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, Continued on page 19·

bloodstream:B,ut'early-dinical
sYffiptoms cant appear 'within'
three to four weeks, says the
study publishe'd intne\!?ecem"

, her 17; 1997Journ'al ~fthe' ;
-American-MedicalAssoCiation.
Familiarity withthe sYffiptOIpS
could be useful in counti'ies
.where expe~sive diag~~stic
methods are not. available, the

.scientists say.'People·In the very
early stages ofHN are highly
infectious yet are unaware they
have the virus. Preventionstrate­
gies that identify new infections
sooner may help'reduce risky
behavior that spreads the'disease'
to others. '

Scientists, from·the National
AIDS Researc~Institl;1~e (NARI) : ,
in Pune, India, Johns Hopkins
University School ofHygiene
and Public Health in Baltimore,
USA, and the U.S. Nationalln:­
stittite ofAllergy and Infectious
Diseases (NIAID) examined
3,874 people at clinics in Pune .
who were being tteated for
other sexually transmitted dis-:­
eases and tested negative for

STUDY INDICATES

EARLY HIV SYMPTOMS

A
study in India.suggests

:: that fever, joint pain and .
. night sweats are early clini­

cal sYffiptoms of recentHIV
infections. These.symptoms
could be us~d in _developi(~g

countries to diagriose infections'
much sooner as part ofnew pre-,
vention strategies.

After infection with HIV,­
it takes three to six months be~

fore antibodies show up in the

. expectancy~which has been
steadily on the rise for the last
three decades-will drop to 40
years or less innine sub-Saharan
~ountries hy the year 2010."

. Atwood believes serious
work to help ·stop infants from

'. dyingin develop~ngcountries is
'. being.conlpromis~d. Many chil-

. dren will be· left without protec­
tion, love arid care: "We cannot
begin the 21st century with a
generation ofchildren lost to
abandonment, despair and
hopelessne~~." .,

.New:.s"]lfie,I.~
.' ,t.. l." ..... , , .. ", 'f....•. ',.",

Vn'f <":):"~'~F~I:P{;,;~:r~;;:.~'{('i~:: r . .
H IV ·IN FEC~slI3-Qt\l:·.;1;, ,::>~;;:'j~frica, where the bulk ofinfec-

"., .....~\ .....f~· ..-~r"'~ -," ... ··'h b .. 'd
MILLION. _ r: }"'.:..:;it~..:~.)!\·,.: ,.~,tIons: ave een concentrate to
; ·:F:~t!·:<:.. .,,::f:...(} J~:;;-;j·~r)~:.4~~~/UsaysDr. Peter Piot,

A
new report by theJoin{- ,,:. UNAIDS.executive di.rect~r,

...... ·.·Unite.dNatiOns. Pr.ogramm.e who released the findIngs In .
on HN/AIDS (UNAIDS) .November. ,

~ndtheWorld Health Organi- . In a related development,
zation (WHO) shows that infec- the U.S. Agency for Interna- .

.tion byHIV,ttie virus that . tional Development (USAID)
'c~uses AIDS, i~ more common . a~d U.S. CensusBur~au re-
tl1.~n·previouslythought. . cen~y predicted th'e~DS epi-

Worldwide over 30 mil- denllc would create a lost
lionadults and children are now generation" ofch~ldren at risk of
believed to be living with HIV . expl~~tation and diseas.e... .
infection. UNAIDS estimates More than 40 mtlho~ chtl-
th~1t' 5.8 million people became dren in 23 developing nations

. infected during·1997, at a. rate of will likely have lost one ~r both
16,000 new infectionseyery day, parents ~y 2010. Mostof these
nearly twice the 8,200 daily in- deaths wIll be the re~ult of the
fection rate previously estimated. H!"/AI~S pand~,mI~ ~nd.com-
.By.the year 2000, infections phcated Illnesses, .say~ ~nan
worldwide could total 40 million Atwood, USAID admInIstrator.
.people. : .'.. "In cou~tries ac:oss Africa, .

.~'We.are now realizingthat AsIa and LatIn Amenc~, HIV/
. rates ofHIV transmission have AIDS is unraveling years of
been grossly underestimated, progress in ec~nomic aI~? s.ocial
partic~Jarlyin sub-Saharan developnlent, he adds. ,LIfe .

CEO AND PRESIDENT NAMED AT FHI

Albeit]. Siemens, PhD, and Willard CatesJr., MD, MPH,
have~een named to key leadership positions at Family Health
International.

.Dr. Siemens, executive vice president at ClinTrials Research,
Inc., a U.S.-based clinical research organization, joined FHI as thief
executive officer and vice chair of the board. Dr..Cates, who was
Fill's seniorvice president ofbiomedical affairs, became president.
The appointments inJanuary. follow a decision by Theodore M.
King, PhD,MD,.to retire.' Dr. King, 66, had been president and
chiefoperating officer since ·1991.

"AISiemens has substantialcorporate management experience,
e~pecially in phannaceutical research and development," said
Torrey C. Brown, MD,FHI's board chair, who announcedthe ap­
pointrnents~'''Ward Cates' i~ternationally recognized scientific
reputation and his long experiencewith gqvernment agencies have
already contributed to our recent successes. These two extraordi­
narytalents complemenfeach other and will be ofconsiderable
value to FHL"

·Dr. King will serve as an advisor to FHI's board. "He has had
an outstanding.impact on FHI, leading staff in the developmentand
application ofthe highest scientific standards to our work," Dr.
Brown said.

Dr. Siemens was vice president for research at FHlii11987,
when he joined Clinical Research International, Inc., which later
was acquired by ClinTrials. Before his preVious tenure atFHI, he
was involved in clinical product development-in New York a,t Pfizer,
Inc., a pharmaceutical company.

Dr. Cates joined FHI in 1995 after servingfor more than 20
years at the U.S. Centers for Disease Controland Preventionin At~

lanta, where he was director of-the Division of Sexually Transmitt~d

Diseases~ then director of the Division ofTraining. Recurrently
chairs a National-Institutes ofHealth steering committee thatguides
research on new HIV prevention strategies at a network ofinstitU­
tions. He has authored or co-authored more than 400 scientific publi­
cations, and is co-editor oftwo widely used textbooks on reproductive
health, Sexu,allyTransmitted Diseases and Contraceptive Technology.
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Cover photograph by Peter Armenia captures a
typical day at aMumbai,' India street market. Like any
careful shopper, family planning managers use limited
financial resources to make important'decisions ~bout

competing priorities.
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';;:<,h:[~]valuatingFamil~PlanningCosts'
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..ecdtise' finaJ;<;iat resources are
,li,mited, those who manage fam~ly
;·'~'pl~n~ing serv~cesmuseoften face
:>clifficult c,hoic~s aboutocompeting
':"priorities~~f anew contraceptive

optioJ; is adde~, how will its intr'oduction
affect£esource~,aYailable forother meth­
ods?'if counseling services are expanded,
will staffhave enough time for other du­
ties? If other reproductive health services
are offered, do family planning services
suffer?

These decisions about use of re­
sources require careful comparison of
costs 'for each service, and these costs
may p~ influenced by avariety of factors.

, For example, a progr~mmayofferacontra- improve financi~l sust~inability.Ho\Vever,

ceptive method through different channels:....- fees that are too highwill g.isco~~age use of
in clinics, through'community-based ' services.
distribution posts, and byusing outreach Above all, decisions aboutallocating
workerswho visit clients in their homes. resources must be made with the clients'
Moreover, many family planningprogral1l? .,',:best interests in' mind. 'Gqoid programs must
offer a range of other reproductive health ,provide quality services fortheir~lients~ Cli-
services, including prenatal check-ups, gy- 'ents should be"able to select acontraceptive
necological examinations,screening for methodfr~m a range ofchoices, and they
sexually transmitted diseases, pediatric visits should rec~ive thorough an.d 'accurate'coUn~

and general consultations. Consequently, seling. Clients should beable to obtain ser-'
the cost ofproviding one family planning vices that,are safe, effective and affordable,
service is influenced by such factors. and they should have contraceptive choices

Funding sources are also consiqer- that are convenient for them both to obtain
ations. Recovering costs through client-paid and to use.
fees is one.way that may help programs to

AN ESTIMATED 350 MILLION COUPLES WORLDWIDE DO NOT HAVE ACCESS TO A FULL RANGE OF MODERN FAMILY

PLANNING METHODS, AND THEIR NUMBERS ARE GROWING.
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GOOD PROGRAMS MUST PROVIDE QUALITY SERVICE'S FOR CLIENTS. A MOTHER AND CHILD

VISI~ A CLINiC IN DAKAR, SENE;GAL.

BERYL GOLDBERG
~:::~
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unnecessary procedures, and introduCing or
emphasizing certain lower-cost contracep­
tive methods are among ways that have been

. used successfully. .
Integration ofservices, such as pro-'

viding care .for sexually transmitted diseases
at family planning clinics, involves many
important questions, especially how much'
integrated services may cost. Cost analysis

.'can guide policy-maker~ in 'deciding ,
whether to integrate services.

Client fees are one source of revenue.
People who obtain services at public and
nongover~mei1tal organization family plan­
~ing clinics may be willing and able to pay a
higher share of the costs of those services.
However, experts say.that this strategy
should be used with caution, since institut­
ing fees or increasing them may discourage
use. Organizations can also g~nerate addi­
tional funds by selling other ~ealtP-related

services at prices that are high enough to
.subsidize family planning services.

. private sector services offer another
approach. By s~pporting free or low-cost
family planning se,rvices, governments and
donors have, -in effect, limit~d the incentives
fOf commercial involvement in family plan-, .
ning and other reproductive health services.
Strategies to address this concern include'

. revolving loan funds to assist commercial
providers, social marketing proje~ts, and bet­
ter training for private doctors and midwives.

Reducing costs can be achieved in a
number ofways. Reducing excess capacity in
delivery systems~ m~nimizi~g or reducing

•

GROWING NEED?, UNCERTAIN

SUPPORT

'Incr"easing efficiency is becoming ...~... .
even more imperative due to the unfof-:
tunate pressures ofgrowing needs and·
uncertain financial support. The
worldwide gap.between family planning
needs and services is already immense. ,
An estimated.350 million couples do
.not have access to afull range ofmod­
ern family planning information and
services, and their numbers are grow­
ing.1Many of the countries where the
need for services is greatest are also

'. those least able to bear the financial
.burden.

At the 1994 International Confer­
ence on Population and Development

, in Cairo, a program ofaction endorsed
by 180 nations called for universal
access to family planning by the year
2015. The United Nations Population
FUnd has estiinated that todais current
spending ofabout $5 billion annually .
for family planning services in develop-
ing countries wOlild need nearly to
triple to $14 billion by the year 20t5 to reach
this goal. Another $8 billion annually would
be necessary by that year for related repro­
ductive health-care services, such as maternal

. care and sexually transmitted disease treat­
ment.2

Donor nations and developing country
governm~nts cannot absorb this additional
cost alone. Other sources of revenue and
ways to continue quality services at lower
costs must be found. Even maintaining the
current level of financial contributions from
industrialized countries to, the developing
world is far from assured. Public support in
donor countries for foreign aid is often tenu­
ous, and this aid must be used for many pur­
poses. In 1993, the 19 countries providing
the bulk ofpopulation assistance devoted an
average ofunder 2 percent of their total
development aid to population programs.3 .

. Ways of reducing the gap'betWeen
limited resources and growing needs are
explored in this issue or"Network. These

. include other sources of revenue, reducing
the nUlnbers served,through public-sector
programs by expanding services in .the pri­
vate sec~or, as well as ways' to provide quality .

.•services at lower cost: '
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'''Que,oillie is~uesf~rJamilyplannin~
prdgraIilsis h9~ .t.okeep~p~ith the increas~
ing demand forsemces," says,Dr~Ba~bara

Ja~,owitZ,~neconomistand'director ofFHI's
pivisioif()fSerVice Delivery Research. "A ,
ministry qfhealth within the public sector has
the potelltial toreplace4onor funds with tax
reyenues, but NGOs dollot:havethatpoten­
rial They have .to coll~ct"revenues by selling
services/:' , ,

AVAILAllLETO,EVERYONE ,

. ,,¥apyopponents 'of fees argue that
family planning is abasic human right 'and,
an essential health service. "'There's a strong
~eliefamong NGOs thatwhat theyare 'do­
i,ng should be free or]ow-cost and available

.toevery()~e,~' says Dr.James Foreit, who h~s

studiedfiriancial sustainability~n his'role as
, ,director ofthe Population Council's

Inves'tigaci6n Operativa'yAsistencia
T~cnicae'n' Planificaci6n Familiary'Salud
Mater~o~infaritil en America,Latina yel
Cari~e(INOPAL)]I~Project.."There'sa
very' pasiC philqsophical be1i~f am.ong some
that it is wrong to'make money."

:Chargingfor~e~,cesmay also further' '
limit access to contraceptionatatimewhen
so marly people donothave acc'essto the
services they need. Fee co~lectiorimay be
too costly for,clinics already struggling to,
balanceres'ources' and demand. Coupleswho
~ay forJamily planning mayhave to.make
other sacrifice,S within the home ..:.- reduce

Charging a 'feeforJamily plariillrtg s~rvicesh~h)s" .
recover costs but. maydiscourag~ijse. .

ree.orfee? Should family planniIig ,
,programsch~rgeclientsfor

.contraceptives'andserVi¢esf.:
Fordecades"progra~s have.ex-'
pande~ accesstq contraceptives in

developing ~ountries by offering'no~cost or
1~w-c6st servic'es,often st,Ibsidizedqy gov­
ernmentorinternational donor agel).cies.
Developing.country governments currently
pay75percentofthe costs of family plan- '
ning' programs, while donors contribute 15 ~.

percent an~ clientspay10' percellt, accord­
ing to the United Nations Population
Fund.1

"' In recent years, diese programs have
faced increasing"demands, which have
boosted costs. Managers are being asked" to
broaden services from family planningto
otherreproductive health needs, Improve
quality, serve the poor, and provide ~fwider '
arrayofcontraceptive methods. Meanwhile,
thenu~berof womenofreproQuctive age'
has been increasing worldwide at the same
time that funding from internanonaldonor
agencies has been declining.. '

, Programs that <iepend mostly oninter~ ,
national donor funds, typicaI1ythose that are
op~rated ·by·nongovernmental organizations
(NGOs), have fe,woptions forincreasing
revenu~. Charging a fee to family-planning

. ,c1i~ntsis one strategy for recovering costs.
Other approaches 'include chargingcliellts ,
for related health services, such as labora~ory

, tests,:.q~selling program services, such as '
trainingor education, and using a portion of
that money to subsi?izefa~ily planning
programs.

Do(Jlien~:'Ee~s ..
iHelpor'Hurt~.

• .1,'
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,CHARG'ING FEES FOR SOME SERVICES MAY LEAD TO IMPROVEMENTS IN QUALITY OF

CARE AND BETTER FINANCIAL STABILITY;FOR FAMILY ~L~NNING PROGRAMS. A

. WOMAN RECEIVESSUPPLI ES FROM ASMAL~ HEALTH CLINIC IN' NICARAGUA.

.food consumption or increase their working,
hours'.'Orcouples may rely .o~ less-effective
traditional contraceptives.2 " ";.'

However, revenues gene'ratedby fees,
mayal.so.lead t9. iinprovements i~ qualio/pf
care, decreased dependenceo~'donoragen'~',

'cie~; .and increased financial sustainabilitY
for individual family planning programs~

Fe~scari be used tobroa'denaccessto ser~

vic~s,proponents s~y. Within the public
sector,fees can' guide'cli~nts to low-cost
service delivery,points (pharmacies instead
of clinics, health centers .instead'of hospi~·.
tals).Revenues can, gfve program managers .
greater flexibility in planning dinic actiyities
arid~ore contr~l?ver clinic policies and
sernces.Fees chargedto iniddle..i~cdme',
,dieritscan subsidize se'rvicesJor ~epoor
and can improve efficiency ofserVices by;,
~ncouraging compe~tion between the pub-
lic andp~ivate s~ctor.3· "

" When setting pricesfor faffiily plano.'
nings'ervices; program managers ~ust stri~e ,
abalance.Th'eymust corisider the 'Mexico, Brazi~and theDominicanRePtl~lic

, program's'need'for funds and the client's , ~o examille ~erelationship between pric~ "
willingnessand'abiliwto pay~ Managers increases and client use ofstedlization.7 In'·'
must-also take intoaccount "elasticity.'" Mexico, familyplannlngclini~s i~ the cities
"Elasticity",is an ecoriomicconcept that re..; ofCeleya~Juarez andIrapuato raised fees to
lates demand toptice chang~s.'Ifdema~d·· c<?mpensatefor a decline in donor funding.
dropssharplyfollowing price increase's,the; The fee for sterilization' increased from U.S.
relationship is said tribe "elastic." Ifdemand $43 to U.S. $55, then to U.S. $60 several
is not greatlyaffected, the relationship is not monthslater. Th~ average monthlycase ; , '
very elastic., ',..".. loadJe1110percent afte.r the first increase,

S01,11e.,s()cial mark~tingstudies sugg~st .' thendr6pped58 percent after the second
thatcoriples 'are willing topay abo'uttper- increase. Some staffmembers noteq thaf
cent of their income for'conrraceptiqn.4II1 fewer low~incomeclientsseemed to ask for
establishing a feesystem,ManageD,le'ilt sterilizations.'. "
Sciellces for Health (MSH), a U.S.-based To deter~ine the impact ofprice in-
organizationthat pr,9vides technicaJassis-: creases on' client us'eofcpntra.ceptives, tile
tance to developingcou"ntryhealth 'pro'-' Centro,Medico de.Ori~ntaci6n y
grams, r~coinmends,thatcontraceptive' . Planificaci6n Familiar(CEMOPLAF)in
prices mirror those.of other household Ecuador has conducted a unique stuqy that
items. In the 'Democratic Republic of , ' compared whatdients said they would do ..
Congo (forlliedy ~aire), afamily-planni~g with what actua.Jlyh~ppened whenprice~, '

,program decided to charge amonthlymem~ . were increas~d. Th~stUdywas.donewitli ..
ber~hip fee thatwouldnot~x<::eed.theprice assistance from' ~e-P,opulation Cquncil's
of two kilos of~oyb~ans.--TheResponsiQle· INOPALllrllroject"The Futures Group
PilrendloodAssodate of-Suriname based itS. _ lritemadonaland FHI., . .,' '.. '..,
anntialmemhership feeon.t4ecos~.of12 soft' .,....•~.AppJ:oxifria~ely},090clieilts·~t15· .....

.drinks.50thers,recom~endt1lata' cHnie., ¢EMP~LAF.clihicswere questi<?oed about,
charge all: entra~ce feethat.is·equival~nttq·a their abi1~ty t,o pay-incryased prices through '
busfare'orchargethesame price fQr,a:crcle" a surveyonincOn:ie,household expenditures
oforalcontr~ceptives 'as.thecos~Of a liter of .. and'education..The'clients also were .asked·
soft drink.6 ': ....' , '. how:they wo~I.d respond ifpricesJora ser-

, 0lle of t1i~ certtr;lICoIlcems in jlIlple- '.' .' " vice Wt:re 41qeased by~~~t;h1in percentage.
me~tinga'fee system or iIi raising fees Is: . If awonii~.~al~sh{\Vhuld'·c~nti~uetopay"
~at.contraceptiveuse:w~ll decline>AVSC for the,services~ she'was'asked the maxi-
Ihternadonalconductedresearch in' , mum ~mountshe ~~ould ·paY.,If the 'woman

said she could not pay, she was asked where
she would go to seek less expensive family
planning services~

Following the intefviews,clinicsw~r~ ,
randomly assigned to one of three groups..

.For one group, prices ofservices such as'pre':
natal care, obstetrical~gynecologicalcare
and follow-up visits for insertion of intrau­
teririedevices wereraised20 percent.In a
second group prices were raised 40 percent, .
and in a third group price~ were raised 60 .
percent..
. For one year, CEMOPtAF.monltored
visits to its clinics to determine whether in­
creased priCes caused a decline in' the num­
h~r ofclients seeking servi~es. In addition,
CEMOPLAF'monitored the economic mix
ofclients to·determine how higher prices
affected use by low-income clie~ts.

Preliminary results show there was a
decline in the numper ofclinic visits but no
sigtlificant change.in the client economic '
,mix. The percentage ofdecline was rela";
tively similafJorallthree groups ofclinics.
FOf the group in which fees increased by 20
percent, cllentyisits declined about20per-,
cent. For the group in which fees increased ,
40 percent, ~e dedinewas only slightly
more, about 26 percent.·(N6 information
was collected on women who chose to seek
services elsewhere.) Th'es~dy will be re~
peated atAsociaci6n'Pro Bi~nestar dela
Familia Ecuatoriana (APROFE),another
Ecuadorian ·NGO.
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Previous studies tb determine the im­
pact ofprice changes on contraceptive use
have often yielded mixed results, in part be­
cause different research methods have been
used, saysI)r.janowitz.8 However, the
Ecuador s,tudy comparison ofwhat clients
say and what actually happens in clinicsis
groundbreaking research that can provide
useful information to program managers
and health policy~makers, she says.

How IvlUCH TO CHARGE

Family planning program managers
must consider the effect ofpricing systems
on clientdemand. However, managers must
also consider the effect of pricing systems on
the clinic's resources.

"There are several important questions
when considering client fees," says Dr.
Janowitz ofFHI. "F~rst, what is the potential
for introducing or raising fees to generate
revenue? How do fees affect the number of
clients who get services from you? How do
fees affect the client mix? Ifyou charge fees
or raise fees, will you cut out people at the
lower end of the income scale and serve only
the middle-class? That's a concern."

For example, will the program charge
for all contraceptive methods or selected
methods? Will fees apply to methods, ser­
vices or both? Should fees vary throughout
the day to encourage use when staff are less
busy?

"The first thing to learn when estab­
lishing a fee system is how much things
cost," says Alvaro Monroy, director oEthe
Transition Project for the International
Planned Parenthood Federation's (IPPF)
Western Hemisphere Region, which helps
IPPF affiliates become less reliant on donor
funding. "Even a donated commodity has a
cost. For a [donated] cycle ofpills there are
administrative costs, staffing costs, the costs
that will come when it is replaced by another
con1n10dity. A good accounting system is
essential."

"Program managers need to under­
stand unit costs," says Sallie Craig Huber,
technical director of the Family Planning
Management Development Project for
MSH, who has worked helping African
NGOs establish pricing systems for health
services. "How many minutes does the staff
spend on a service and what is that time
worth? What are the program's fixed costs,
its overhead costs? What are the actual costs
of contraceptive commodities? Programs

need to understand how much it costs them
to deliver a service and how this equates with
wharthey're charging for a service."

FHI is working with NGOs in several
developing countries, helping family plan­
ning programs measure costs. For example,
FHI is working with the Asociaci6n
Demognifica Salvadorefia in EI Salvador to
design a pricing policy based on client ability
to pay, competitors' prices and costs of ser­
vices. The Population Council, APROFE
and FHI have carried out a similar study in
Ecuador.

"Many NGOs are already charging
fees, but the prices may have been deter­
mined by unscientific means," says John
Bratt, a senior research associate at FHI,
who has worked on costing issues in Latin
America. "Prices may have been set origi­
nally as a symbolic effort to cover some of
the costs of services. In many cases, NGOs
do not know what it actually costs to provide
services."

For programs thinking of implement­
ing a fee system, The Futures Group Inter­
national recommends considering the
political, regulatory and institutional con­
straints of charging fees (for example, laws
or regulations may prohibit selling donated
supplies to clients); setting priorities for how
revenues will be used; designing a means to
protect poor clients who may not be able to
afford even a small charge; and carefully
monitoring how money is collected and
spent.9

MSH recommends that program n1an­
agers ask themselves a variety of questions as
they consider a pricing system, including the
objective of fees (to expand services, for ex­
ample, or to become less reliant on donor or
government funds). Whether clients can ,
afford to pay and clients' perceptions about
the quality of services are among other im­
portant considerations. lO

Announcement that client fees will be
in1plen1ented or that price increases will take
effect should be made months in advance,
MSH recommends. Also, programs should
explain to clients how the fees will improve
services. For example, a program might use
fees to reduce waiting times or to offer more
convenient hours, and a list of these im­
provements could be posted in waiting areas.

After user fees have been implemented
or increased, program managers should de­
termine how changes have affected client
use, recommends the U.S.-based John
Snow, Inc. Comparisons of levels ofclient

use ofservices should be made six months
prior to implementation of the fee system,
then several months after the fee system has
been in place, to determine the impactof
price on den1and. ll Such before-after com- ,
parisons were made in the CEMOPLAF .
study on clients' ability to pay versus will­
ingness to pay.

Another concern for program manag­
ers is how to subsidize services for clients
who cannot afford to pay. In Peru, the
Instituto Peruano de Paternidad ,_
Responsable (INPPARES) implemented a'
sliding scale to waive or reduce fees for low­
income clients. Marie Stopes/Population
Health Services Program in Kenya devel­
oped a checklist to help program managers
determine whether clients should be exempt
from paying. Poor mothers who were unem­
ployed or working for very low wages were
~~npt, as were high parity women who could
not afford to pay, clients who owned less than
an acre ofland, school or college students, and
workers at tea and coffee estates.12

But Dr. Janowitz cautions that estab­
lishing exemptions has its problems. "It's
not easy to make then1 work," she says. "If
criteria are too strict, people who should get
services do not. Ifcriteria are too lenient,
you cover people you do not want to." In
addition, the approach can be expensive to
administer, and can lead to problems if cli­
ents discover that different fees are charged
for the same service.

One strategy for ensuring that poor
people continue to have access to family
planning is "cross-subsidization." Charges
for other health services, such as lab tests,
are used to subsidize family planning ser­
vices. Since 1991, CEMOPLAF has estab­
lished 20 laboratories, which provide 35
different services, including Pap smears,
tests to diagnose sexually transmitted dis­
eases, pregnancy tests, tests to measure cho­
lesterollevels in the blood, and tests to
determine the presence of parasites in the
digestive system. The average profit made
from lab services is 47 percent, and revenues
help finance family planning services. 13

PRICING FOR SUSTAINABILITY

Fees can help ensure a steady source of
revenue, thus enabling a program to become
sustainable as international donor support
diminishes. But there is a difference between
sustainability of an institution and
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COSTS CAN INFLUENCE FAMILY PLANNING DECISIONS

HEALTH CARE, INCLUDING FAMILY PLANNING SERVICES.

COUPLES TYPICALLY CONSIDER WHETHER THEY CAN AFFORD

Men and women who need family plan­
ning services often consider whether they can
afford thenl, given o'ther household expenses.

They also weigh potential benefits of
family planning against costs to obtain these
services, which may include purchasing meth­
ods and supplies, traveling time to a clinic,
child care during clinic visits and lost work
time. And they should consider the future
costs of having more children.

Little research has been done on how
couples make decisions about spending
money on health care. However, a study in
the Philippines, supported by FHI's
Women's Studies Project, is exploring
couples' decision-making, including decisions
on family planning expenditures.

Research in Cebu, located in the south­
ern Philippines, found that women typically
play the major role in decisions about house­
hold expenditures, while decisions about
health and family planning are made jointly
with other family members. For example,
about two-thirds ofwomen in a survey con­
sulted no one else in their decisions to buy
shoes or children's clothing, and 43 percent
said they consulted no one when taking chil­
dren to a doctor.

IMPACT VISUALS/SEAN SPRAGUE

However, women tend to consult others
- primarily spouses - abo~t decisions that
involved larger expenditures. For example, 86
percent said they consulted spouses about major

purchases for the household; 90 percent about
buying land; 75 percent about hiring house­
hold help; and 84 percent about travel outside
of Cebu. Ifconflicts arise, 82 percent of
women said they and their spouse arrive at a
mutual final decision, while only 12 percent
said the husband's judgment prevails.

In decisions about whether to use family
planning, most women said they consultoth­
ers. Only 12 percent ofwomen said they made
autononlOUS decisions about contraceptive
use. Unlike other decisions where the spouse
was the primary person consulted, some 20
percent of study participants said they talked
with other adult females about family plan­
ning. Among women who consulted their hus­
bands about family planning, 25 percent of
women reported that, in case ofconflict, the
woman's decision prevailed. Only7 percent
reported that their husband's choice prevailed.

The research was a recent follow-up to
the 1983 Cebu Longitudinal Health and Nu­
trition Survey, a 10-year surveyofapproxi­
mately 3,000 households on contraceptive use
and child spacing, as well as maternal diet and
infant feeding patterns. The study was con­
ducted by the Office of Population at the
University of San Carlos in Cebu and the
U.S.-based Carolina Population Center at the

University ofNorth Carolina,
with support from FRI.l

To gather information
for the follow-up study, inter­
viewers named common
household decisions and asked
women whether they con­
sulted anyone when making
these decisions, whom they
consulted, whose judgment
prevailed in case ofconflict,
and what women do when
they disagree with a decision
made bysomeone else.

Other studies have exam­
ined factors that influence
couples' decision-making
about household expenditures
and have found that price is
often only one consideration
that affects family planning
use. Astudy of rural women,
also in Cebu, found that time

spent in obtaining contraceptives was an im­
portant factor in women's use ofcontracep­
tion.2 Research in Thailand found similar
concerns about the costs involved in obtaining
methods.3

Asmall study, which surveyed 64 women
in or near a fishingvillage.in southern India,
found that contraceptive prevalence was influ­
enced by women's autonomy rather than in­
come. In the village and surrounding rural
area, contraceptive prevalence was 27 percent.
Although women living in the village had
higher family incomes and better access to
health services, their use of family planning
was the same as the rural women, who lived in
a caste community. Researchers found that the
main reason women gave for not using family
planning was their lack ofdecision-making
power. Women's age, family size, children's
age and birth order affected women's decision-
.making power and access to money.4

Arecent study in Pakistan found that a
higher level ofwives' unearned income - pos­
sessions that the wife owns and the husband
does not control, such as household goods,
land or jewelry - resulted in overall lower
fertility for women in both urban and rural
areas. Researchers found that ifunearned in­
come for rural women increased by 25 percent,
compared to unearned income for men, the
fertility rate would drop by one child per
couple. Researchers recommended that since
Pakistan's fertility rate is high - 5.4 children
per woman - government policies that put
more financial resources in the hands of
women could ultimately help improve contra­
ceptive use and lower fertility.s

- Barbara Barnett
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BETTER ACCESS CAN BE ONE WAY TO IMPROVE SERVICES BY USING ADDITIONAL FEE REVENUES.

FOR EXAMPLE, IT IS OFTEN DIFFICULT FOR RURAL RESIDENTS TO VISIT A DISTANT CLINIC. As IN

MANY PLACES, RURAL RESIDENTS IN THE VERACRUZ STATE OF MEXICO TYPICALLY TRAVEL BY FOOT.

sustainability of a nation's entire family
planning effort, notes Dr. Janowitz. At the
country level, policy-makers will be con­
cerned with making sure all citizens have
access to family planning and may not fund
one institution's operations if clients have
easy access to family planning elsewhere.

Also, an institution concerned about
survival may be willing to eliminate family
planning services if they become too costly.
The Kumar Warmi (Healthy Woman) pro­
gram'administered by the Centro de
Informacion y Desarrollo de la Mujer
(CIDEM) in El Alto, Bolivia, which edu­
cates women about health care and human
rights, is one example. The program contin­
ues family planning education, but a Kumar
Warmi family planning clinic that opened in
1986 recently transferred services to another
clinic to improve CIDEM's long-term finan­
cial sustainability.I4

Creative strategies have also been used
to help subsidize the costs of services and
improve program sustainability. In
Bangladesh, the Concerned Women for
Family Planning (CWFP) established a
maternal-child health and family planning
clinic, which required income in order to
match donor support. CWFP began charg­
ing fees for clinic services on a sliding scale,
based on clients' ability to pay, although no
client was denied services. CWFP also
opened a restaurant and catering service, a
laundry and a beauty parlor. These activities
served the dual purpose of providing jobs for
local women and generating income for the
organization. IS
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The Fundacion Mexicana para la
Planificacion Familiar (MEXFAM) in
Mexico has increased fees for family plan­
ning and has begun selling training materials
as part of IPPF's Transition Project.
MEXFAM officials predict that this year the
clinic will be 34 percent self-sufficient, com­
pared with 13 percent five years ago:

PROFAMILIA in Colombia began as a
single clinic in Sante Fe de Bogota but has
expanded to 48 clinics in urban and rural
areas, recovering 50 percent of its total costs
through the sale of medical and surgical
services and a social marketing program.
Income is used to help subsidize family
planning programs. I6

One of the adyantages of charging fees
is that it can lead to improvements in quality
of services, says Dr. Foreit of the Population
Council. "At the moment you start charging
people, the client becomes the primary user
of the service. You have to please him or her,
and your quality becomes the quality that
person demands. Services that are offered
become the services users want, not the ser­
vices other people think the clients should
have. One of the 'side effects' of sustain­
ability is that it empowers the user."

Improvements in quality were one of
the benefits observed in IPPF's Transitiqn
Project. The project was completed earlier
this year, and one of the changes is that pro­
grams are more client-oriented, says
Monroy ofIPPF. "There is more sensitivity
about the needs of the clients. Providers now

ask people' what they want, how they feel, if
all their questions have been answered. In
the past, providers used to call people by a
number, but those days are gone."

- Barbara Barnett
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Convenience and quality are among reasons peopl~ are
attracted to private physicians,' clinics or pharmacies.

Commercial Sector Can
Improve Access

ncouraging commercial family
planning services for people who
are able to pay is oneway to improve
services for those who cannot pay,
experts say. By attracting some

clients to the commercial sector, public
resources can be used n10re effectively to
serve lower-income clients.

"Governments need to identify their
most appropriate role. They need to provide
free services for those who cannot afford
them, but ina lot of countries, middle-class
people use thesefree governn1ent clinics as
well," says Robert Bonardi, who was deputy
director of the recently concluded Promot­
ing Financial Investments and Transfers
(PROFIT) project, an effort that coordi­
nated private sector initia.tiyes throughout
the world. '

Fewdeveloping countries, however,
have a viable commercial'market for contra­
ceptives. Well-trained commercial provid­
ers, a dependable supply system for
commodities and a pool' of potential custom­
ers are needed for a commercia~ system to
.succeed. "You have to convince consumers
that the private sector can be advantageous
to them, that these services are affordable,
high-quality and convenient," says Bonardi.
"Governments can playa supportive role by
ensuring that regulations do not hinder the
private sector and that public programs do
not compete with the private sector in coun-
terproductive ways."

The comme~cialsector mayinclude
physicians, clinics, pharmacies or hospitals
that are generally financially independent.of
ongoing government or donor agency subsi­
dies.'Public funds might be used, however,
to stimulate consun1er interest in the
con1mercial sector.

Across varying cultures and political
systems, researchers have identified afew
common factors that seem to be crucial to
commercial success. These include the level
of urbanization, the number of physicians
per capita, and the extent of free contracep­
tive services available. "Because fan1ily plan­
ning is a relatively specialized market, a
large enough client base in an urban area
needs to exist' in order for a commercial .
medical practice or clinic to survive," says
William Winfrey ofThe Futures Group
International, a U.S.-based organization.
Also, places where there are more doctors
per capita tend to have more physicians
working iIi the. private sector, making a com­
mercial eff<?rt more viable. Where people
have access to free contraceptives,says ..
Wiilfrey,' "they have little or no incentive to
pay for the same products at a commercial·
facility." unless other ~spects are appealing,
such as convenience. Winfrey has found
no association between a country's contra­
ceptive prevalence and con1mercial sector
involvement} .'.

The commercial sector has generally. ~
been slow to expand into the family planning
field because of free public services, lack of
information and training, legal restrictions



A STRONG COMMERCIAL MARKET IN FAMILY PLANNING HAS EVOLVED IN SOME

COUNTRIES, INCLUDING MOST IN LATIN AMERICA. A WOMAN VISITS A PRIVATE

PHYSICIAN'S OFFICE IN ,MONTEVIDEO, URUGUAY.

~ome donor agencies and government
health ministries help train private-sec~or

providers in family planning. Some also help
to develop employer-based services. Projects
in Zimbabwe, Romania, Indonesia, Jamaica
and Turkey illustrate various appro;1ches

underway.
The Zimbabwe Na­

tio~al Family Planning
Gouncil (ZNFPC), which
coordinates public family
planning clinics, is train­
ing private doctors,
nurses, midwives and
pharmacists in family
planning information and
skills. The project has also
worked closely with two
medical insurance compa­
nies to publicize the fact
that coverage is available
for family planning ser­
vi"ces, and it is encouraging
pharmaceutical companies
to sell commodities at a
low cost to the private
sector.

"The public sector
was unable to meet all the
demands because people
who can afford to pay for
contraceptives are using
the free clinics," says
Roxana Rogers, family
planning advisor for the
U.S. Agency for Interna­
tional Development

(uSAID) in Zimbabwe and a member ofa
coordinating committee of physicians, phar­
macists, retailers and others planning ways
to enc~urage commercial services. "People
were" already shifting to the private sector,
but in an uncoordinated way. We were able
to make this happen in a quicker~ay."

An assessment of the com'mercial sector
found that 6 perce~t ofZimbabwe's popula­
tion is covered by medical aid societies, a
form ofprivate insurance. While most of the

In Sudan, for example, the government
placed oral contraceptives on its list ofessen­
tial drugs, reducing inlport barriers and
improving supply. In Senegal, after ~:;meeting
between the Ministry of Health ana the
National Association of Pharmacists, the
tariff ~n imported condoms was abolished.4

TRAINING PRIVATE PROVIDERS

BERYL GOLDBERG

Analysts debate the viability ofexpand­
ing the commercial nlarket in countries
where contraceptive prevalence is very low,
especially in sub-Saharan Africa. Some say
the level of consumer interest is insufficient
for a viable commercial sector. Another per­
spective, says Winfrey, "is that the commer­
cial sector can be leveraged, fronl the earliest
stages of program development, to foster
program growth in terms of incre~sing poth
contraceptive prevalence and sustainability."

Arecent review of family planning
costs and financing in sub-Saharan Africa
found that many countries do not encourage
the private sector. "Many of the constr.3;i~ts

to commercial sector expansion in sub-

Saharan Africa stem froni a lack ofapprecia­
tion of the potential for pubJic-private col­
la~oration in service delivery or financing,"
explains Dr. BarbaraJanowitz, who di,rects
FHI's research on economic is,sues. "The
government must sign on to any effort to
improve the environment for commercial
sector expansion if it is to be effective."

Some African countries are seeking to
eliminate laws, regulations and other struc­
tural barriers to private sector involvement.

CONVENIENCE AND ACCESS

and other reasons. Free contraceptives redl;Ice
the competitiveness of the private sector,
notes Dr. Jaikishan Desai, formerly a Futures
Group International research analyst.
Moreover, promoting contraceptive services
through advertising is rarely done where
services are free or at low cost. Since adver­
tising is a powerful motivating force among
consumers deciding how to spend disposable
income, lack ofadvertising makes commer­
cial interest less likely.2

Despite these obstacles, a strong
commercial market in family planning has
evolved in a few developing
countries, nl0stly in Latin
An1er~ca, North Africa and
the Middle East. The com­
merchil sector provides about
60 percent ofcontraceptives
in Bolivia and"Paraguay and
more 'than 40 percent in most
other Latin American coun­
tries, as well as in Turkey,
Egypt andJordan.3 While the
commercial sector is gener- .
ally small in other. regions of '
the developing world, some
governments have recently
made commercial involve­
ment a priority.

For the conlnlercial
family planning sector to sur­
vive and expand, consumers
must have incentives to use .~'

these services. "These con­
sumers prefer private sector
services because ofconve­
nience, greater access, better
confidentiality and quality,"
says Don Levy, director of
the Future Group's Social
Marketing for Change
(SOMARC) project. For ex­
ample, he says, consumers
pref~r using the same doctor regularly and
receiving private, personalized service, as
long as the price remains affordable. "Our
expansion in 'the direction ofclinical services
through the private sector demonstrates that
affordable services for intrauterine devices
(IUDs) or sterilization, for example, are
much preferred to less expensive public'
services."
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groups offer coverage for family planning,
few members use this option. Moreover,
most private clinic managers did not know
they could submit claims for family planning
services to the medical aid societies. The
project also encouraged companies that have
nurses for their employees to send the nurses
to a four-week course on family planning
services. And, nearly 200 peer educators have
been trained at eight companies to talk espe­
cially with men about family planning issues.,5

Aconsumer information campaign is
emphasizing quality and convenience. "We
need to let women know that they can get
good quality services from private provid­
ers," says Rogers. "We also need to help the
providers have access to low-cost contracep­
tives in the commercial sector." In 1997, the
coordinating committe~ worked closely with
the Ministry ofFinance to reduce the tariffs
on contraceptives.

PHARMACISTS AND MIDWIVES

Two groups ofcommercial providers
that are often underutilized are pharmacists
and midwives. The Zim~abwe project
trained 90 private pharmacists in providing
family planning services. It also developed a
quick reference guide for pharmacists on
contraceptives, communication and coun­
seling skills, and business practices,.and dis­
tributed it to more than 300 pharmacists.
The'reference guide was endorsed by the
Ministry ofHealth, ZNFPC, University of
Zitnbabwe Medical School and the Retail
Pharmacist Association (RPA). "This
project provided the coordination we
needed," says Andrew Vaughn, RPAvice­
president. "We'did not have the time and
resources to take these steps on our own."

The project also assisted six model phar­
macies to have anurse on hand for family .
planning counseling and minimum screening
tests in a quiet, private space. In Zimbabwe,
phannacists ca~ dispense contraceptives.

A project in Romania involved the
. National PharmaCists Association,the
University of Bucharest Department of
Pharmacy and a local ad agency. Coordi­
natedbyPROFIT, it sought primarily to .
involve young people in family planning.
The project trained 195 private pharmacists,
almost all of them women, and developed an
ea~-to-read resource book summarizing
contraceptive technology, distributed to
3,5QO pharmacists.
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A ROMANIAN BROCHURE USES THE

SLOGAN, "LOVE CAREFULLY - You

CAN CHOOSE WHEN TO HAVE A CHILD."

An information and ad campaign used
television, radio, print media, brochures and
special events to encourage young women to
buy contraceptives at pharmacies, using a
silhouette ofa young man and woman and
the slogan, "Love Carefully~You Can
Choose When to Have a Child." From 1996
to 1997, the sale oforal contraceptives at
private pharmacies increased 25 percent.
Also, a survey comparing 67"trained pharma­
cists with 102 pharmacists without training
found that those with training demonstrated
more knowledge about mechanism ofaction,
correct use, side effects and effectiveness.6

In somecountries, midwives could pro-.
vide more contraceptive services. The Indo­
nesian health ministry has trained midwives,
but there are not enough public-sector jobs
for all of them. To bolster the involvement
of these midwives in the commercial sector,
a U.S. $1 million revolving loan fund project
in Indonesia was implemented through a
midwives association, the national family
planning program and a major bank.
PROFIT supplied half the money for the
loans, with the bank providing the other
half, allowing relatively low interest rates for

. loans to renovate clinics, buy equipment or
purchase supplies. Some midwives used
loans to establish a new practice.

Among the·372 midwives who partici­
pated, most b<;>rrowed the maximum amount
ofU.S. $2,300 for 36 .months. Only 6 per-:­
cent of the borrowers were from villages,
despite efforts to encourage village partici­
pation. In addition to attracting public sec­
tor clients, the project may be expanding
overall contraceptive use. About 12 percent

of the borrowers' new clients had previously
used public sector sources, while more than
'75 percent had never used family planning.
The remainingnew clie~ts had previously
seen other private providers.7

Midwives and pharmacists can help
expand commercial.sector involvement,
-concluded PROFIT. "Pharmacists' can be
effective family planning educators, particu­
larly in countries where they can sell contra­
ceptive pills without a doctor's prescription,"
PROFIT said in a "lessons l~arned" report,
written when the USAID-funded project
ended in 1997. Similarly, PROFIT found
that midwives in Indonesia, Philippines and
Zimbabwe had a "strong desire to expand
into the private sector and astrong need for

.assistance to do so."

PRIVATE PHYSICIANS

Innovative means to get private doctors
involved·is also needed, such as targeted '.,
training programs. In the Caribbean country
ofJamaica, some 200 private physicians have
attended a series ofcontinuing medical edu­
cation seminars on family planning methods
over three years. USAID funding for fam~
ily planning has been gradually declining
in Jamaica, putting more pressure on the
National Family Planning Board to find
ways to engage the commercial sector.

Jamaica has high contraceptive preva­
lence (67 percent) and a substantial middle
class that can afford to pay for family plano:
ning services. Yet few private physicians
have been providing these services, since
free commodities have been available at
public clinics. An assessment found that pri­
vate doctors opposed using some methods
because ofa lack of knowledge. For example,
24 percent of those surveyed thought incor­
rectly that the injectable depot-medroxy­
progesterone acetate (DMPA) was unsafe
and 16 percent believed incorrectly that it
resulted in·perm$lnent fertility problems.s

The Medical Association ofJamaica,
which has chapters throughout the island,

. working with the National Family Planning
Board and FHI, developed a series of train­
ing seminars for private physidans. FHlhas
conducted eight seminars coverillg repro­
ductive physiology, an overview ofall modem
contraceptive methods and special issues,
such as family planning for adolescentS. More
than 70 physicians who attended at leastsix



OSSIE HAMILTON

A PARTICIPANT ASKS QUESTIONS AT A MEDICAL ASSOCIATION OF JAMAICA CONTRACEPTIVE

TECHNOLOGY UPDATE SEMINAR FOR PRIVATE PHYSICIANS, NURSES AND OTHERS. FHI AND

THE NATIONAL FAMILY PLANNING BOARD OF JAMAICA ASSISTED WITH THE SESSION.

of the eight seminars received certification
in family. planning through the Medical As­
sociation ofJamaica.

"We know the interest among private
physicians for offering family planning is
high," says Lynn Adrian ofFHI, who
worked with·the project. "We hope this in­
terest will result in substantially more com­
mercial-sector provision of services."

SOCIAL .MARKETING

Social marketing has successfully in­
volved the private sector in contraceptive.
distribution, especially the distribution of
condoms to prevent the spread ofsexually
transmitted diseases, including HIV.

Social marketing uses commercial mar­
keting strategies for a social purpose, usually
selling the product at a subsidized rate. A

typical project develops a network of outlets
for selling contraceptives, building con­
sumer awareness of the product through
advertising, often using a logo or symbol
that can be displayed at participating phar­
macies and shops. In Uganda, while millions
ofcondoms are given away free through the
public sector, a social marketing program
still sells millions more per year by targeting

messages to specific audience segments. An
appealing logo and packaging build a loyal
clientele.

In several projects, this social market­
ing model has been expanded to promote
providers as well as specific products. In
Turkey, for example, SOMARC developed
a network ofcommercial health-care facili­
ties to offer high quality family planning
services at affordable prices. Called Kadin
Sagligi Ve Aile Planlamasi Hizmet Sistemi
(KAPS), which means Women's Health and
Family Planning Service System, the net­
work includes more than 150 outlets in
Istanbul. The Turkish Family Health and
Planning Foundation (TFHPF), Marketing
Systems and AVSC International are partners
in the effort.

The project recruited providers for the
network, developed a site assessment form
to monitor quality, and in order to promote
quality practices, required those providers
who wished to belong to KAPS to send their
staff to a three-day training program.

It negotiated with the members of
the network to reduce their fees because
consumer surveys showed high prices

discouraged use. Several hospitals reduced
sterilization fees by 30 percent, for example,
and KAPS members agreed to post a' price
board in the reception area, making consum­
ers aware of available services and prices.
KAPS operates a telephone hotline to answer
family planning questions. Also, local com­
munity promoters contact women to tell
them about services..

Client surveys found that.the portion.of
postpartum clients who received family plan­
ning information went from virtually no
counseling to 31 percent after the network's
first year.9 "The services network is evolving,
being ilnproved and revised," says LevY of
SOMARC. "The model is being· tried in
Nepal and the Philippines."

- William R.. Finger

REFERENCES

1. Winfrey W, Heaton L,
Dayaratna V. VVhat drives the commer­
cial sector for family planning? a com­
parative analysis. Presentation at
Population Association ofAmerica meet­
ing, Washington, March 27-29,19,97..

2. Desai]. The private sector in
family planning services: demand and
supply issues. Unpublished paper. The
Futures Group International, 1997.

3. Winfrey W, Heaton L, Fox T.
The commercial sector in family plan-·
ning: preliminary results. Unpublished
paper. The Futures Group Internationa',
1997.

4.]anowitz B, Measham D, West C.
Family planning costs and financing in
sub-Saharan Mrica - Draft. Unpub­
lished paper. Family Health Interna-" .
tional, 1997.

5. Weinman]M. Private Sector Sub­
project, Zimbabwe. Final Evaluation Report,
September 1995-August 1997. Arlington,
VA: PROFIT, 1997.

6. Weinman]M. Private Sector Sub­
project, Romania. Final Evaluation Report,
October 1995-September 1997. Arlington,
VA: PROFIT, 1997.

7. Sherpick AR, Hopsto'ck P].
Baseline and Follow-up Data on Participants
hi the PROFITRevolving Loan FimdfOr
Midwives (Indonesia). Arlington; VA:
PROFIT, 1997. .

8. Bailey W, McDonald OP, Hardee K, et
a1. Family Planning Service Delivery Practices of
Private Physicians in Jamaica. Final Rep011.
Kingston: National Family Planning Board, 1994.

9. Cisek CR, Cankatan H. Stimulating pri­
vate health-care facilities to increase and improve
reproductive health services: the KAPS network
in Turkey. Unpublished paper. The Futures
Group International, 1997.

NETWORK Winter 1998 ·15



All resources must be examined, especially
the use of staff.

Cost Analysis Serves
Many Purposes

n analysis offamily planning program
costs can be performed for different
reasons. Acost analysis might be used
to make major decisions about a
national family planning program, for

example, or even to compare the benefits ofa
national family planning program with other
social programs. '

Cost analyses can also be tailored to
examine smaller issues, such as comparing
different services within a program or clinic.
Examples of these studies include an analysis
ofadding Norplant to family planning pro­
grams in Thailand and whether to change
the number of follow-up office visits for in­
trauterine device (IUD) users in Ecuador.

Cost studies need to consider all re­
sources involved, especially the use of staff.
Some costs are relatively easy to measure,
such as the cost of supplies. However, deter­
mining the cost of staff time needed for a
specific service involves, on-site research.

"You need to find out how staffmem­
bers spend their time," says Dr. Barbara
Janowitz, who directs economics research at
FHI. "The only way to do that is to go to the
clinic or delivery site. This is the critical ele­
ment in a cost approach that sees the pro­
gram as a system - using specific resources
to produce desired services." Dr. Janowitz
and her colleagues developed a guidebook
to assist program managers in using such a
system analysis framework.!

BEITER USE OF STAFF

The Mexican government, working
with FHI, analyzed a national system that
provides 16 percent ofall family planning
services in Mexico. Amore efficient use of
staff could substantially increase the number
ofclients served, the study suggests.

The study found that nurses work an
average ofabout 6.5 hours a day and physi­
cians about 6.25 hours a day, totals that in­
clude personal break time. Government
officials say a reasonable work day should be
eight hours. Also, the health workers spend
less than halfof their time providing direct
services to clients (nurses, 38 percent; doc­
tors, 47 percent). Meetings, administrative
duties, unoccupied work time and personal
time account for much of the remainder.

By increasing the workday to eight
hours and increasing the portion of time
with clients to two-thirds ofa provider's
work day, "efficiency can be increased to
accommodate growing demand within the
current service delivery system up to the
year 2010," the study concluded. This would
allow the system to expand services from the
current 1.5 million couple years ofprotec­
tion (CYPs) to 1.8 million CYPs in 2010
without additional staff. The CYP cost aver­
aged for all contraceptive methods would
decline from about u.s. $26.40 in 1995 to
about U.s. $24 in 2010.

The study showed "how the Ministry
ofHealth can contain program costs while
continuing to meet the needs ofa population
that is still growing," says Dr. Gregorio.
Perez-Palacios, director general of
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COST STUDIES NEED TO CONSIDER ALL RESOURCES, ESPECIALLY THE USE OF STAFF TIME. TIME

AVAILABLE TO SERVE CLIENTS IS INFLUENCED BY OTHER DUTIES, INCLUDING' THE NEED TO

ATTEND MEETINGS OR PERFORM ADMINISTRATIVE TASKS. A WOMAN RECEIVES COUNSELING AT A

FAMILY PLANNING CLINIC IN NEPAL.

reproductive health for the Mexican Minis­
try ofHealth. The study also found that
CYP costs could be reduced by increasing
tl:te number ofcontraceptive units (oral
contraceptives and condoms) provided at
each clinic visit and by switching from a
one-month injectable to a three-month
injectable.2 .

Ten research t'eams observed physi­
chins and nurses in hospitals, urban and
rural health centers and health auxiliary .
units. The cost ofprovider labor was esti­
mated, and this cost, plus costs for capital,
commodities and other expenses, allowed
calculation ofCYP costs for different con­
traceptive methods.

Like Mexico, contraceptive preva­
lence has grown rapidly in Bangladesh,
from 8 percent in the 1970s to 45 percent
in the current decade. Bangladesh officials,

. working with FHI, examined the capacity
of its family planning outreach and clinic
systems, assuming a continuing increase in
the denland for services. .

As in Mexico, this study observed
how staffspend their time, using that and
other data to calculate the CYP cost for
each method. Government field workers
spent about 3.75 hours a day working, with
about two-thirds ofthat time traveling and
one-third with clients. Unauthorized leave
accounts for about 20 percent ofthe cost ofa
field worker providing family planning ser­
vices, based on a surveillance ofwhether field
workers actually worked and, ifso, the length
oftime they worked.

If field workers eliminated absenteeism
and increased the time they worked each day
by one hour, the labor cost per CYP for the
pill would decline by about one-third, from
U.S. $3.05 to U.S. $1.97. With this better
use ofstaff time, the number of field workers
needed by the year 2004 would be only
17,118, a decline from the 23,500 employed
in 1994. However, each worker would be
responsible for almost twice as many
couples, to 1,382 couples from the current
719 couples to visit per year. With no
change in work patterns, the program would
have to increase the number offield workers
by more than a third, to 32,861 field workers,
with the cost going from U.S. $24 million to
U.S. $33 million.

"Increased productivity would enable
the existing systems to meet the projected
demand in 2004," concludes an FHI study.
But maintaining good quality services and
good management approaches' are also criti­
cal; the study says. "An important question is

whether these changes are realistic, in that
they assume an increased work effort on the
part of field workers."3 The study does not
address how absenteeism would be reduced

. and added work time increased by the gov­
ernment. It points out, however, that a simi­
lar study found that field workers at
nongovernmental organizations (NGOs),
whose salaries are similar to governnlent
field workers, were absent less often and
spent more time making home visits than
the government workers.4 This suggests that
NGOs may offer motivation factors that
could be duplicated among government
workers, encouraging better performance.

injectables and U.S. $1.40 for the IUD.
Moreover, almost all of the new Norplant
acceptors interviewed in the study indicated
they would have used another modern
method if they did not have access to
Norplant. Hence, it would be less expensive
for the governnlent to supply injectables and
IUDs instead ofNorplant. The government
had to decide whether to purchase Norplant
for widespread distribution, even though
less.costly alternatives were available; charge
users higher prices; or limit Norplant to cer­
tain groups, such as women in remote areas
or to those who had completed their families
and did not want to be sterilized.5

. "Soon after the introduction of the
method, the policy was to provide the im­
plants to a few target groups of users in
remote areas, not nationwide," says Dr.
Kanchana Kanchanasinith of the Thailand

.Ministry of Public Health. The policy was
influenced by limited supplies and high de­
mand. More recently, enough supplies have·
been available to serve all appropriate clients
who requested Norplant. Women pay about
20 percent of the cost of the device (about
U.S. $4.27 of the $19.25 commodity cost).
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Analysts have pointed out weaknesses
in depending entirely upon the CYF mea- .
surement when making decisions about se'r­
vices. CYP does ilqt take into account the
different failure rates during normal use
from one method to the next,' for example, .
nor do-they consider other important as­
pects, such as a client's need to use condoms
or other barrier methods to protect against
sexually transmitt~d diseases or clients'
perceptions and :p~eferences. 6

Astudy in' Ecuador with Centro
Medico de Orientaci6n y Planificaci6n Fa­
miliar (CEMOPLAF) examined potential
cost savings in reducing the number ofre­
quired follow-up.visits for IUD users with­
out endangering a W:oman's health. The .
study, which interviewed some 5,000
women, found ~at one follow-up visit
would'qetect 66 percent of the health prob­
lems, while the r,equired four visits would,
detect 73 percent of the problems. Chang­
ing to a one-visit standard allowed s~bstan­

tial savings.7 CEMOPLAF made the
change, allo"wing staff to provide other ser­
vices;.including more care to clients who
experience probletps. At the sam~ time, the
program emphasized to IUD users that they
should r~tUrn for a follow-up visit if they
noticed any abdominal pain.

In Honduras, the Asociaci6n
Hondurefia -d~ Planificaci6n de Familia
(ASHONPLAFA), working with FHI;'
found that its two largest clinics produced

A STUDY IN MEXICO CONCLUDED THAT EFFICIENT

USE OF FAMII.Y PLANNING PROVIDERS 'COULD

GIVE FAMILY PLANNING INFORMATION VISITS A

CLIENT AT HER HOME IN MEXICO.
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68 percent of the c,linical services provided
in 1991. Four smaller clinics accounted for
the remaining use and genera~ly had' the
same fixed costs. This' meant the average
cost per client was much higher in smaller
clinics. Finding ways to Increase utilization
of the four smaller cl~nics would spre~d out ,­
the fixed costs among more visits and thus
reduce' average costs.B .'

COMPARED TO, OTHER SERVICES

Some cost studies compare the value of
family planning to other health costs.

Acost-benefit analysis in Mexico exam:"
ined whether the Instituto Mexicano de
Seguro Social (lMSS)'s family planning ser­
vices saved IMSS money by reducing the
load on its maternal and infant care service.
The study used cost data from 37 IMSS hos­
pitals and 16 clinics. The s~dy found that
for every peso IMSS spent on family plan­
ning services in.its urban population during
a 12-year period, it saved nine pesos on ma­
ternal and infant care services, averting?6
million births during the study period.9

Arecent study in the United States
compared the costs of 15 different contra­
ceptive methods to the health costs ofusing
no method, and found that all methods were
less costly compared to:the health costs of
unintended pregnancies when using no
method. The stUdy also concluded that



"up-frontacquisitipn costs are inaccurate
predicto~s' oftheJotaI economiccosts of
competing co~trflc~ptive methods."10

A r~,cent study,inGreat Britain found a
similar result, reporting that all contracep­
tive medlQds resulted in netsavings to the
NationafHealthServiCe because' family
planning services are less expensive than all
outcomes from u,nplanned pregnancy, with
additional savings through the.avoidance of
income maintenance and social welfare pro­
vision arising from unplanned pregnancies.u

These studies included insurance costs
, for health care associated with unwanted

pregnancies, which involvedinsurance sys­
tems that are unique to the United States
and Great Britain. Even so, the studies have
implications for developing countries, where
many governments essentiallypay the
health-care costs that private insurance
supports in some western countries~

Other reproductive health issues have
also been examined. Ina recent study in
Tanzania, researchers from the' London
School ofHygiene and Tropical Medicine
and elsewhere concluded that,the ,cost­
effectiveness of intervention to prevent

HIVinfections compared fa~orably with
, other succ~s~fulpreventive ~~dicine pro­
grams, such as.childhood immunization
efforts. ;The scientists compared,the costs'of
intervention to the number ofHIVitifec~
tionspre,:ented to re~ch this conclusion.12 , :

- WilliamR.Finger
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PROTOTYPE FORMS

GEL BARRIER

were not clearly associatedwith ,
the presence ofp24 antigen in
patients' blood.

"Our data suggest that
many of the previously described :
signs and sylnptoms ofacute
HIV infection may be relatively
nonspecific, particularly in devel­
oping country settings where
other endemicdiseases with
similar symptoms are more
common," Dr., Quinn and his
colleagues conclude.

News Briefs
Continuedfrom page 2

HIV antibodies. They were then
screened for p24 antigep, an
HIV core protein, which can
detect HIV-infected blood sev­
eralweeks before HIV antibod­
ies first appear.

"With p24 antigen screen­
ing, we can identify HIV infec­
tions much sooner after they
occurand, thus, get a more ac­
curate picture of risk factors and
symptoms ofacute HIV infec­
tion,"explains senior author Dr.
Thomas Quinn ofNJAlD.
Clinical symptoms among p24
antigen-positive patients in­
cluded fever, night sweats and
joint pain. However" sympt()ms
such as enlarged lymph nodes,
oral thrush, diarrhea and rash,
which previous studies have
linked to acute HIV infection,

Developed over seven years
~tLaval·tJniversity's Infectious
Oiseases Research Center; the
prototype is applied as a poly­
mer-based liquid' that solidifies
into a gel at body temperature~

A woman or male homosexual
partIier wouldapply the liquid
to genital or analparts before a
sexual encounter, similar to the
way spermicides are used. .

.Laboratory ~ests show that
the non~toxicgel forms a film
that physically blocks the
transmission of HIV, the virus
responsibleJC?r AIDS, and
HSV,the virus responsible for

~
' anadianscientistssay they genital herpes. Studies are in:

,
ha,v,e devel,op,e,d a prom,ising progress to determine howlong
prototype ofa new kind of the gel remains effective after its

barrier method for women that application and to see if the gel
may protectagainst the trans- can act as a contraceptive.
mission ofHIVandother'sexu- ., , "We hope this will lead toa
ally transmitted dise~ses'::" :"' .. :~~~~)',;~,~ .;,lsuccessful product that can pro-

, tect womenwhen their male

partners refuse to wear latex
condoms," says Dr. Michel ,G.
Bergeron, director of the infec­
tious diseases research .center at
th~ university in the City of
Quebec. "It can be used with",:
out telling a partner who does
not want to use a latexcoridom."
Clinical trials involvinghumans
are expected to begin soon, Dr.
Bergeron says. '
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Text Box

jmenustik
Best Available



Integrating STD care with family planning can make'
services more accessible while also reducing costs.

Integrating Services
.Involves Cost Issues

espondirig to clients' needs and
appeals from women's advocates,
health providers are searching for
ways to integrate care for sexually
transmitted diseases (STDs) with

family planning programs.
An important question in integrating

STD care is how much new services will cost.
Conducting cost analyses can guide policy

.and provide details for program budgets.
The 1994 International Conference on

Population and Development in Cairo
called for acomprehensive approach to re­
productive health, rather than a narrow focus
on family planning. Preventing and treating
STDs is considered crucial to this approach
because some STDs enhance transmission
'of the deadly virus that causes AIDS, a major
health concern worldwide.

More than 330 million new cases of
curable STDs develop every year and, be­
·sides in~reasing HIV transmission, they
cause pain and infertility in both sexes.
However, women are biologically more sus­
ceptible to STD infection, less likely to
show symptoms and harder to diagnose.
Women also face harsh consequences, in~

cluding pelvicinflammatory disease (PID),
'cervical cancer and death. STD-infected
pregnant women risk ectopic pregnancy,
miscarriage, prematu~e delivery and still­
birth, and their infants may develop pneu­
monia or blindness, or they may die. All of
these risks are costly to individuals and to
society in terms ofmedical expenses and lost
productivity.

STDs already influence family plan­
ning services. Awoman infected with or at
risk ofan STD should not use an IUD,. for
example. Barrier methods - especially
condoms - are a more appropriate recom­
mendation, since they can protect against
STDs, or clients at risk may wish to'combine
condom use with another contraceptive. In
addition, some women incorrectlyinterpret
reproductive tract infections as a side effect
of their contraceptive method, says Dr. John .
Townsend, a Population Council senior
associate in India. Integrating STD care
with family planning may mean better care
for clients, longer contraceptive continua­
tion, and higher savings for family planning
programs because of fewer unnecessary vis­
its, he says..

On 'a policy level, cost analysis can
point out the relative costs and benefits of
STD services and indicate how they should
be funded. While treating STDs can save
money in the long-terin,.the cost ofmain'­
taining laboratories, training staff and sup­
plying drugs can burden health budgets that
may already be overextended. For example,
an FHI study by the AIDS Control and Pre­
vention (AIDSCAP) Project in five Bangkok
clinics found that offering STD services cost
an average ofU.S. $19 to U.S. $25 per pa­
tient, while the Thai government was
spending only U.S. $20 per capita on all
health needs at the time. I

But policy-makers also must be aware
ofbenefits, even those·that cannot be quan­
tified, says Steven Forsythe, health econom­
ics officer at AIDSCAP. "Ifyou are doi,ng a
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INTEGRATING STD CARE WITH FAMILY PLANNING CAN MAKE SERVICES MORE ACCESSIBLE, AS

WELL AS REDUCE COSTS. WOMEN AWAIT SERVICES AT A FAMILY PLANNING CLINIC IN GUATEMALA.

cost analysis, you should make sure that you
not only emphasize costs, but the benefits
being achieved," which include lower long­
term medical costs, increased productivity,
savings to employers and a reduction in
pain, suffering, infertility and mortality for
individuals, he says. These benefits often do
not show up on a family planning program's
balance sheet but sho'uld be considered at
policy levels, experts say.

"Ofvarious [health] investment options,
reproductive health interventions rank
among the 'best buys' available," according to
lain Aitken and Laura Reichenbach ofthe
Harvard University School ofPublic Health,
who studied programs in Africa,and Asia.2

And STD treatment ranks as one of the least
expensive of these reproductive health options,
per year ofhealthy life saved.

An FHI report concludes that many
international organizations consider STD
care an essential component ofa compre­
hensive reproductive health program, but
they disagree about which services to offer.
The study urges policy-makers to plan com­
prehensive reproductive health programs
methodically, by identifying national
health goals first, followed by making
decisions on which new reproductive
health services are needed to achieve
the goals. Next, countries should ex­
amine funding requirements and
sources offunding, followed by a
strategy for implementing new ser­
vices.3

COST-EFFECTIVE SERVICES
For programs, cost analysis can

be used to decide whether STD ser­
vices fit into the budget, which ofsev­
eral interventions will be most
cost-effective, and how to make ser­
vices sustainable. "Sustainability
should be built into project planning
from the very start," Forsythe says.
"Planners should identify ways of sus­
taining services, and not wait until
after funding has disappeared." In the
course ofanalyzing costs, keeping a
focus on clients' needs and quality of
services is important, experts agree.

Integrating STD care with fam­
ily planning can make services more
accessible, reach a network of sexually
active women and reduce costs. For
example, a study by the Population
Council in Mombasa, Kenya clinics

run by the Mkomani Clinic Society found
that offering STD services to a symptomatic
client who requested oral contraceptives
during the same visit cost about U.S. $8.60,
while offering the services separately cost
U.S. $12.40. The difference, which did not
include start;up expenses for integration, was
.due primarily to savings in overhead and
staff costs.4 ' .

Deciding which services are most cost­
effective is essential. The best approaches
for e~aluating cost-effectiveness take into
account local STD prevalence, cultural set­
ting and clients' needs, in addition to avail­
able resources. The most appropriate and
cost-effective approach for some family
planning programs may be referring clients
at risk to STD clinics. Another simple, often
less expensive route to addressing STDs is
prevention - education and condom distri­
bution - which has been widely used for
HIV control. Still other clinics are moving
to evaluate, diagnose and treat clients, and
even notify their partners.

However, only a few detailed studies
have examined costs to determine which of
such interventions would be the most cost­
effective - solving a given problem using
the least amount ofmoney.

In the United States, chlamydial infec­
tion is the most common bacterial STD,
with about 4 million new cases each year. As
with many other STDs in women, chlamy­
dial infection is often asymptomatic - most
infected women show no signs ofhaving it.
However, the infection can lead to PID, infer­
tility or other serious sequelae, so family plan­
ning clinics have been searching for an
effective way to screen and treat women for it.

In one study conducted in the Pacific
Northwest region of the United States,
researchers wanted to find out whether
selective or universal screening for
chlamydia would be more cost-effective.
They evaluated more than 11,000 family
planning clients and 19,000 STD clients
with a pelvic exam, and asked questions
about age and sexual history. Then they
tested all clients for Chlamydia trachomatis

BERYL GOLDBERG
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LABORATORY TESTING TO IDENTIFY STD INFECTIONS IS EXPENSIVE BUT RELIABLE. IN ONE

OF THE FIRST STUDIES TO EXAMINE COS'TS OF DIFFERENT DIAGNOSTIC STRATEGIES, ALL

STRATEGIES EXCEPT LABORATORY TESTING MISSED A SIZEABLE NUMBER OF INFECTED

WOMEN AND INCORRECTLY DIAGNOSED MANY WHO WERE NOT INFECTED.

using a direct fluorescent antibody test, an
enzyme ilnmunoassay, a DNA probe or cell
culture.5

About 6 percent of the women tested
positive for chlamydia, and those younger
than 2a,were most likely to be infected.
When medical costs and lost productivity
were taken into account, the researchers
concluded that screening all family planning
clients for chlamydia would be more cost­
effective than selective screening, if disease
prevalence was above 3 percent. For STD
clients, selective screening would be most
cost-effective until prevalence reached 7
percent, because the screening criteria bet­
ter predicted which of these women were
infected.

, An earlier study in California family
planning clinics found that universal screen­
ing for chlamydial infection would pay for
itself through long-term medical savings if
the prevalence of infection was as low as 2
percent.6

However, these results from the United
States cannot be used to predict conditions
in developing countries. Costs vary widely
based on several factors, including location,
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disease prevalence and type, and the inter­
vention being tested. For example, in the
developing world, sYlldromic management
of STDs, rather than laboratory tests, might
be considered for symptomatic women be­
cause of its lower costs. Rent, salaries, drug
costs and other expenses also vary widely.

Few studies in developing countries
examine the costs of alternative strategies to
determine which women to treat. In one of
the first such studies, Laurie Fox and Alan
Spruyt ofFHI collaborated with]amaican
researchers to examine the cost-effectiveness
ofSTD interventions in two family planning
clinics in Kingston,]amaica. Their study also
estimated the prevalence ofchlamydial in­
fections, gonorrhea, syphilis and trichomo­
niasis and identified STD risk factors
among the clinic's clients'?

The researchers examined a variety of
diagnostic approaches to see which was
most cost-effective and worked best to iden­
tify and treat clients with STDs. All clients
in the study were interviewed and received a
leukocyte esterase urine test also known as

urine LED, which is done with an inex­
pensive dipstick; pelvic exams; and labora­
tory tests. The interview- covered:a .
woman's age, her sexual history ahd symp­
toms, and those ofh'er partner. Costs of
labor, materials and drugs associated with
each screening method were calculated,
but cost of training and 'equipment were
not included.

, .The relative cost-effectiveness of
each strategy was evaluated by comparing
these costs per infection identified and
treated. The study's findings'were ana­
lyzed to determine which intervention or
combination ofinterventions would be
most appropriate in these dinics..

Of 767 family planning clients
screened, 26 percent had at least one STD,
and 14 percent of the 767 clients had a
cervical infection with gonorrhea or
chlamydia. The interview and urine test
together identified more than three quar­
ters of the women with a cervical infec­
tion. Adding a pelvic exam without a
laboratory test only diagnosed an addi­
tional4 percent of infected women, sug­
gested unnecessary treatment for an
additional 5 percent of uninfected women
and was substantially more costly, adding
38 percent (U.S. $15) to the cost of each

STD identified and treated.
"The interview and urine test do not

identify everyone with infections - we wish
they did," Fox says. "But they are more
within the reach of family planning pro­
grams around the world than pelvic exams,
which have high costs for training and
equipment, without adding substantially to
correct STD identification," she says. All
strategies except the laboratory-based diag­
nosis missed a sizable number of infected
women and incorrectly diagnosed many who
were not infected. The researchers recom­
mended education and condom promotion
at a minimum, and less costly strategies
based on methods such as risk assessment
and urine LED as the best current options
for STD management among family plan­
ning ~lients in resource-poor settings.

INTEGRATION IN INDIA, COLOMBIA

Like]amaica, India has a high rate of
reproductive tract infections (RTIs), which
may afflict up to 60 percent ofwomen. RTIs
can result from STDs, overgrowth of nor­
mal microbes in the reproductive tract, or
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poor clinical practice during IUD inser­
tion, pelvic exams and other procedures.
The Indian government has developed a
plan for integrating STD care with family
planning and other health services, and
policy-nlakers are exploring the best way to
proceed.

As part of this preparation, the U.S.­
based Population CounCil is working with the

,state ofUttar Pradesh in Indiato determine
the feasibility, strategy and cost ofoffering
RTI care with other health services.8 The
research team trained doctors in RTI case
management, and lab technicians to do
simple diagnostic tests atseveral health cen­
ters with limited lab facilities. They then
determined the costs of training, salaries and
serVices and modeled the RTI program's
cost at different levels ofdiseaseprevalenc,e
and service use.

Their analysis determined that, at the
primary health center level; the program '
would cost more than U.s. $2,500 annually
to serve 600 people, considered a low level
ofuse. The drug budget alone would need to
'double in order to offer servicesto symp­
tomatic women - a small percentage of
those ,who have STDs.

Asymptomatic women were not in­
cluded in the estimates because the program
is just beginning, says Dr. Saumya
RamaRao, the study's lead author. "This is
the first step," she says. "As we get more cli­
ents and determine the patterns of infection,
we will know more about how to modify the
modeLand the services."

B~cause of the high cost ofdiagnosis
and treatment, the Population Council rec­
o~Ii1ended supporting education efforts,
training providers to manage RTI cases;
cutting down on procedure-related infection
and encouraging clients' use ofbarrier
methods to reduce infections.

PROFAMILIA, a family planning or­
ganization in Colombia, is among programs
that have already expa~ded STD services
into family planning clinics. Dr. Gabriel
Ojeda ofPROFAMILIA cautions that it is
essential to budget for all costs - both fixed
ones, such as equipment facilities and other
items, and variable costs, including drugs .

and other supplies that change with the
number ofclients. Salaries, utilities and other
costs must all be taken into account as well.

PROFAMILIA offers STD services at
its three types ofclinics - for men, women
and adolescents. Women are not screened
for STDs, but those who have symptoms are
diagnosed and treated. Finding out how to
pay for such services has been an important
consideration, Dr. Ojeda says. "We have to
be financially self-sufficient," he says;
PROFAMILIA's clinics require clients to'
pay a fee for STD services.

Other programs have asked clients to
pay a,small amount for STD care. For ex-

, ampl~, the AIDSCAP study in Bangkok
found that adding night hours drew more
STD clients, but the greater expense of run-'
ning the clinic at night could not be sus­
tained without nlore funding. The study
recommended that clients be charged a
small fee for exams to help recoup some
costs.

The difficulty, experts say, is that some
clients will not seek STD treatment, con­
tributing to a severe public health problem.
So programs have to find a balance. "We
have found that we can offer STD services
and people accept them," Dr. Ojeda says. '
"There is a demand. If the services are good,
people prefer to pay rather than to go to free
govern.ment services where the quality is not
as high." ,

Besides charging fees, PROFAMILIA
has found that its STD services can remain
financially self-supporting through other
means. The organization has arranged con­
tracts with private medical organizations
and with the Colombian social security sys­
tem to offer STD treatment and diagnosis as
part ofa reproductive health care package,
Dr. Ojeda s~ys. However, these contracts do
not cover costly HIV treatment, which
PROFAMILIA cannot afford to provide, he
says. PROFAMILIA also raised funds for its
initial integration of STD services through
donations from international organizations.

Family planning managers <;:an use cost
analyses to determine how to budget for
integrated care, which services to offer, and
how to make them sustainable, experts say.
After evaluating local STD prevalenceand
type, clients' needs, available resources and

whether STD and other services can effec­
tively be provided elsewhere, those deciding
whether to integrate services should con­
sider a strategy of first starting on a small
scale. .

"Progranl nlanagers need to look at
STD prevalence, methods ofdiagnosis and
treatment, and appropriate meansofeduca­
tion and prevention to determine what best
suits the environment in terms ofcost and
culture," says Fox ofFHI. Beginning with a
small pilot program can help clarify how .
some of these factors work in practice, allow­
ing managers to adjust their strategy as ser­
vices expand.

- Carol Lynn Blaney
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