
trast to the baseline survey (for which the
sample in each municipality was propor-
tional to size), for the follow-up survey, the
sample size per municipality was fixed (120
women and 120 men per municipality).
Men, however, are excluded from the cur-
rent analysis. All follow-up data are
weighted to accurately reflect prevalence
levels in this population and to ensure com-
parability with the baseline data. The final
sample size for the follow-up survey was
958 married Mayan women aged 15–49.

Data Collection
The baseline data were collected from May
through August 1992, and the follow-up
data, from October through December 1996.
The questionnaire for the baseline survey
was translated into Quiché, and then back-
translated into Spanish for verification.

The follow-up questionnaire was near-
ly identical to that used at baseline (except
for a concluding section with items on male
involvement). For both surveys, inter-
viewing was conducted by bilingual Mayan
interviewers who were matched with re-
spondents on gender. All interviewers un-
derwent training and field practice, and
they were supervised closely.

Multivariate Analyses
Since a pretest and posttest separate sam-
ple design does not allow for attribution
of effects or permit confounding factors
to be ruled out,† we conducted multi-
variate analyses to gain greater insight
into the factors associated with the key
outcome variable, contraceptive use.

It is widely recognized that contraceptive
use is influenced by both supply and de-
mand factors. Supply factors are those re-
lating to the family planning supply envi-
ronment (i.e., the number and type of
sources of family planning, the range and
quality of services available through those
sources, and so on), while factors influenc-
ing demand (for both children and services)
include social and demographic character-
istics, exposure to modern ideas through the
mass media and individual reproductive ex-
periences. For this study, we conducted mul-
tivariate analyses using 12 independent vari-
ables—three supply (or contact) variables
and nine demand variables—to identify the
determinants of contraceptive use.

The variables for program contact were
APROFAM clinic attendance, receipt of a
promoter visit and attendance at a Ministry
of Health facility. The demand factors in-
cluded the respondent’s age, education,
comprehension of Spanish, employment
outside the home, number of household
amenities, exposure to birthspacing mes-

on the 1984 census, in the eight munici-
palities; these were then subdivided into
segments of approximately 65 households
each, which yielded a total of 113 seg-
ments for all eight municipalities. Thirty-
four of these total segments were ran-
domly selected for inclusion in the sample.

During the second stage, the research
team mapped each segment and selected
30 households through systematic ran-
dom sampling. If there was more than one
eligible respondent in the household, one
was randomly selected for the interview.
The response rate for the baseline survey
was 95%. The final sample size for the 1992
baseline survey was 846 married Mayan
women aged 15–49.

The sampling approach was slightly
modified for the follow-up survey.* In con-

sages (through any of four channels—
radio, television, loudspeaker and com-
munity health worker), experience of a
mistimed pregnancy, number of living chil-
dren and husband’s education (not shown).

To determine the relative importance of
each of the supply and demand factors in
predicting contraceptive use, we tested a
series of variables as predictors of current
use at the 1992 baseline survey and at the
1996 follow-up survey; we also tested for
interactions. If, for example, social and de-
mographic factors were the only signifi-
cant predictors of use at both points in
time, one would have to question whether
the Guatemalan family planning program
had any role in influencing contraceptive
use in this population. 

Program-Based Results
Availability of Services
The routine service statistics compiled by
APROFAM for the years corresponding to
the project and data from the intervention
records show several trends. First, the
number of promoters grew from 79 in 1993
to 144 in 1995. There was relatively little
change in the number of other service de-
livery points,‡ either clinics or health cen-
ters or posts, over the period 1993–1995.

The proportion of volunteer promoters
serving this area who were Mayan in-
creased over the life of the project, from 24%
in 1993 to 49% in 1995, thus increasing the
number of service delivery points with per-
sonnel able to speak Quiché. Even so, by the
end of the pilot project, fewer than three-
fifths of the promoters (58% in 1995) were
bilingual in Spanish and Quiché.

The number of methods the promoters
(or the other service delivery outlets) pro-
vided changed very little from 1993 through
1995: The APROFAM clinic offered six
methods in every year (pills, IUDs, injecta-
bles, condoms, female sterilization and va-
sectomy). While the promoters offered their
clients three methods over the life of the pro-
ject (pills, condoms and spermicides), the
Ministry of Health delivery points provid-
ed these same three methods in 1993 and
1994, but only pills and condoms in 1995.

Use of Services
In terms of couple-years of protection gen-
erated by APROFAM over the three years,
those delivered in a clinic setting ac-
counted for the large majority (88–89%,
see Figure 1). Also, although the volunteer
promoters generated a far lower propor-
tion of the total couple-years of protection
each year (the remaining 11–12%), this
source is still important for programmat-
ic reasons, since promoters reach users in
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*The sampling procedure changed because a different
organization provided technical oversight with the fol-
low-up survey, and these data were also intended for ad-
ditional uses (i.e., to evaluate male involvement in fam-
ily planning) that are not relevant to the current analysis.

†The ideal evaluation design would have been a true ex-
perimental design, involving pretest and posttest mea-
surement in two randomly allocated groups. However,
since this type of “true experiment” is virtually impos-
sible to carry out (given the need to randomly allocate
subjects to experimental and control populations), the
next best alternative would have been a quasi-experi-
mental design, with a pretest and posttest nonequivalent
control group (see reference 7). The latter design could
not be used in our study because we lacked an “equiva-
lent population” that would not have been exposed to
radio messages diffused as part of the intervention.

‡Pharmacies were yet another source of contraceptives.
Six of the eight communities had at least one private
pharmacy; in these six towns, the number of pharma-
cies ranged from three in the smaller towns to eight in
the main city of El Quiché, Santa Cruz del Quiché. The
large majority of these pharmacies carried pills, condoms,
spermicides and (less frequently) injectables.
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Figure 1. Number of couple-years of protection
(CYP) generated by contraceptives provided
by  volunteer promoters and by the APROFAM
clinic, 1993–1995
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