
Developing Spanish-Language Family PlanningMaterials:
Lessons Learned from Extensive Field Tests

Despite the importance of providing family planning

clients with educational materials that are easy to read

and understand, scant information is available on the

development of materials for clients who feel most

comfortable speaking and reading Spanish. Language

difficulties and low health literacy, including lack of

knowledge about contraception or where to get it, are

important barriers to Latinas’ utilization of reproductive

health services and understanding of health information

among Latinas.1–3 Other barriers, such as cost and lack

of health insurance coverage, compound difficulties in

accessing services, placing low-income Latina women at

high risk of unintended pregnancy.4–6 Noncitizens and

most recent immigrants are not eligible for Medicaid-

covered family planning services, and the proportions of

15–44-year-old women who have no insurance are nearly

twice as high among these groups (63% and 66%,

respectively) as among those born in the United States

(35%).4

In California, access to family planning is greatly

facilitated by Family Planning, Access and Treatment

(Family PACT), a federally funded program run through

theOffice of Family Planning of the state’s Department of

Health Services. This program provides reproductive

health and family planning services at no cost to unin-

sured and underinsured residents. Family PACT serves

approximately 1.6million clients per year. More than half

(52%) of these clients speak Spanish as their primary

language; among clients aged 35 and older, the pro-

portion is 69%.7 Despite the availability of Family PACT,

access to quality services for women who speak primarily

Spanish is impeded by a lack of health educationmaterials

compatible with the literacy levels of these clients.

In this special report, we describe a project in which

a team of researchers, family planning practitioners and

health education experts designed and extensively field-

tested Spanish-language brochures for five contraceptive

methods.

BACKGROUND

In 2000, the Public Health Division of Contra Costa

Health Services (the county health department) wanted

to improve the quality of family planning service delivery

for its largely Spanish-speaking clientele. A needs assess-

ment in which 197 of the agency’s immigrant Latina

clients were surveyed found that 74% had not graduated

from high school and 33% had a sixth-grade education

or less.8 Furthermore, consistent with findings from

previous studies,9–15 it found that many clients had

difficulty understanding the medical forms and health

education materials they received in the clinics.

The needs assessment results prompted a broader

review of available family planning materials. This review

concluded that while numerous family planning materials

were available in Spanish, nearly all were inappropriate

for clients who had not graduated from high school.

Some materials lacked illustrations to support the text,

others relied too heavily on medical terminology and yet

others included too many educational messages per

page.16–19

Given that the ability to read and understand the

information provided with a contraceptive method is

associated with its proper use,9,20,21 the lack of appropri-

ate materials for this immigrant population was problem-

atic. As a result, a medical consultant from Contra Costa

Health Services and a University of California researcher

with expertise in the reproductive health of immigrant

women developed a project, Apoyando a la Mujer Latina

(Providing Support to Latina Women), aimed at creating

a new set of family planning brochures. The project’s

guiding principlewas to listen to and learn from the target

population so as to provide materials that would help

Spanish-speaking clients who had not graduated from

high school make informed choices about contraceptive

methods, improve compliance and increase knowledge

about how to use contraceptives correctly.

The California Family Health Council, an organization

with expertise in creating innovative health education

resources, assisted the project with the development of

the brochures and provided a graphic artist to create the

illustrations and the brochure design. The project was

funded over three years by The California Endowment.

An eight-page brochure was developed for each of the

following methods: oral contraceptives, the injectable

depot medroxyprogesterone acetate (DMPA), the patch,

IUDs and male condoms.

DEVELOPMENT PHASE

Between May and September 2003, we conducted focus

groups and in-depth interviews with women who spoke

primarily Spanish to learn about acceptable vocabulary,

appropriate images and preferred layout for the bro-

chures. After analyzing the data, we created a version of

the first brochure to field-test betweenMarch andDecem-

ber 2004. Family planning practitioners from Contra

CostaHealth Services provided key educationalmessages
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for the brochures, and Contraceptive Technology22 was used

as the primary resource to ensure that messages were

accurate. Recommendations made by the Program for

Appropriate Technology in Health (PATH)23 were used

as guidelines for developing the brochures (Box 1).

Each brochure included an introduction to the method,

explanations of how the method works and how to use it

correctly, a list of possible side effects and information

about the risks of STDs. Each one also had a page that

addressedmethod-specific issues. For example, the DMPA

brochure covered changes in the menstrual period related

to use of themethod, and the condombrochure contained

information on how to take care of condoms.

The brochures illustrated a clinic visit, presenting

a dialogue between a Latina doctor and a Latina client

(the condom brochure also included a Latino male

client). The doctor gives information about the method,

answers questions and sometimes asks the client ques-

tions. The client asks questions about the method and

answers the doctor’s questions. Each page (except for the

cover page) included key educational messages—for

example, ‘‘Return to the clinic in 12 weeks for your next

injection’’ or ‘‘The patch does not protect against sexually

transmitted diseases.’’

Ideally, we would have liked to design and field-test all

five brochures, make appropriate revisions and retest

them to assess improvements. However, restrictions on

time and resources required that we test one brochure in

the field while we worked on the design of the next. We

developed the pill brochure first, then the brochures for

DMPA, the patch, IUDs and condoms.Wewere able touse

the valuable information gathered from each field test to

improve upon the design of the next brochure. This

process allowed us to assess whether the improvements

we made to the brochures had the desired effects on

comprehensibility and acceptability. The brochures were

developed in both Spanish and English by a bilingual

staff, and the final Spanish-language version was trans-

lated and proofread by a professional translator.

ASSESSMENT PHASE

To assess the brochures, we conducted interviews with

18–50-year-old women whose primary language was

Spanish and who had not graduated from high school

or its equivalent in their country of origin. Recruitment

occurred at five family planning clinic sites;* interviews

took place between December 2004 and August 2005. A

total of 304 women were interviewed (86 for the pill, 60

for the DMPA, 59 for the patch, 52 for the IUD and 47 for

the condom brochure).† Eighty percent were from Mex-

ico, and 20% were from Central America. Respondents

had lived in the United States for an average of five years,

and 47% had a sixth-grade education or less.

Bilingual interviewers administered a structured ques-

tionnaire, which took approximately one hour to com-

plete. They began with the questionnaire’s demographic

measures and then gave participants the brochure and

asked them to review it. They then asked three questions

exploring participants’ overall reactions to the brochure:

‘‘What do you think about the brochure in general?’’ ‘‘Did

you like the brochure?’’ and ‘‘Why or why not?’’

Next, participants were asked a series of questions

(which were developed according to PATH guidelines23)

about each page of the brochure. The first three questions

addressed the illustrations: ‘‘What do you see in this

picture?’’ ‘‘Do you like the picture?’’ and ‘‘Why or why

not?’’ Using the answers to these questions, the inter-

viewer determined if the illustration was understood as it

was intended to be and if it was acceptable. If so, the

interviewer designated the illustration ‘‘OK.’’ If the

participant had not understood the illustration or felt

that it should be changed, the interviewer designated the

illustration as ‘‘not OK’’ and asked the participant what

changes should be made.

The interviewer used a similar technique for assessing

the key educational message on each page. To assess the

comprehensibility of these messages, the interviewer

asked: ‘‘Tell me in your own words what messages you

understood from this page.’’ Participants were allowed to

look at the page while answering this question. Messages

that were described accurately were designated ‘‘OK,’’

while messages that were missed, misunderstood or hard

to understandwere designated ‘‘notOK.’’ The interviewer

solicited suggestions for improvingmessages determined

to be ‘‘not OK’’ and asked participants if any specific

words were difficult for them to understand. The final

question about each page was ‘‘Is there anything else on

this page that you would like to change that we have not

asked about?’’

BOX 1. Guidelines for developing contraceptive education
materials in the Apoyando a la Mujer Latina project

Style and layout
Make the material interactive whenever possible.
Limit the number of educational messages per page.
Leave plenty of white space on each page.
Choose a type style and font size that are easy to read.
Do not use all capitals or italics; use bold or underlining for emphasis.

Content and text
Use simple language.
Restate important information.
Arrange messages in the sequence that is most logical

to the audience.

Illustrations
Use illustrations to supplement the text.
Present one message per illustration.
Use familiar images.
Use simple but realistic illustrations.
Illustrate objects in scale and in context whenever possible.

*Brentwood Public Health Clinic, Concord Planned Parenthood, Parlier

United Health Center, Richmond Public Health Clinic and The Women’s

Health Center at 5M in San Francisco General Hospital.

†We had planned to interview approximately 50 women for each

brochure; however, we interviewed more women for the pill brochure

since it was the first to be assessed and we needed extra time to feel

comfortable that we had reached saturation in our data collection.
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KEY LESSONS LEARNED
dOverall concept. The image of a doctor and client con-

versing, paired with their dialogue in the text, created a

strong connection between the two and resonated strongly

with thewomen. The rapport between the doctor and client

was important to the women and made them feel secure

and confident. Many women also said that they liked that

the characters in the brochureswereLatinas and that they

could relate to the clients. Some women even noted that

they had some of the same questions that the clients in

the brochures asked, and others noted that the pictures

gave them confidence to ask questions of their doctor.

Thus, the cultural appropriateness of the brochures was

established not simply because the brochures were in

Spanish. Women related to the images and conversations

that reminded them of their own experiences.
dColor. In the original design of the brochures, the proj-

ect teamopted to keep the amount of color to aminimum,

to enable clinics to print and photocopy the brochures if

needed without losing much quality. We decided to

include a strip of color down the side of each brochure

to increase the aesthetic appeal. In the field tests, weasked

participants about color preferences and identified the

top five choices. Each brochure had a different color

strip to help clinic staff easily differentiate between the

brochures. Women had only a few criticisms of the

brochures, nearly all of which were related to wanting

color in the illustrations. Brochures developed for this

population should include color if resources allow.
dSTD messages. Educational messages about STDs were

well understood in all brochures. This result could partly

reflect how the information was presented. Each bro-

chure had a page dedicated to educational messages

about STDs (whether the method protects against

STDs; the importance of consistent, correct condom use

to protect against STDs; the importance of mutual

monogamy; and possible consequences of STD infection,

including infertility). In this clinic-based sample, knowl-

edge about the risks of STDsmay already have been fairly

high because of previous exposure to health education

messages about prevention.
dDifficult educationalmessagesorwords. In each brochure,

the messages about side effects, how the method works

and correct use of the method posed the most difficulty

for clients. A correct understanding of information in

these areas is essential, since it can improve contraceptive

effectiveness and continuation rates.24,25 Even if written

messages about these topics are easy to read, providers

should not assume that they will be understood. Health

educators may have to spend extra time discussing these

areas with clients.

Many respondents had difficulty understanding a few

words in each brochure; some of this difficulty reflected

a lack of understanding about basic reproductive physi-

ology. The words that women most commonly identified

as difficult, and our ways of addressing those difficulties,

are shown in Box 2.

dTextboxes.In the pill brochure, we used text boxes at the

bottom of several pages to highlight key messages. Many

participants either did not understand the messages in

these text boxes or missed them completely. When we

included the same information in the regular text of

subsequent brochures, it was substantially better under-

stood. For example, the following message was in a text

box at the bottom of the page in the pill brochure: ‘‘For

any question, call the advice line or return to the clinic.’’

Only 48% of participants articulated this message. When

the same message was taken out of the box and incorpo-

rated into the text in the DMPA brochure, 79% of

participants picked out the message.
dIllustrations. Illustrations are critical for transferring edu-

cational messages to this target population. In our materi-

als review, we noticed that the educationalmessages of the

text were seldom complemented by instructional illustra-

tions. The newly designed brochures included instruc-

tional illustrations wherever possible. For example, in the

patch brochure,we included an illustration of a calendar as

an example of when to put on and take off the patch. We

used illustrations to highlight the four acceptable places

to put the patch and the places where it should not be put.

We also included illustrations of five of the most common

BOX 2. Problem words in developing Spanish-language
contraceptive education materials, Apoyando a la Mujer
Latina project

d Anticoncepción de emergencia (emergency contraception).
We deleted this term from the brochures because it was
poorly understood and created confusion about missed pills.
There was insufficient space to address emergency contraception
adequately, sowe replaced thismessagewith one about the need
for a woman who has missed a pill to call or return to the clinic to
discuss her options with a medical provider. A separate Spanish-
language brochure on emergency contraception could help
improve understanding of this important contraceptive option.

d Esterilidad (infertility). Because participants had difficulty
understanding this word, we substituted the phrase puede quedar
estéril (can become infertile), which was better understood.

d Gonorrea (gonorrhea).We replaced this word with clamidia
(chlamydia), which is a more frequently reported STD, and it
tested better.

dHormonas (hormones).Women recognized thisword, butwere
unclear about what hormones were and how they worked.
Weoriginally included adefinition in the brochure, butwedeleted
it because it seemed to cause more confusion.

d Látex (latex).Althoughwomen had difficulty with this word, we
felt that it was important to highlight the type of condom that
prevents STDs and therefore retained it in the final version of the
brochure.

d Óvulos (ovum) and ovarios (ovaries). Several women sug-
gested that we use the slang term huevecitos instead of óvulos to
improve understanding.We tested it in the DMPAbrochure, and it
did not test well. To eliminate confusion, we deleted óvulos and
ovarios, and focused the educational message on the importance
of taking the pill at the same time every day, rather than on the
concept of preventing ovulation.

d Poliuretano (polyurethane). We left this word in the brochure
but added an explanation that for those who have allergies to
latex, there is another type of condom, made from a material
called polyurethane.

Developing Spanish-Language Family PlanningMaterials
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side effects that occur with patch use. Many participants

commented on the usefulness of the illustrations. Partic-

ipants explained that when they did not understand the

words used in the brochures, the pictures helped them

grasp the idea.

While most of the illustrations worked very well, a few

were totally misinterpreted. For example, several women

said that theywanted the doctor’s stethoscope to bemore

prominent so that it was clear she was a doctor, rather

than a teacher. The field tests of the pill brochure revealed

that the image of a round package of pills worked much

better than the image of a rectangular package, which

a number of participants mistook for a calendar.

Many participants misunderstood or did not find

acceptable an illustration in the pill brochure that de-

picted the possible side effect of nausea. The woman in

the picture had her hand on her stomach, and many

participants misunderstood this to be illustrating that the

woman had stomach pain or was pregnant. Common

suggestions were to have the woman put her hand over

her mouth so that she would look as if she were about to

vomit. The revised picture improved the level of compre-

hensibility dramatically: Whereas 32% of women who

saw the original image in the pill brochure understood it,

83% of those who saw the revised image in the patch

brochure interpreted it correctly.

In the DMPA brochure, several women commented

about the illustration of the possible side effect of

increased appetite and weight gain. The illustration

depicted a woman in a towel standing on a scale. Several

women were adamant that she should be fully dressed,

while others felt that she was too thin to be an example of

this side effect. The final version of this illustration was

revised to address these concerns.

Developers of health education materials should keep

inmind that nomatter howobvious the point of a picture

seems, not everyone will interpret the illustration the

sameway. Illustrations are an essential part of transferring

key educational messages to this population. These field

tests reinforced the importance of testing images and

messages before final versions of brochures are com-

pleted. Illustrations need to use images that reflect the

cultural context of the audience and to which the

audience can relate. Since certain illustrations in this

study were initially not well understood, all instructional

illustrations were labeled with a brief caption to reinforce

the intended message and minimize misinterpretation.

For example, the image depicting nausea had the word

‘‘nausea’’ written underneath.

FINAL VERSIONS AND FUTURE DIRECTIONS

The project staff made final revisions to the brochures

after all five had been field-tested. In this way, each

brochure benefited from the cumulative lessons learned

from all five field tests. For example, on the last brochure

thatwas tested, we changed the language on the STDpage

from ‘‘If you have any questions, call the advice line or

return to the clinic’’ to ‘‘If you think you have a sexually

transmitted disease, call or return to the clinic.’’ This

revised message tested well, and we were able to include

it in the final version of all five brochures.

All five clinics in which the field testing took place have

copies of the new brochures. In addition, we are working

on an arrangement under which the California Office of

Family Planning will print the materials and distribute

them for free to all participants in the Family PACT

program. Our goal is to have the widest possible distri-

bution for these brochures. We have also contacted other

major health care providers in California and provided

them with copies of these materials. We hope that others

who design health education materials for this popula-

tion will use these brochures or take ideas from them to

improve their materials.

The defining features of these brochures are the incor-

poration of ideas and vocabulary suggested by the target

population, the strategic use of white space and instruc-

tional illustrations, and the culturally relevant format. Part

of the reason that these materials resonated well could be

that they were developed for a very specific group; the

brochures were not created for every audience or for every

reader. Future studies need to evaluate whether targeted,

interactive and illustrated health messages are more effec-

tive than standard messages in improving contraceptive

use and reducing contraceptive failure among Latinas.
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