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gram costs well into the next decade.
This optimistic outcome depends on var-

ious assumptions. First, and foremost,
providers must respond to increases in de-
mand with commensurate increases in pro-
ductivity. Is this feasible? Regulations gov-
erning employment contracts for health
care providers at the Ministry of Health in-
dicate that an eight-hour workday is the
standard.14 Though we were modest in set-
ting the workday to well under eight hours
per day (seven and one-quarter hours or
less) and actually observed at least this level
of work effort in just 20% of our sample,
such an improvement in length of work-
day may nevertheless be difficult to achieve
nationwide. Increasing the proportion of
time that providers spend with clients
would require reductions in the amount of
time devoted to other activities. This can
be achieved if providers manage these
other tasks more efficiently or have lower
paid personnel perform them, depending
on the activity.

To achieve higher standards in both
components nationwide, the Ministry of
Health may need to improve the overall
supervisory structure of its system. For ex-
ample, area managers might have to re-
view work schedules on a periodic basis

This suggests that the Ministry of Health
could absorb any increase in demand for
services that occurs from natural popula-
tion growth through the year 2010 without
hiring more personnel. If, in addition to in-
creasing their labor productivity, providers
dispensed more contraceptives at each
visit, the 1995 CYP costs could be reduced
immediately to $25 and to $22 by serving
1.8 million couples in 2010.

Discussion
In light of decreased external funding for
family planning and the potential for
greater demand for services, the Mexican
Ministry of Health has to consider various
options for reducing the costs of services.
We have outlined several ways in which
the productivity of the ministry’s service
delivery system can be improved. Specif-
ically, this can be accomplished by in-
creasing both the providers’ workday and
the proportion of time they spend deliv-
ering services, and by reducing the num-
ber of visits for resupply methods (by dis-
tributing more contraceptive protection
at all visits). Our projections show that the
Ministry of Health can meet the antici-
pated demand for family planning ser-
vices without any increases in overall pro-

to ensure that health care personnel are
providing services for the required num-
ber of hours per day. Of course, it is pos-
sible that radical changes in the supervi-
sory structure may not be indicated; as the
growing population places new demands
on the system, Ministry of Health staff
may respond naturally and adjust work
patterns accordingly.

Providing more contraceptive protec-
tion at each visit for resupply methods can
be easily accomplished. In our hypothet-
ical exercise, we doubled the amount of
oral contraceptives and condoms dis-
pensed; for oral contraceptives, this raised
the numbers of cycles per visit to the rec-
ommended number suggested by the
Mexican government.15 Increasing the
number of cycles also echoes the recent
recommendation of a review team, which
assessed population activities in Mexico.16

Even greater savings could be realized if
the program were to adopt WHO-en-
dorsed guidelines suggesting that a full
year ’s supply of oral contraceptives be
provided at the time of acceptance.17

Certain aspects of the methods we used
in our research have inherent weakness-
es that need to be pointed out and dis-
cussed. For example, we will never know
for sure how our observation of providers
may have altered their work patterns or
activities. If anything, our presence may
have artificially improved performance.
If this is the case, our estimates represent
a best-case scenario, and actual CYP costs
may be even higher than reported. Thus,
there may be more inefficiencies in the cur-

Figure 1. Baseline cost per CYP for selected contraceptive methods, and estimated costs after
time spent with clients is increased or after the length of the workday is increased

Cost

*The cost estimates for female sterilization are weighted averages taking both the cost of the technique and its prevalence into account.
Thus, the total baseline cost ($10.80) represents 75.7% of female sterilizations being postpartum procedures (at $8.30 per procedure)
and 24.3% being interval procedures (at $17.20 per procedure).
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Figure 2. Baseline cost per CYP for oral con-
traceptives and condoms, and estimated
costs if more contraceptives are distributed
per visit
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