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recruit participants for
each focus-group dis-
cussion. Female com-
munity health promot-
ers affiliated with
FEMAP who resided in
those neighborhoods
identified and recruited
participants for the
study. The promoters
tried to follow strictly
the selection criteria for
recruitment, but this
proved difficult in a few
cases where invitations
were made to ineligible
women by word of mouth through other
women. It was considered impolite to turn
people away from the discussions. Thus, al-
though some participants were older than
the targeted age, the great majority were still
in their childbearing years. In addition, the
promoters attended the sessions as ob-
servers, and their comments generally
helped keep the group dynamics relaxed.

A total of 77 women from 10 neighbor-
ing urban colonias participated in the
study, and the size of the discussion
groups ranged from five to 11 participants.
The overall mean age among participants
was 30 years (see Table 1). While the level
of formal schooling varied widely by
study site, only 42% overall had complet-
ed primary school (at least six years of ed-
ucation). The large majority of women
(83%) were married. Among the 15 un-
married women, eight had a current reg-
ular partner. The participants averaged 2.9
living children. Fifty-nine women had no
children or three or fewer, 17 had 4–6 and
one woman had seven or more.

While the moderator (the first author)
conducted each focus-group session, an as-
sistant observed and took notes. Sessions
were conducted in Spanish, using a cul-
turally sensitive translation of the common
moderators’ guide prepared by a lifetime
local resident. After an introduction, the
moderator distributed a brief questionnaire
on personal characteristics and described
the study’s purpose and methodology. The
women were informed that the session
would be videotaped and were assured
that confidentiality would be maintained. 

The moderator and her assistant dis-
cussed each session on the same day it was
held, while organizing and summarizing
relevant notes. After carefully reviewing
the videotape, the moderator prepared a
verbatim English translation of the ses-
sions on audiotape, which was then tran-
scribed. Ten percent of the transcriptions
were randomly selected for independent

Local Mexican Setting
Most modern contraceptive methods are
available in Mexico at no cost through the
public sector, the primary source for ap-
proximately 62% of current users.9 Howev-
er, injectables, the implant and the female
condom are not offered by the public sec-
tor; within the private sector, pharmacies are
the most popular source of contraceptives
and account for 22% of the total (public and
private) market share.10 A wide array of in-
jectable contraceptives has nevertheless been
available in pharmacies since the 1970s.*11

The Mexican study site, Ciudad Juárez
in the state of Chihuahua, sits along the
Mexico-U. S. border, across the Rio Grande
from El Paso, Texas. The Ciudad Juárez–El
Paso metropolitan area is known for hav-
ing active maquiladoras (multinationally
owned factories that employ local labor),
heavily traversed international bridges,
poor environmental conditions and gen-
eral poverty.12

The Federación Mexicana de Asocia-
ciones Privadas de Salud y Desarrollo Co-
munitario (FEMAP), a health and com-
munity development organization with
national headquarters in Ciudad Juárez,
collaborated in the study. All participants
were clients of FEMAP’s community-
based reproductive health education and
contraceptive distribution program.

The fees charged by nongovernmental
providers such as FEMAP are often sub-
stantially lower than those asked by local
pharmacies or private-sector providers.
In addition, FEMAP usually offers meth-
ods free of charge to very low income
clients. In Ciudad Juárez, FEMAP offers
a variety of pills and condoms through its
own pharmacies and its community dis-
tribution program. Other methods, such
as different injectables and spermicidal
cream or tablets, are also available at
FEMAP pharmacies, while clinicians offer
IUD insertion and removal and female
and male sterilization at the organization’s
central medical facility. Currently, FEMAP
does not provide the female condom or
the hormonal implant.

The Focus Groups
The targeted population for the study in
Ciudad Juárez consisted of poor urban
women who were aged 15–49 and who
had had  either a  low (1–3) or high (four
or more) number of births. Urban rather
than rural women were selected to in-
crease the likelihood that participants
would have been exposed to modern con-
traceptive methods.

FEMAP officials identified 10 poor colo-
nias (urban neighborhoods) from which to

validation of the translation, which was
deemed to be of excellent quality.

To permit comparability across the na-
tional study sites, the multicountry study
coinvestigators originally designated 15 dis-
cussion themes; in addition, each investi-
gator identified other country-specific
themes. In the Mexican study, 24 themes
were identified, and the primary author
color-coded and marked the relevant sec-
tions of the transcript. She and a coinvesti-
gator independently extracted information
related to each theme from the group tran-
scripts and generated aggregate summaries
of each theme for all 10 focus groups. There
was near-perfect agreement between the
summaries of each group’s discussion.

Because there was insufficient relevant
material for some themes and significant
overlap of content for others, the 24 orig-
inal core themes were consolidated into
13 groupings of related topics.

*For a variety of reasons, including widespread bleeding
problems and political concerns, depot medroxyproges-
terone acetate (DMPA) was dropped from government
clinics during the early 1980s (see C. W. Meade et al., and
J. Garza-Flores, P. E. Hall and G. Perez-Palacios, reference
18; and personal communication, Gustavo Martinez, med-
ical director, Hospital de la Familia, Ciudad Juárez, Mex-
ico, March 1997). Nevertheless, at the time our study was
conducted, DMPA was readily available in local phar-
macies. Monthly injectables (marketed as Perlutal and Pa-
tector), however, were the two most commonly available
injectables. Half-doses were also available as monthly in-
jectables, but are known to severely disrupt menstrual
patterns (and a toxicological review has been recom-
mended for Perlutal). (See: R. Recio et al., “Pharmaco-
dynamic Assessment of Dihydroxyprogesterone Ace-
tophenide Plus Estradiol Enanthate as a Monthly
Injectable Contraceptive,” Contraception, 33:579–589, 1986;
reference 11; and M. K. Toppozada, “Existing Once-a-
Month Combined Injectable Contraceptives,” Contracep-
tion, 49:293–295, 1994.) Although some participants indi-
cated that the bimonthly injectable norethindrone
enanthate was also available in local pharmacies, we were
unable to find it in three private pharmacies chosen at ran-
dom. According to a study on the introduction of a new
combined monthly injectable, Cyclofem, the Mexican Na-
tional Family Planning Program will soon be making it
available through the public sector (see reference 10). The
method, however, was not readily available in pharma-
cies at the time of our study.

Table 1. Selected characteristics of participants in 10 focus groups
on contraceptive attributes, by neighborhood from which group
was drawn, Ciudad Juárez, Mexico, 1994

Neighborhood N Mean Age Mean no. % with
age range of living primary

children education

All women 77 30 15–52 2.9 42
Melchor Ocampo 5 32 20–43 2.3 83
Insurgentes 10 27 16–45 3.0 27
División del Norte 6 31 21–42 2.3 29
Independencia #1 5 40 27–52 4.3 33
Leyes de Reforma 11 30 15–43 3.2 31
La Cuesta 6 32 24–39 3.4 71
Tierra y Libertad 11 27 20–45 2.5 45
Francisco Madero 8 33 20–48 3.1 30
Mirador 6 28 23–37 3.3 57
Azteca 9 32 21–46 2.1 14


