service needs met; and having a variety of
medications and contraceptive methods
available.
Drawing upon the results of the formative research, the GO initiative consisted of a two-pronged strategy that focused on service delivery improvements
(the supply side) and the promotion of
these improvements (the demand side).
On the supply side, the campaign
attempted to increase the availability of
family planning methods and to improve
clinic management, client-provider interactions and infection prevention practices.
On the demand side, the GO campaign
strove to promote sites where quality services could be obtained. The campaign
used mass media and community activities that specifically sought to empower
clients and the community to expect and
demand certain quality standards from
clinics and providers. It also provided visibility for sites where services were available, created a demand for family planning services and increased utilization of
existing service delivery sites.
The main features of the campaign were
mass-media coverage (including television and radio jingles), print materials (including posters, a comic strip and a logo
featuring a smiling provider inside a gold
circle), a Gold Circle advocacy tool and
community mobilization activities. Campaign messages promoted GO clinics as
quality clinics that offer a variety of contraceptive methods, shorter waiting times,
and listening and caring providers. In addition to specifically promoting GO sites,
the messages encouraged the audience to
visit the family planning clinic nearest to
them.
Community participation was a unique
aspect of the GO strategy. A team of
providers and community representatives
formed GO committees, which worked together to plan and implement their local
campaign. These teams established a dialogue between the providers and the
community, which gave community
members a sense of ownership and helped
empower them to demand that clinic improvements be maintained. The site-based
launch typically lasted 2–5 days and included a formal ceremony presided over
by a senior government official. The
launch activities included concerts, football matches, traditional dances, speeches by various key community members
and government officials, home visits and
health talks by service providers. At varying intervals subsequent to the launch, service providers and other members of the
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based activities to further
sensitize the population.
In Cameroon, the
campaign was launched
nationally in May 1999.
The national television
station and two radio
stations (one of which
has national coverage)
broadcast
campaign
messages for a period of
three months. Each participating radio station
aired the messages at
least three times a day,
while the national television broadcast the
messages three times a
week.

Table 1. Mean values and percentages of study participants, by
selected characteristics, according to interview status, Cameroon,
1998–1999
Characteristic

Followed
up
(N=571)

Mean age (in years)
27.4
% residing in rural area
9.5
Mean no. of years of education
7.1
Mean no. of children ever born*
2.7
% single*
28.2
% exposed to family planning
information on the media
during last 12 months
56.4
% who knew four or more modern
contraceptive methods*
72.8
% currently using any
contraceptive method
37.1
% currently using a modern
contraceptive method
15.6

Lost to
follow up
(N=796)

t- (or z-)
statistic

p

27.0
10.0
7.3
2.2
34.2

0.874
–0.363
–0.809
3.352
–2.334

.382
.716
.419
.001
.019

52.8

1.328

.184

67.3

2.188

.029

36.0

0.406

.685

12.3

1.738

.082

*Difference of means or percentages between groups is statistically signiÞcant at p=.05.

Data and Methods
The data analyzed in this article are derived from two main sources: a follow-up
survey of the 1998 Demographic and
Health Survey (DHS) and SFPS site statistics collected between October 1998 and
November 1999.
Panel Data
A household survey (subsequently referred to as the follow-up) based on a
panel design was conducted in December
1999 in eight provinces of Cameroon:
Adamaoua, Centre, Extreme Nord, Littoral, Nord, Nord-Ouest, Ouest and SudOuest. Covering 42 clusters, the followup survey involved identifying and
interviewing all women of reproductive
age in households surveyed during the
1998 DHS. The survey clusters were selected from among the DHS clusters in
such a way as to have a representation
within as well as outside the coverage area
of GO.*
Most questions in the follow-up were
similar to those included in the 1998 DHS.
In addition, the questionnaire included
items that sought to assess exposure to the
GO campaign. A total of 1,367 women
were interviewed in the selected clusters
during the DHS. During the follow-up
survey, 1,150 women were successfully interviewed. Of these, 571 had been previously interviewed; thus, 42% of the
women in the initial DHS sample were effectively reinterviewed during the followup between 18 and 22 months later.
Many baseline respondents could not
be reinterviewed because they were no
longer at their place of residence or because they refused to further participate
in the survey. Such a high rate of loss to
follow-up raises concerns about the in-

ferences that can be drawn from the survey data. Fortunately, using the 1998 DHS
data, it is possible to compare the pertinent
characteristics of the women who were
followed up and those who were lost to
the follow-up.
Table 1 shows that the women who
were followed up are comparable to those
who were not in terms of age, place of residence, education and exposure to family planning information. However, there
are significant differences in parity, marital status and knowledge of modern
methods. Moreover, although the difference in use of modern contraceptive between the two groups is not statistically
significant, it does tend towards significance. The implications of this potential
bias for the findings will be discussed later.
The panel data are an especially potent
tool for assessing attitudinal and behavioral change at the individual level, since
they provide relevant information on the
same individual at different points in time.
In this regard, they are particularly useful
in addressing the issues of selectivity bias
and reciprocal causation. Selectivity bias
can cast a shadow on the evaluation of a
communication program’s impact, since
it can be difficult to know which came first:
the communication program, or the positive attitudes and behaviors that the communication program seeks to promote.6 To
test for the existence of possible selectivity bias in the data, we included indicators
of prior family planning–related attitudes
and behavior as independent variables in
the model used to estimate exposure. Furthermore, to control for the possible effects
*For the purpose of the sampling, living within the
coverage area of a site was defined as residing within 15
kilometers of the site.
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