planmng servlces, wthout changmg provlder behavlor, does not necessarily translate mto 
mcreasmg farmly planrung servlces delivery (Brazll, Turkey) 

Lesson Learned #3 Changmg provlder behavior by applymg exphcit, standardued screemg 
tools or focused lnreach promotion can mcrease servlce volume (Peru, Turkey) 

These lessons learned are amply supported by the marketmg and health care literature Gelb and 
Johnson (1995) flatly state that "word of mouth is more effective than advertismg" m promotmg health 
care facilities They buttress their argument with Mangold's (1987) literature revlew whch concluded 
that word of mouth commucation is more effective than advertismg m motivatmg purchase of services 
and Murray's (1991) report that consumers fmd word of mouth cornmumcations from famdy and 
friends to be more trustworthy even than referrals from other physicians SOMARC work with the 
Mexican NGO, MEXFAM, further demonstrates the efficacy of interpersonal commumcation 
motivating all clinic staff to "talk up" cllnic services both within the facility and outside among their 
friends and acquaintances increased clln~c service volume by 9-10 percent w i t h  a few months 

While word of mouth from family and friends effectively motivates clients to choose one provider over 
another, it is up to the provider to broaden the services delivered once the client has arrived at the 
facility Several researchers have pointed out the difficulties in overcommg provider inertia Stanaland 
and Gelb (1995) suggest that because most physicians do not derive sigmficant e a m g s  from 
prevention, there is little incentive for them to perform preventlve procedures Nevertheless, traimg 
in specific provider behaviors and implementmg patient-specific provider prompts can effectively 
change providers' behavlor (see Wender (1993) and Cohen et a1 (1994)) 

The challenge to family planning services marketing IS to effectively scale up these fmdmgs throughout 
the private sector This will require dealmg with the follow~ng issues 

1 What are the most promising targets of opportunity for services marketmg 
2 What keeps providers from proactively offering wider services 
3 What can providers expect from services marketing 
4 How to momtor progress in services marketing 

Issue #1 What are the most prormsmg targets of opportmty for f d y  planrunglreproduc~ve 
health sesvlces marketmg 

Not all providers or consultations are compatible with proactive service delivery Any practice that 
sees large numbers of women of reproductive age, either as clients or as caretakers (e g , pediatrics), IS 

a potential candidate Within these practices, providers may need guidance to identify the most 
appropriate opportunities for inreach Postpartum and abort~on-related visits are a defmte indication for 



family p l a m g  counseling, illness-related consultations probably less so Prenatal family plannmg 
counselmg is lmportant for motivating postpartum acceptance, especially in the Immediate postpartum 
period, but providers may find it better to wait until the thlrd trunester to introduce the topic 

Another issue in provider selection is the setting - whether to concentrate efforts on multiple-provider 
settmgs such as hospitals and polyclinics, which have larger case loads? This depends on several 
factors First, larger settings also have multiple levels of bureaucracy, getting to the attending 
physicians may mean going through directors and managers Second, salaried physicians m group 
settmgs may be less motivated to change their behavior than physicians m their own practices, unless 
there is an external "enforcement" system m place Finally, In some countries, stand-alone 
practitioners as a group may see more high-priority cases, such as mduced abortion, than multiple- 
provider practices, failure to involve the smaller practices will llmit the unpact of the mitiative 

Issue #2 What keeps provlders from proactlvely offer~ng wlder semces 

We have discussed the problem of general inertla and physicians' perception that they are already 
proactively offering services In Turkey, cl~ents' reports notwithstandmg, many physicians reported 
that they routinely counseled all their abortion clients in family planning 

Some observers believe that physicians have the false unpresslon that proactlvely expanding services 
will interfere with or reduce current service volume For example, in Turkey it is felt that some 
abortion providers belleve that abortion is a repeat business and that offerlng family plannlng would cut 
down this busmess Is the premise true, and if so, would prov~ding accurate mformation to providers 
help overcome their resistance to the new behavior? 

At the level of KAPS facilrtles in Turkey, approxmately half of the abortion clients 
(57 % of abortions scheduled 54% of abortions performed) were new to the facil~ty 
and 10 percent appeared to be repeat abortlon cllents At the population level, 
examination of total abortions to women ages 40-49 suggests that half of urban 
women in Turkey receiving an abortion will not go on to have another abortion in 
the~r lifetune (1996 DHS, ever-married urban women), and only one m four urban 
women receiving an abortion will go on to have 2 or more abortions m her lifetune 

Therefore, m Turkey - with high induced abortion rates - only one m four abortion 
clients can be expected to return to the same facility for another abortion at g tme 
m the future Only one in eight can be expected to return to the same facility for 
more than one abortion in the future These proportions will be lower m countries 
w~th  lower overall induced abortion rates Offenng famzly plannzng to abortton 
clzents zs a good way to convert a one-tzme clzent to a long-hme clzent 

Issue #3 What can provlders expect from marketing 

The lmpact of marketing on any provider's service volume will depend on the profile of existmg 
service-seelung Providers should be aware that client needs dlffer If most visits are compatible with 
proactive expanded service delivery (e g , family planning associations expandmg mto other 
reproductive health), inreach marketing can increase the total services offeredlsold (Peru example) If 
most visits are not compatible with proactive expanded service delivery (e g , practice dominated by 



illness and prenatal), inreach marketing may not increase total services offered/sold durmg any one 
client visit Nevertheless, prov~ders may benefit from an lmproved Image of their practice, especially if 
their existmg clientele return for additional services or refer their friends and relatives The traditional 
components of the marketing mix - word of mouth communication vs mass media, Inreach vs 
outreach promotion, etc - must be adjusted to accommodate the special needs of services (as opposed 
to products) marketlng 

Issue #4 How to monitor progress m servlces marketlng 

Service statistics in the public and subsidized sectors are weak at best, m the private commercial sector, 
provider service statistics are non-existent and self-reports unreliable Even if programs mvest m office 
accountmg systems and technical assistance, prevailing economic and legal conditions may discourage 
commercial providers from keeping and reporting the kmds of data that services marketmg 
interventions need for monitoring Our experience suggests that it is preferable to use some Iund of 
client mtercept survey (case review) for facility-based momtoring and population-based survey (llke 
DHS) to measure lmpact at population level Programs should also consider conducting and updatlng 
censuses of the umverse of service providers to measure expansion of coverage 

CONCLUSIONS 

Famlly planning/reproductive health services marketing has much m common with other efforts to 
mcrease physician mvolvement m preventive care Putting theory mto practice requires golng beyond 
techca l  competence Wender's (1993) review of the cancer literature cites four provider-speclfic 
obstacles to prevention lack of ame, lack of expemse, lack of posmve feedback, and dzstractlon by 
other health problems 

1 Lack of time 

Providers need help in using their time more effectively because it IS neither realistic nor pract~cal to 
increase the amount of tlrne allotted per cl~ent vlsit In Turkey, the majority of KAPS clients spent less 
than half an hour - start to finish - in the facility The post-abortion initiative focused on short client 
messages that could be delivered "on the margin", in the space of two mmutes 

2 Lack of expertise 

Lack of knowledge m counseling techniques may be a greater barrier than specific techca l  knowledge 
The early KAPS trammg in Turkey focused on clinical issues Post-abortion family p l a m g  service 
delivery did not Increase greatly until KAPS focused orientation on the abortion-related consultation 
Slmdarly, the Peru case instituted structured client screemg on specified potential areas of need It ~s 

unportant to note that both of these focused interventions required less tlrne and fewer resources than 
the traditional group training 



3 Lack of positive feedback 

Providers may not believe that thelr advice IS either needed or that makes a difference Day-to-day 
practlce does not always give direct feedback on adequacy or effectiveness of provider behavior 
Promedica m Brazll instituted expllcit feedback on provider performance as part of thelr management 
system The SOMARC client intercept surveys m Turkey gave KAPS provlders quantitative 
lnformatlon on their performance 

4 Distraction by other health problems 

Many client visits are motivated by a chronic or acute health problem Providers need assistance in 
assessing which client vislts are approprlate for mtroducing advlce about prevention without 
shortchanging the patient's need for curative care or exacerbating the tlme barrier In Turkey, KAPS 
modified the inreach approach from the generic "make every client contact count" to a focused 
emphasls on high-need situations such as post-abortion care 

Semces marketmg IS an effectwe and v~able way to Increase commerc~al and not-for-profit 
involvement m f d y  planrung and reproduchve health To reap the benefits of thls approach, 
prowders and thew staffs need assistance m changmg their own behawor to become more 
proactive wlth their chents 
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