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Summary and Recommendations

1. Background

Working with
health provid-
ers

Population Services International (PSI) India is a social marketing organiza-

tion that offers subsidized contraceptives and other reproductive health

products to low income groups. In 1997, PSI started addressing doctors to

inform them about social marketing and its products (Doctors Meetings).

Currently, PSI Rajasthan conducts a focused Expanded and Informed

Choice (EIC) approach that concentrates on the whole range of health in-

formation and service providers of the private and public sector.

Expanded and
Informed
Choice 

A baseline study has revealed that one major barrier to an increased usage

of family planning and reproductive health products is a lack of information,

both on the side of consumers as well as on the side of health providers.

Therefore, the purpose of EIC is to improve the quality of information avail-

able to the population. As part of this approach, EIC Training aims at im-

proving the attitudes and practices of the health providers so that they pro-

vide better information to their clients.

Need for the
study

In view of the innovative character of EIC Training and Doctors Meetings

(DMs) and the possible expansion in Rajasthan and replication in other In-

dian states, PSI and the German Development Bank (KfW) – which is a

major donor to social marketing and to PSI – expressed their interest in a

first appraisal. Potentials and constraints regarding the implementation, pos-

sibilities for linking both approaches, and options for impact monitoring are

of major concern. After the initial agreement of KfW to finance a SLE study,

PSI and SLE agreed on the objectives and details of the project. Exploring

New Directions of Social Marketing – An Assessment of Training Health

Providers in Rajasthan/India aims at improving the social marketing ap-

proaches of PSI Rajasthan that focus on training and informing the health

service and health information providers, and at developing options for an

improved monitoring system, with a special focus on impact monitoring.

Major conclu The two major conclusions of the study are:
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sions • There is a gap between the ‘real’ and the ‘perfect’ health provider in the

sense of offering choice and information.

• PSI should proceed with its innovative approaches of training/informing

health providers because of their importance in future social marketing

activities, and because the assessment has shown that the interventions

can lead to an improved provider-client interaction.

• Continuous impact and process monitoring is necessary in order to take

full advantage of experiences gained, and in order to adjust the interven-

tions accordingly.

• In order to have a lasting impact on attitude and practice, interventions

need to be focused in terms of health providers addressed, topics raised

and the follow-ups conducted. This is all the more important if the inter-

ventions are to be extended to state level or beyond.

2.  Methodology 

Explaining be-
havior change

In order to assess the impact of PSI’s approaches on the behavior of health

providers, the SLE/PSI team used the Andersen behavioral model of health

behavior, which was adapted to the specific focus of this study. This adapted

model defines the final outcome of a provider-focused behavior change in-

tervention as the provider-client-interaction. This is related to a number of

internal and external factors. These factors were used to structure our focus-

group discussions and individual interviews and helped us to formulate first

hypotheses concerning the influence of the intervention on the provider-

client interaction. 

Triangulation In order to collect the necessary information on health providers and PSI

interventions we used three major perspectives. While the health providers

were clearly the center of our attention, the community perspective and the

one of PSI staff were also examined. Thus, information that is difficult to

obtain directly was collected and cross-checked, a technique known as tri-

angulation.

Research steps After six weeks of preparation in Berlin, we moved on to the actual field re-

search and the collection of data. Information was gathered through obser-

vations, focus-group discussions, individual interviews, questionnaires, pre-

and post-test sheets, and workshops. During the phase of analysis the in-

formation was discussed with the management and field staff of PSI. After

the assessment of EIC Training and DMs, the team developed recommen-

dations for a stronger integration of both approaches and options for process

and impact monitoring. The last six weeks were used for the presentation,
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discussion, and documentation of the results.

3.  Social marketing

Marketing
techniques for
social aims

The term social marketing was first introduced in 1971 and describes “the
application of proven concepts and techniques drawn from the commercial
sector to promote changes in diverse socially important behaviors such as
drug use, smoking, sexual behavior, family planning and child care”
(ANDREASEN 1995). Social marketing also health products accessible to
underprivileged population groups in a cost-effective way. 

Social market-
ing in India

In India, social marketing of contraceptives dates back to 1968. In the 1980s
and early 1990s new organizations specialized in social marketing and
NGOs began to participate in the government-led program. Social marketing
products in India aim at catering for the lower and lower middle-income
strata of society. People living below the poverty line are intended to be
supplied with free contraceptives distributed by the government. By 2001,
condoms and oral contraceptives distributed under the social marketing pro-
gram accounted for one third of all condoms and pills distributed in India
(MHFW 2001: 9).

Population
Services Inter-
national 

PSI India was established in 1988 as a non-profit and non-governmental

organization with the aim of supporting the government of India in the fields

of reproductive health, HIV/AIDS prevention, and maternal and child health.

Although PSI India is affiliated with PSI’s main office in Washington, it is ,to

a high degree, independent. The main target groups of PSI interventions are

low-income families with a monthly income between 1,500 and 5,000 Ru-

pees. Operating since 1988, PSI Rajasthan initially distributed the govern-

ment condom brand Deluxe Nirodh covering all districts of the state. In 1990,

PSI started distributing its own socially marketed condom brand Masti. Two

years later, PSI added Pearl, an oral contraceptive pill, to its product basket.

Later, further products such as an oral rehydration solution, a water disin-

fectant, and multivitamins were added. Since 2001, Rajasthan serves as a

demonstration project for the distribution of contraceptive injections to doc-

tors. 

4.  Reproductive health situation in Rajasthan

Definition According to the World Health Organization, reproductive health implies that

“people are able to have a satisfying and safe sex life and that they have the

capability to reproduce and the freedom to decide if, when, and how often to

do so. Implicit in this are the rights of men and women to be informed and to

have access to safe, effective, affordable, and acceptable methods of family
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planning of their choice, and the right to appropriate health-care services

that enable women to safely go through pregnancy and childbirth” (WHO

1998).

Rajasthan Rajasthan is geographically the largest Indian state, accounting for 10 per-

cent of India’s territory with a population of over 56 million. Few regions are

as prone to tradition and as strict in applying socially restrictive rules that

affect opportunities for women, including access to higher education, repro-

ductive freedom, and employment. 

Mortality risks
are high

The reproductive health situation in Rajasthan varies considerably, depend-

ing on the geographical region as well as on the religious, social and eco-

nomic status. Muslim women, the scheduled caste and scheduled tribe

women tend to have a poorer state of health. The fertility rate has remained

constant for some time, with an average of 3.8 children per mother, the third

highest in India. Women between the age of 15 and 19  account for 17 per-

cent of total fertility, the median age at first childbirth is 19.5. Health and

mortality risks for mothers and children are high.

Low usage of
health      serv-
ices

The high rate of child mortality (80 per 1000 live births in the course of the

first eleven months) points to the low coverage of antenatal, delivery, and

postnatal care. Great efforts are being undertaken by the Indian Government

to supply pregnant women with iron and folic acid tablets and vaccinations.

Women are encouraged to deliver in health facilities. Indicators show that

prenatal care is higher than delivery assistance and postnatal care, but in

principle, all three components are low. Based on the weight-for-height in-

dex, 36 percent of all women are undernourished. 49 percent of all women

suffer from anemia in different degrees. 43 percent of all married women

report some type of reproductive health problem, of these, 78 percent have

not sought professional medical advice.

Unmet need for
family planning
& birth spacing 

Surveys show an unmet need for family planning. That is not only due to a

lack of proper information about contraceptives but also to a gap between

knowledge and use. 40 percent of all married women currently use contra-

ceptives, with female sterilization accounting for 80 percent, condoms for

three percent, pills for two and intrauterine devices for one percent of meth-

ods used. The use of contraception for spacing the time between births is

low. Instead, once the desired number of children has been reached, women

use contraception for limiting the number of births. In-laws and neighbors

play a major role in family size issues, because they are highly respected.

Social pressure and the fact that a married woman does not have her own
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social network in the home of her husband are major factors influencing the

life situation and decision making power of newly wed women.

HIV/AIDS HIV/AIDS is of major concern in India. The HIV incidence rate is in absolute

numbers the second highest total of annual infections next after South Af-

rica. Yet, 79 percent of Rajasthani women have never heard of HIV/AIDS

and of those who have, 41 percent do not know a way of avoiding infection.

Those who have heard about HIV/AIDS have obtained their information

mainly through mass media. With 63 percent of all women not having regu-

lar access to mass media, other ways of spreading the information need to

be sought.

5.  Findings: Characteristics of health providers

Urban – rural According to our findings, private health providers, such as private doctors,

registered medical practitioners and chemists are concentrated in urban

regions, where the client volume is higher. The rural areas are mainly cov-

ered by the public sector, i.e. public doctors, auxiliary nurses and midwives

at health center level. At village level, there are Aangan Wadi workers – re-

sponsible for child health and nutrition – and the Jan Mangal model couples

for family planning. The private sector in rural areas is represented by a few

chemists, a few registered medical practitioners, and traditional birth atten-

dants. 

Predisposing
characteristics

The health service providers, such as private and public doctors as well as

registered medical practitioners, and health product providers, such as

chemists, are mostly men. In comparison, auxiliary nurses and midwives,

traditional birth attendants and Aangan Wadi workers are exclusively female;

Jan Mangal couples are, of course, mixed. Doctors and registered medical

practitioners attend a high number of patients, yet it is quite clear, that for

social reasons delicate female health issues cannot always be counseled in

a proper way. In contrast, auxiliary nurses and midwives, traditional birth

attendants, and Aangan Wadi workers seem to be in a better position to

empower women in reproductive health issues. 

In general, we have not been able to determine which side, the public or the

private health providers, has a higher level of education. According to our

findings registered medical practitioners, especially rural private practitio-

ners, and traditional birth attendants lack basic medical knowledge. 

Training needs Public health providers seem to receive quite specific training, in accordance

with their function within the public health system. However, government
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training is not of a high standard. While emphasis is laid on technical knowl-

edge, soft skills such as communication and counseling skills are not suffi-

ciently taken into consideration. Doctors are important influencers, but they

do not consider themselves in need of additional training. However, they do

express an interest in precise information on new developments. The auxil-

iary nurses and midwives are given quite a profound training organized by

the government. They seem eager to participate in further training, in the

hope of receiving extra information not provided by other bodies. Aangan

Wadi workers are, in general, responsible for child health and nutrition, but

their relationship with rural women with small children predestines them to

counsel on more sensitive topics of reproductive health. They are in need of

additional training and their potential for counseling is not yet exploited. Fi-

nally, Jan Mangal couples in their role as model couples and community

multipliers are predestined to promote inter-spouse communication, one

aspect not yet properly supported. However, their knowledge on reproduc-

tive health issues is quite limited and the same applies to their communica-

tion skills.

Training needs in the private sector vary: Registered medical practitioners

who have not received any formal training and have no access to informa-

tion are willing to join training, if their specific needs are met. Those who

have received some sort of training in the past feel a need for additional

training, as they are excluded from government interventions. The untrained

rural private practitioners are desperately in need of training and they would

require full medical training. Traditional birth attendants, who play an impor-

tant and sensitive role in the community, are also in need of additional in-

formation; only few of them have been trained. In contrast, chemists regard

themselves as businessmen; from their point of view counseling is a loss of

time and they do not feel any need for supplementary training.

Attitudes In terms of attitude, we have discovered that most health providers –

whether from the private or from the public sector, urban or rural, female or

male – have a paternalistic attitude. Quite often they believe that they know

exactly what is right for their patients, without even asking them. Many

health providers in the public sector, most notably the auxiliary nurses and

midwifes, are very strict with the targets for family planning and even tend to

exceed them, which must be regarded as a strong barrier for behavior

change. According to government politics, changed only recently, targets for

family planning, especially female sterilization were set to be met by all the
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different categories of health workers.

Provider-client
interaction

Concerning the provider-client interaction we conclude that health providers
are not aware of the importance of offering expanded and informed choice in
reproductive health issues and lack counseling skills. 

6.  Assessment of PSI’s advanced approaches

The purpose of
EIC Training

The purpose of EIC Training is to improve the attitudes and practices of
health providers to enable them to provide better information to their clients. 

Implementation EIC Training and follow-up activities are implemented by interpersonal
communication coordinators (ICCs) in eight districts of Rajasthan. The ICCs,
of whom half are women, are highly motivated. However, there are different
perceptions regarding the purpose of EIC Training, which is partly due to
differences in the quality of the training-on-the-job they receive. External
trainers are enlisted to conduct the EIC Training.

Health providers of all the different categories currently participate in EIC

Training, although the vast majority of the participants stems from the public

sector. The one-day training session covers reproductive health issues and

family planning methods. A short module on counseling is also included. The

training is designed in a participatory manner. Uniform training material has

been developed and distributed.

The follow-up consists in a six-contact-scheme: A first contact (1), EIC

Training (2), the conducting of behavior change communication activities (3),

health providers receiving a PSI newsletter (4), the invitation to a refresher

training session (5), and the refresher training itself after six months (6). The

implementation of these activities is largely delayed; refresher training has

not taken place so far. 

Effectiveness The effectiveness of EIC Training is likely to be limited, partly because the

different training needs of the participants are not taken into account. Yet a

certain increase in short-term knowledge and a slight change of attitude can

be noted. The overall effectiveness of the EIC approach is equally ambiva-

lent, since the implementation of follow-up activities has been delayed.

Monitoring Monitoring of the approach is weak. The management information system of

PSI cannot provide detailed information. The referral system established in

order to promote the referral of patients to service providers is merely a copy

of the existing referral system.

Linkages Linkages to other training organizations exist, but their potentials are not
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used. A number of governmental and non-governmental organizations work

in the field of health and training. Yet, a systematic exchange of information

or cooperation has so far not taken place. 

Purpose of
Doctors Meet-
ing

The purpose of Doctors Meetings is to make doctors prescribe and/or dis-

pense the PSI products, most specifically Neotral, an oral rehydration salt.

Implementation DMs have been implemented all over the state since 1997. DMs are organ-

ized by an exclusively male field staff, with territorial sales managers con-

ducting the meetings and field officers organizing the follow-up detailing

sessions where products are described in depth. In 2001, only 13 DMs took

place. While the sales managers and the field officers are highly motivated,

there is a tendency to view social marketing as a mere marketing operation.

The participants of DMs are mainly male doctors, with slightly more from the

public sector, but registered medical practitioners are also invited to attend.

A meeting lasts for about 45 minutes and covers PSI as a social organiza-

tion, PSI family planning products, and other reproductive health items, such

as oral rehydration salt. The product basket has recently been expanded to

encompass water purification solution and vitamin tablets. The meeting is a

lecture followed by a joint meal. 

Effectiveness It is not possible to assess the effectiveness of DMs or the following detailing

sessions, since the management information system provides no details on

products sales or demand for information material that can be related to

DMs or doctors detailing. 

Monitoring The management information system only records the number of DMs that

have taken place. Figures related to subsequent sales or other activities are

not available.

Needed ap-
proaches, yet
serious short-
comings

Both approaches are crucial for the further development of social marketing.

By providing information (and products) to health providers, both ap-

proaches address an unmet need. Yet, the assessment has shown that

there are shortcomings in the implementation of both approaches. Follow-up

activities are delayed or do not take place. There is no sufficient monitoring

system that would allow for assessing the impact of the approaches and

adjusting the activities accordingly. 

Potential not
fully explored

Both approaches are highly complementary. DMs are more urban-based

and product oriented, EIC Training penetrates rural areas and focuses on

specific issues. DMs deal with doctors as a key health provider group and
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takes their time constraints into consideration. EIC Training informs village

health workers and has the great, but not yet fully exploited potential, of im-

proving the counseling skills of health providers. As a high percentage of

women are participating in training, their empowerment and a broader sen-

sitization for the relevance of gender topics is another potential that is not

yet fully exploited.

Recommendations

The recommendations are based on our major findings and conclusions as

well as on the results of a joint workshop with PSI, with the participation of

the management and field staff of PSI Rajasthan and senior managers of

PSI India and other Indian states.

Major conclu-
sions

The approaches of working directly with health providers represent important

innovations to social marketing of reproductive health methods and prod-

ucts. Given their design and desired output they can be merged into one

single approach, thus taking advantage of their synergy effects.

7.  Developing the approaches

Programmatic
considerations

Social marketing operates on a large scale. Interventions have to be replic-

able and maintainable, state- or countrywide. In order to address its target

group of families with a monthly household income between 1,500 and

5,000 Rupees, social marketing organizations will most probably not be able

to penetrate villages with a population of less than 2,000. 

PSI should focus on training health providers from the private sector. One

third of the Rajasthani population uses the private sector for general health

care, but would almost exclusively consult the public sector for reproductive

health or family planning topics. This suggests that there is much potential

for increasing the capacity of the private sector to offer information on meth-

ods and products. 

Project consid-
erations: 

Indian system medical providers, registered medical practitioners, and pri-

vate doctors are considered the most relevant group for PSI to work with

and to focus on. Intervention in the form of training shall take place and must

be closely monitored.

The public sector shall be integrated through a single advocacy and infor-

mation workshop, where all public providers within a health center setup are

assembled. For further involvement, public doctors and child development

program officers will receive ongoing support by PSI, as they are in a posi
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tion to pass the information on to their staff.

Charging fees, location of venue, client numbers, willingness to work with

PSI and to abide to a code of conduct shall be criteria for choosing the pro-

viders to be trained.

The main factors to motivate providers to attend training and cooperate with

PSI are an increase in the number of clients and reputation. This can be

obtained by providing valuable information and promoting a labeled network.

Content and
duration of
training

The training shall focus on a few main issues. One core aspect shall be

counseling and communication skills.

We recommend adapting the duration of a training workshop to the issues

raised. Time constraints of health providers involved are also to be taken

into consideration.

Follow-up A close and consistent follow-up is crucial to reach the project purpose.

Follow-up and support activities could include:

• Detailing

• Refresher training

• Distribution of information material

• Newsletter

• Network

• Distribution of a contact list

• Behavior change communication activities

Organizational
issues

We recommend recruiting an EIC assistant.

A better coordination between ICCs, their supervisors, the training coordi-

nators, field officers, and the territorial sales managers is a prerequisite for

implementing the project design. 

8.  Monitoring

PSI monitoring PSI internally monitors its finances, activities, and results with the help of the

management information system (MIS), using regularly collected data. Im-

pact monitoring is carried out externally with the help of baseline surveys

(KAP and CAMPI) and midterm reviews.

General Working with new approaches makes it even more important to define the

purpose of data collection, analysis and the use of experience gained.

Special attention shall be paid to a common understanding of goals, objec-

tives and purpose of PSI interventions.
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Process moni-
toring

Feedback sessions after training shall be institutionalized. We recommend
using a special observation sheet as a supporting tool.

Monthly meetings shall be used more intensively as a qualitative monitoring
platform.

The existing activity sheets shall also be used for qualitative information on
the PSI-health provider-interaction so that the state coordinator can be in-
formed directly.

Meetings between PSI, trainers and research institutes that work for PSI
shall take place at least once a year.

Short-term
monitoring

Pre- and post-tests can be used to monitor the short-term impact of the

training. They shall be redesigned accordingly.

The assessment of the EIC pre- and post-tests currently in use revealed that
their potentials are not fully exploited. They do not provide qualified informa-
tion, but only mirror the self-evaluation of the participants by using pre-
formulated questions like “I can explain…” or “I understand…” with the two
possible answers “yes” or “no”. The SLE/PSI team has developed and
tested a new design for pre- and post-tests (for doctors, registered medical
practitioners, Indian system medical providers). 

Long term
monitoring

A simple and practicable system for a continuous long-term impact monitor-

ing shall be installed.

We suggest using three to four accurate proxy indicators to monitor the im-
pact of PSI interventions. These proxy indicators shall be measured after
three, six and twelve months. After one year the results are to be evaluated
and, if necessary, the proxy indicators adapted accordingly: If the chosen
proxy indicators fail to give helpful information, new ones should be chosen. 

Examples of
proxy indica-
tors

The following assumptions and proxy indicators have been developed for
doctors:

• Someone who asks for more or shares information material with clients
is more likely to counsel and to take the patients seriously.

• Someone actively participating in behavior change communication ac-
tivities is more likely to counsel, to be serious about his/her role in the
community, and to take patients seriously.

• Someone who agrees and abides to a 'Code of Conduct'1 is more likely
to counsel.

• Someone who attends refresher training is more likely to counsel.

                                        

1 A guideline for counseling to be drafted by PSI, possibly in cooperation with other agen-
cies.
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