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derived from the ‘orthodox school,? tie Yeminent social workers
whose minds have been moulded by Darticipation in the inter-
national family »lenning movenment cf the nineteen-thirties.®
(3, p.71). Stycos has itemized and documented, in addition to
the cliniceal bius, the "mecical bias,' the ¥middle class bies,¥

znd the "feminist bics' of what he termed Mthe traditional

Planned Parenthcood ajsproach.t(4)

™
e

IGoosalswani, R.i., “TFanily Plunning: Outlook for Govern-

ment action in India,” in Kiser, Clyde V.(ed.), Reseerch in

Family Plannine, (Princeton, New Jersey: Jrincetonr University

Press, 1962), pp. 67 - 81.
4Stycos, J.Mayonc, ‘s Critique of the Traditional Plar:n.d
Parenthood approach in Underdeveloped sreas, in Kiser, C.v.

(ed.) cv.cit., pp. 477-5C1.

Althouvgh Stycos is highly critical of tiie Plauned Parenthoed
approwch to birth contrcl in underdevcloped areas, he offers
little confidence in the primary alternitive attempted in most
countries, the public health-community eppro.ch (i pp.uB3-489).
It is not the pw'pose of tiis study, however, tc w«rgue the
relative efficacy of diiferent aporoaches to fomily planning
education anu supply. This is the subject of numerous ongoing
action research projects not only in Pakistan but irn virtually
every country faced with a populction problem, Much has «lirecdy

been said on this topic ¢t the speculative level in Pakiyvan

(e.g., 5,6 and 7) and mucn s forthcoming from empirical

SKortki, Karcl J., 'The Feasibility of an effective
Populetion Policy for Pakistan, '"The :wkisian Devel. Rev.,
4(2), Summer, 19384, pp. 283-313.

OFamily Planning association of Pakistan, Pakistan's Popu-

(Ref. No.6, cont'd.)
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heavy imuigrecion of rural pecyle, that meke the city not
totally unlike rurel arezs, Kzrachi is less like the British
ities of Bast Africa in this regerd tnan the cities of West
A frica which Gutkind has contrested as being mo:se closely
geared To tie rural sreas (27)., Hasimi notes an increase in the
27Gutkind, Peter G,W,, "The African Urben Mileau: A Force
in Rapid Change, " Civilisatioas, 12(2) 1962, pv. 167-191,
proportion of young children and of women aged 15-49 in Karacini
between 1951 and 1959, suzsesting major increases in ruvsl femilies
moving to the city ",..joining belstedly their menfolk znd rec-

tifying in this way, partly at least, the imbalances in the sex

@)
]

structure, created by the ecrlier predominently mele migresi
waves. " (20, P. 48).

The typical pavitern of settlement in the city of tnese nevw
rural families has ziven Karachi 1ts hundreds of iussi coumupitiss,
Karachi tnus becomes an exampl» of the kind of asian cities

descrived by a UNESCO commitrtees

Meny citlez in &sia and the Far Bast, in contrast with
Western cities, often retein strong village chareacteris-
tics or those of an agglomeretv:.n of villazes,., In generel they
tend to be cherscterized by tne coexistence of two
distinctive areas: (i) the western type area, and (i)

the indigenour type area consisting of an agglomeration

of villages, In consequence, although a rather small

elite indigenous population appeals in Asian civies with

)

the same charcscteristics as those possessed by urban

residents in the West, the mass population of many Asian

cities is resident in village agglomercstions and tend to retain
'folk!' characteristics, The characteristics of tne

urban residents, identified with sucn dichotomies of con-

tinue as the 'folk-urban,! 'rural-urbzn' or ‘compunity-

society! categories, do not hold for the mass of regidonss

in many Asian cities, (28, pp.34-35).
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TABLE 2

PERCENTAGE DISTRIBUTION OF POPULATION BY MaJOR AGE
GROUPS FOR THE PRINCIP&L CITIES OF PAKIST.LN, 1961,

&4ge Group Karachi Lahore Dacca Chittagong RawalpinGi
0=9 29.8 31.0 30.2 25,9 28.8
1024 31.3 31.0 31.6 31,6 31,7
2044 26,9 24,5 28,1 31l.4 27.4
45 & over 12,0 13,5 10.1 11,1 12,1

Source; Office of the Census Commissioner, Population Census of

Pakistan 1961; Age, Sex and Marital Stztus. (Census Bullew

tin No,.3) Karachis: Govt, of Pakristan, Manager of Py &i¢ons,
May 1962, Statement 6, p.xiii.

There is virtuelly no difference between the proportions
of persons in the 10-24 yea: age group in the five principal cicies,
411 had bhetween 31 and 32 per cent of their total 1961 populstions in
this age range, which represents for pradtical purposes the recently
and soon to be mar:ied population, These nities, moreover, are only
slightly higher in their percentage in the 1l0-24 ysar age group shen
thet for all urban areas in Pakistan, which is about 30 per cens,
Differences between the principal cities are greater wnen Compsiing
other age groups, but in every ran:s. Karachi stands closest to the

average for the five cities.



a0 [
“UNESCO Resecrch Centre on the social Implicstions of
Induscrial izetiion. in Southern asie, Urbanizat:ion in aAsia and

the Far Bast, (F.M. Hauser, ed.), New York: United Netioans, 1258,

It is not contradictory, therefore, to suggest thet urbon
femily planning datse from Kerachi may bear some implications
formreal programmss and may have some utility es & baseline
imeasure for eveluating rural femily planning efforts, espscialily

where clinics are the pivotal source of contreceptive supplissz.

HISTORy OF THE K.in«CHI FP. PROGR:xumE |

Family planning was. begun in Karachi as a voluntery nedi-
cal-social activity in 1854 by Dr. Zarene Fazslbnoy., Dr, Fazzlunoy
began her orgrnizetional efforts ambitiously in refugee camps
but resources were spread too thin with the at.empt to open
severel clinics at once, The refugee camp programme was abandoned
and & major survey undertaken as a mezns of exploring receptivity
to the idea of family planning and, at the same time, to draw
public attention to the need and the demand for femily planning
among Kercchil wouen. 4n unsystematic sample of 10,000 houssholds
was obtained by selecting 20 low income areas in the city .
Voluntary female interviewers were treined and equipped with =
brief schecule, The results of the survey, reported et = seminir
of the Institute of Development Economics (29), undsrlined sobth
the need (nearly half of the fertile women interviewed had 5 or
more children) and the demand (63 per cent desired fomily planaing,

only 10 per cent opposed and 27 per cent "&id not requireM),

29, - . < : s
Fazalbhoy, Zarcna 4.. "4 Preliminary Report on a Field

Survey of 10,000 Families In Karachi for Fertility and sttitudze!,

in M.L. Quzrshi (ed.), EFopulztion Growth and kconomic Developneasd,

Kerachis Institute of Developmenc “conomics, 1960, pp.332-336,



In 1958, a technical committe under the chairmanship of
Dr, M.i,Hel reviewed the:.entire programme and decided to
close down the outlaying clinics and to put the ressurcss
of the Karechi Branch behind the expansion of the Model
Clinic in tine PM4 House on Garden Road, The clinic was
completely reorganized, properly equipped end staffed and
the hours of operation increased,

‘The Lssociatlon in Karachi has since conduc:ted other
activities including training of technical family plenning
psrsonnel, publicsftion of urochures and articles in Bnzlish
and Urdu, pertic: -=vion in clinical studies of foam teblets
and the IUD, and consultation in the establisnment of other
clinics in Karechl, The bulk of effort, however, has been in
mainteining the nigh stendsrds of the Model Clinic, In
addition to the femily limitetion and specing cases studled
here, the Model Clinic has served a larze number of sterlity
and sub-fertility cases, as well as persons seekilng marrisage
counselling, EBesides the full-time service of Dr, Hal, the
Model Clinic heas been staffed by a lady doctor ancd vearious
assistants,

The history of the Family Pleanning hAssociatil: of rakisven
and the Kerschi Branch is reported more fally in pupl:ished anaual
Teports to the I ternationsl Planned Parenthood Feder:-vion (30,31)

of which the issociation is an actvive member,

QWaleed, Beguan Saidea, "Report of the Family Flanniag 4580

clation of Pakistan for 1958," Sixth International Conference on

Plenned Parenthood (Proceedings), Loncons IF.F, 1959, pp.36l-264.
3lFamily Planning Association of Pakistan, "4 Short Hi.To
of the Family Planning Movement in Pakistan," Proceedings of thc

Second Cornference of the Rezion for Burepe, Near East and Africe,

The Hague: IFFF, 1960, bp.l39-149,
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SCOPE ALND FE.TURES OF CLINIC DATA

Between June 1258 and May 1964, the Karachi FP/. received
and interviewed 3,422 female family planning clients, Many
of these women returned and some continue to atiend the clin:ic
regulerly for additional contraceptive supplies, The record
czrd made out on each new client was revised avout miduay
through tnis period to conform more closely to iaternaiional
recomaendetions and prafbice, 4Lltnough the records from the
earlier period included fewer entriec ané somewhat oroadsr
cetegories on certain charactzristics, they are still compar -
able in broad outline with tnose of the latter period, The
record cards were of a comparatively high clerical stapdard
and tnere was continuity of personnel interviewing and filling
out the cards over the entire six year period, The relatively
few apparent omissions and inconsistencies in this large pool
of data justified putting it on punched cards for machine tai-
ulation at the Central Statistical O0ffice in Karsascii,

One particular potential of the Karechi FF4 data wes iTs
comparabllity not only with the 1961 Census datz but with the
more detailed data gathered in 1959 in The People of Karachi
survey (2r,22), This comparison would enable a thorough look
&t couples attending the clinic in relation to the Kerachi popula
tion at large from which they came, Data on the demogr:phic,
soclial and ecopnomic characteristics and residence in any one of
102 territorial "chunks'" of Karachi all were possible to code
from clinic record curds using categories identical to those of

The People of Karachi data, It was thus possible to analyze in

detail the geographical influence of the clinic in terms of

residential areas delineated in the Feople of Karschl sucvey.

Occupational categories also were matcned with those used in
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the second populsation census of Pekisvan and The Feovle of

VR
s tnz¥

[()]

Kerachi survey, and these are grouped into categor:

approxinate those used by ICLO (33).

Internaticnal Labour Office, International Stardcxc
Clzssificabtlon of Occupesions, Geneva; Internetional Labour
Orffice, 1258,

One furtner fecture of the deta coded from the P
clinic record carcés was its potentisl comparability wish otns.
similer snalyses of family plepnning data in other ssian citics,

notebly New Belhi (34), Hong Kong (35) and Singzpore (3T).

34
Agarwala, S.N,, Fertility Control Througin Contrac.p-
tions & atudv of ﬁamlll_Plcunlﬂf Ciinics of Metrowolitecn Delnk,
New Delhi: Directorate General of Heelth Services, Minisery of

Heelth, Government of India, 1260,

UOCleCII, Margaret, "Heport on the Birth Coatrol
Clinics of the Faaily Fle rnln association of Hong Lonb, 1951
to 1958," Proceedings of the _Sixth Intsrpetionsl C.af
Piznned Ecrentnooa London: International Fizn-ed P.
adefvulop, 1959, pp.348-355,

Ward, Shielm,-”Stady of retients Who Registercd &
Kandang Kerban Famlly rlap.ing Clinic, Singapore, Durxns 1383,
Proceedings of the Seventh Lnt“IﬂEthQa1 Flenned FPearapnthood
Conference, London: Excerpse Medica Foundation No,72, 1965,
PP.186-196,

]L'I

These and other comparisons enavle an evaluation of the
first six ysers of thz Karschi FPA clinic operation in teras
of a wide vszriety of criteria, The plan of this study wes ©o
explore these crit ria, using the FI'4 datz to test some of ©ha:
criterie and to illustrate their ap.licability to clinic
records, wvhich are and will continue to ke the priiery source
of family planning data in Pakistan,

There.are a nuacer of rather consistent features of
clinic record forms used everywhere, We are concernsd her

e

NnTs
primarily with those festures which characterize recoris onﬂ
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FPA clinics at Karachi, Lahore and Dacca and the more than
cne thousand government femily planning clinics/throughout
the country.

Most of the questions asked of eech client attending a
family planning clinic are recorded for medicel case history
purposes. The clinic record card is usuzlly designed by and
for a dcctor, for his use in reviewing the medical-social
history of the client before each re-visit so that intelligent
medical judgements and recommendations can be made on the
client. Seldom is the information called for on family planning
record cards intended for use by educators, social scientists or
field programme administrators. Little is included ostensibly
for its utility in programme planning or evaluation. There are few
clues to such questions as: What influenced this person to
adopt family planning? Wes this client ever contacted by any
of our field workers? Where else are these clients obtaining
contraceptives? Would this person be willing to talk to some
of her neighbours about family planning, to pass on a pamphlet,
or to hold an informal meeting of friends at her house where
we could send one of our workers to explain family planning?

It is not recommended here that these record-keeping
practices be unilaterally chsnged in Pskistan, for much is to
be gained from having comparability with universal data and
the current procedures have the important virtue of simplicity.
Two alternative courses of action are possible. One is to
develop a supplementary record card to be filled out on a small
sample of all clients, to include information needed by educa-
tors and administrators in planning and evaluating field pro-
grammes. The other course is to develop new criteria for
programme evaluation based on existing data. Both approaches

are recommended, This paper focuses on the latter.
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The first principle cf evaluation is that it must be
done in terms of objectives. The primary objective of the
national family planning programme is to reduce the birth
rate of Pakisten by 20 per cent (from 50 to 40 per thousand)
by preventing at least five to six million births in the
next five years. This, n turn, is to be accomplished by
covering virtually all of the 20 million fertile couples of
Pakisten by 1970 (19, p.1). The long-range birth rate obje-
ctive can only be measured ultimately in terms of fertility
change. This will require the development of complete and
accurate registration of all births (and deaths) in at least
a representative sample of the population of Pakistan, This
is being done now in the Population Growth Estimation (PGE)
project of the Central Statisticel Office in consultation

with the Institute of Development Economics (32, 37).

32 Ahmed, Nazir ana Kkrotki, Karol J., "Simultaneous
Estimations of Population Growth: The Pakistan Experiment,™
Pakistan Development Review, 3 (1), Spring 1963, pp. 37-65.

_ 37 Zelnik, Melvin and Khan, Masihur Rahman, "An
pmstimate of the Birth Rate in East and West Pakistan",
Pakistan Development Review, 5 (1), Spring 1965, pp. o4-93.

Change in fertility, however, is not an adequately short
range or sensitive indicator of programme effectiveness, and
for local or regional family planning projects the PGE
data cannot be used as a representative baseline of local
fertility. A second level: of baseline data is therefore
sought in sample surveys of family plenning attitudes and

contraceptive knowledge and use ( 386, 39, 40, 41, 42, L43,).



Knowledge, attitude and use surveys in family planning

are- subject to numerous problems of design and inter-
pretation in a country such as Pakistan. The tendency of
females to under-report what they actually know and
practice with regard to contraception is only one example
of problems encountered in past survey attempts in Pakistan

(43, LL, L5, 4L6), This kind of data will not be readily

8Zaidi, Wigar Hussain, A Survey of Attitude of Rural
Population Towards Family Planning, Comilla: Pakistan
Academy for Village Development, Lug. 1961,

394

Social Sciences Research Centre, University of the
Panjab, Knowledge of and sttitudes Towards Family Planning,
Lahore: Family Planning Association of Pakistan, 1967.

40 , Attitudes of the Union Councillors
Towards Adoption of Family Planning as National Policy,
Lahore: Family Planning Association of Pakistan, 1967.

h1Rcberts, Beryl J.- Yaukey, David; Griffiths, William;
Clark, Elizabeth W.; Shaffiullah, 4.B.M.; and Huqg,
Raisinessa, "Family Planning Survey in Dacca, East Pakistan,”
forthcoming in Demozrephy, Vol. 2, 1965,

thhmed, Mohiuddin. "Male Attitudes Towards Family
Limitation in East Peakisten,® Paper No.,240, United Nations
World Population Conference, Belgrade, Yugoslavia, Aug.-
Sept. 1965,

Green, Lawrence W, and Jan, Yasmin hzra, ""Family
Planning Knowledge and attitude Surveys in Pakistan,"
Pakistan Development Review, 4(2), Summer 1964, pp.332-355.

thaukey, David; Roberts, Beryl J. and Griffiths,
William, "Husbands®vs. Wives! Responses to a Fertility
Survey, " forthcoming in Population Studies, July 1965,

45Poti, S.J.; Chandraborti, B.; and Malaker, C.R.,
"Reliability of Data Relating to Contraceptive Practices,™
in Kiser, Clyde V. {op.cit., 3), pp. 51-66.

7z

Stephan, Frederick F., "Possibilities and Pitfealls
in the Measurement of Attitudes and Opinions on Family
Planning," in Kiser, Clyde V., (op. cit., 3), pp. 423-431.

or generally available in most places because of the time

and personnel resources it demands (47, p. 388).
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Corsa, Leslie, "The Sample Survey in a National
Population Program™, Public Opinion Quarterly, 28, Fall
1904) (Special Issue: Sample Surveys and Population
Control), pp. 383-388.

Saunders and Agerwala have suggested additional
criteria based on data from a variety of sources (48 and
49) and Berelson has outlined the components of a realistic
numerator (number of effective users) and denominetor
(number of eligibles) for guaging success in naticnal

programmes (50, p« : ).

L8

~Saunders, Lyle, "Indicators of Impact in Family
Planning Communications Research Projects,” Family Planning
News, Aug. 1962, pp. 177-185.

Agarwala, S.N., "Sveluating the Effectiveness of
a Family Planning Program,¥ in Kiser, Clyde V. (op.cit.,3),
ppo 409—421 .

_ SOBerelson, Bernard, "National Family Planning
Programs: A Guide," Family Planning Studies Supplement to

No. .5, 1965,

In'every case, however, the problem of how to derive simple
evaluations of local programmes from typical clinic records
without conducting costly follow-up surveys has not been
dealt with or the use of clinic only deta considered. This
is so mainly because the pilot investigations to date, by
and large, have been conducted with adequete funds and
personnel to include one of the other levels of evaluation
data; though the current disrepute of the clinic-only
approach may cause some investigators to overlook the
exclusive role that clinics continue to have in most places
as the only constant source of supply. Clinics possess the
only client records with any consistency over time.

The clinic, then, should now be looked upon as an
insufficient instrument of disseminating family planning by

itself, but nevertheless as a source of the only widely
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available data thet is comparable both geographically and
temporeally.

What is there, then, in the typical client records
kept by clinics that can be used to evaluate changes in a
field programme over time, or to compare the field programme
in one area with identical field programmes in other areas
and alternative field programmes in still other areas? An
answer to this question should lead to recommendations on
what items in clinic records should be carried over to
records kept by other soucres of contraceptive supply that
will supplement clinics in the future in Pzkistan, such as
village volunteers, shop-keepers, and midwives,

GEOGRAPHICAL DISTRIBUTICN OF CLIENTS

fddress of the client is almost inevitably recorded in.
clinic records of any kind. There is probably no real need
for the address of a client from the clinic worker point of
view; most clinics with no follow-up home visit programme
have likely included address on the record card simply out
of bureaucratic habit. Often in metropolitan areas, no sense
can be made of the street address given by most clients with-
out an elaborate street indexing system or an intimate know-
ledge of the lanes and by-lanes of an Asian city. Even then,
clients not infrequently falsify their addresses to avoild the
embarrassment of home visits or literature and reminders in
the mail. Often they will list their place of work or a fic-
titious address in a higher c¢lass neighborhood than their
own. fxperienced clinic workers alive to these problems may
tend to discredit what the client says &and carelessly record
the address reported.

The spatial distribution of clients, nevertheless, can
provide valuable clues to the geographical influence of the
clinic and its supwverting field programme. The effectiveness

of specific field personnel or educational methods being used
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in different areas of the clinic region can be roughly
evaluated on the basis of change in residential pattern of
clients over time &nd the over-representation of some areas
relative to others,

Residence data is most valuable, of course, when there
have been census and cther social surveys already completed
in the areas, providing backgrounds for viewing client resi-
dence patterns perspectively, The district census reports on
the 1961 Census of Pakistan provide sex, literacy and house-
hold data on every village in rural Pakistan and on Union
Committees in the urban areas. Numerous social surveys have
been conducted in Pakistan and many of them primarily concerned
with other problems have included items on family planning or
fertility-related factors. It is important to consult the
residential or area classifications used in such studies and
in the census before ccdifying the addresses from clinic recor-
ds, in order to obtain meximum comparability with the best
available background data.

For Karachi, the most comprehensive socio-economic survey

yet conducted is The People of Karachi study (20, 22). With

the help of the original well map (16"-%o-a-mile) of Karachi,
it was possible to locate the home address of each FPA client

in one of 102 territorial "chunks" as defined by The People of

Karachi (POK) survey. The "chunk" was a somewhect arbitrary
sampling unit based on boundaries of main streets or landmarks
within-the city and homogeneous communities just outside the
city. These 102 chunks, each with an average of about 4,000
households, are grouped into eight ™major divisions." The
major divisions form geographically compact units with the

exception of the "Noncontiguous Area" which consists of outlying
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chunks with special characteristics (e.g., islands,
cantonments and refugee colonies). The designations for tie
other seven major divisions are descriptive of the main
feature or function of the area., (For detailed descriptions
of localities with chunks and major divisions, see 22,
Appen. E and F, pp. 359-368.)

Table 3 presents the 1959 Weligible® family planning
target populations of each of the major divisions, the
actual number of FPA clients from each division over the
entire six year period 1958-64, and the M"acceptor" rate.
The latter is to be distinguished from a ffuser® or "continu-
ing user® rate and especially from a rate of "effective
users.”™ By M"acceptor? we mean all those persons who ever

took family planning supplies from the clinic.

Berelson, in attempting to arrive at an average
target group for national programmes, estimates that in
developing countries gbout half of the married women
in reproductive ages will not be aveailable for family
planning at any given time because they are pregnant,
lactating, sub-fertile or currently practicing some method;
and that perhaps one out of five of the remainder actively

want another child (50, p. )+ Having already accounted
for the women whose husbands are not nresent, we could
perhaps take 50 per cent as our factor of reduction for t he
target group. This would mean doubling all of the acceptor
rates in Table 3, giving a maximum acceptor rate of 3.58
per cent in the Commercizl Area, a minimum of 50 per cent
in the Hural Area, and an overall rate of 2,40 per cent.

In Taichung, where literacy is very high and the
proportion of eligible women now already using an acceptable

method is probably higher than in Karachi, a base
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TABLE 3

TOTAL POPULATION, FEMALE POPULATION 15-49, AND TARGET
POPULATIUN IN 1959, AND ALL FPA CLIENTS, 1958-64, BY
MAJOR DIVISION OF KARACHI.

(1) (2) (3) (4) (5) (6)
Ma jor Division Total 1959 All Women Married Women 15-49 A1l FPA Acceptor

of Karachi. Population Ages 15-49 With Husband Pre- Clients Rate
sent. (5)-(3)x
_ 100
No % No. %

Commercial Area 376,390 79,101 59,396 20.8 1,064 3L4.5 1.79

Industrial Area 110,347 21,400 18,353 6.4 114 3.7 0.62
Lower Residential

Area 233,924 50,247 LO,L487 14.2 342 11,1 0.8L
Middle Residen- )
tial 449,270 97,770 77,066 27,0 1,037 33.6 135
Upper

Residential 18L.,087 39,272 31,230 10.9 319 10.3 1.02
Non-Contiguous

Areas 47,327 7,907 6,867 2.4 50 1.6 0.73
Labour Area 249,631 48,775 39,987 14.0 130 4.2 0.32
Rural Area 7L, 549 15,627 12,348 L3 31 1.0 0.25

Total Karachi 1,725,525 860,099 285,734 100,0 3,087 100.0 1.08

Outside Karachi
or not Reported - : - - . 335 -

Grand Total - - 285,734 - 3,422 - 1.20

Source: Columns 1, 2 and 3 from unpublished table 2.05 of the
People of Karachi survey, Karschi: Institute of
Development kconomics, mimeographed, 1964.
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population of 30 per cent of the married women in peak
childbearing years, 20-39, is used. Freedman is then able
to say-of the .Taichung programme, "While 'only! 11 per

cent of all married women twenty to thirty-nine years old
were 'acceptors' up to March 15 of this year / 1964, 1 year
after the programme began /, the proportion is probably

20 to 40 per cent for properly defined groups of M"eligible!
respondents®, (54, p. 380).

Apvlying the szme arithmetic ueed by Berelson and Freed-
man for arriving at their "currently eligible¥ and "success™
figures for Taichung (51, P.8), we would start with a base
of 226,475 married women between the ages of 20 and 39
(22, Table 1.01, p2. 22-23). We wuld then take 55 per cent
of this figure to obtain an "eligible®™ population of
124,561, If in Karachi, as in Taichung, about half of
These are ",,, women who actively want another child--young
wives who have not completed their families or those who
want a son" (51, p.8), then we would have a fcurrently
eligible" target group of 62,280 women in a given recent
year in Karachi. With this denominator, the Karachi FPA
has obteined an average of less than one per cent of the
"ecurrently eligible" population in any of its first six
years of operation, and & cumulative total of 5.49 per cent

of the currently eligible.

Freedman, Ronald, "Sample Surveys for Family Planning
Research in Taiwan," Public Opinion Quarterly 28, Fall 1964,

pp. 373-382.

1Berelson, Bernard, and Freedman, Ronald, "4 Study in
Fertility Control, "Scientific imerican, lMay 1964 (Reprint
No. 621, 12 pp.).
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These figures are in no way intended for comparison
with the Taichung experiment. The Karachi FPA is only one
of many sources of contraceptive supply in Karachi, and clinic
attendance is a very different numerator than professed
family planning in survey interviews. The Taichung experinment
has already become a classic example of the results
possible from a2 well planned field programme. There has
been virtually no field programme in Kerachi, a city with
approximately 6 times as many people as Taichung.

Most programmes in Pakistan will use the 1961 census
figures for their denominator in judging their success.,
Census Bulletin Number 3 provides age, sex and marital
status tabulation down to the Sub-divisional level for
East Pakistan and to the District level for West Pakistan
(53, Table 1 ) and for all cities and towns (53, Table 2).
Married women 15-49 in 1961 will, therefore, be the
typical denominator used for evaluations of pragrammes
on this particular criterion. It will not be unjustifiable,
however, to use married women 15 to 44 years old and even

20 to 39 years old as in Taiwan evaluations,

Regardless of how narrowly one defines the ‘carget
universe from which the Karachi FPA clients are drawn,
the net influence of the clinic over the six year period from
1958 to 1964 was approximately one percent of the married
women in reproductive age groups and not more than
5 or 6 per cent of the most eligible couples. Assuming

that each of the other major family planning

53

Pakistan, Government of, Office of the Census
Commissioner, Poonulation Census of Pakistan, 1961: hAge,
Sex.and Marital Status, Census Bulletin No.3, Karachi:
Manager of Publications, 1962.
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clinics in Karachi (notebly Jinnah Medical College
Hospital, Dow Medical College, Civil Hospital and the
Municipal Dispensary) has had equal success and that

any client ever visiting one clinic never visited another,
one could multiply the FP4 rate by the number of Karachi
clinics to arrive at a total Karachi clinic user rate
somewhere between 10 and 20 per cent. Neither of the
assumptions for arriving at this estimate, however, are
very tenable. It is certainly unlikely that most women
clients have attended only one clinic. Particularly suspected
of "clinic-hopping” are the 1,460 clients nearly half, who
attended the FPA clinic only once. These women either
became regular attenders of the other clinics or else
never really adopted family planning. In either case, the
experience of the other clinics in terms of the proportion
of clients attending only once being probably the same

as that of the FPA, the estimate of 10-20 per cent should
be halved.

The other assumption upon which the tentative
clinic user estimate for Karachi is based -- that other
clinics have been as busy as the FPA--also is subject
to considerable doubt. Most government clinics are
devoting only part-time to family planning and are
over-burdened with patients requiring medical before
preventive attention. Their waiting rooms are crowded,
lacking the privacy family planning clients demand.
Smaller government dispensaries located throughout Karachi
District offer family planning supplies, and it may be
these to which most clients eventually turn for continuing
supply. Most of the pharmacies within the city now offer
contraceptives but at non-subsidized prices. The geographical
distribution of family planning adoption and practice

in Karachi will be gualified by these considerations,
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requiring further investization.

Urban clinics, in cities and towns other than Karachi
will likely receive a much larger proportion of their
clients from surrounding rural areas. Table 3 shows only
one per sent of the herachi FPA clients coming from the
Rural Area, anc an additional 5.8 per cent from other out-
lying areas oI ths civy. I Dacca, for example, four family
planning clinics placed in separate government housing
colonies received about 20 per cent of their first nine
month out-of-colony cases from surrounding villages, mostly
within a few milec of ths ciinics (55).

The first geographical issue for an urban clinic,
however, is not how much it will draw clients from the
rural areas but rather; where should the clinic be located
within the city to serve the most peonle and to serve
the people who most need family planning guidance? The
placement of clinics in low income (or high fertility)
neighbourhoods presumes that proximity or accessibi.ity
of the clinic service to place of residence 1is an important
drawing factor in itself. To test this assumption, the
Karachl FPa clients were grouped into the 102 chunks of
their residence and these groupings of clients were placed
on a map with concentric circles drawn to scale around the
FPA clinic location, representing one and two mile radii of
the clinic.

The Karachi FPA Model Clinic is located near the
intersection of Garden Road and Bunder Road, two of the main
thoroughfares of Karachi. It is very central, geogranhically,
to the city and to metropolitan or Greater Karachi,

and even to Karachi District. Located at the southwestern

55Public Health Ekducation Research Project, "Dacca Feamnily
Growth Study Clinic and kducation Data: First MNine lonths?
(Marginal tabulations), Dacca: Public Health Education
Research Project, January 1965, dittoed.
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tip of the major division labeled lMiddle Residential Area
in the data presented earlier, it borders both the
Commercial and Lower Industrial areas and is within & few
blocks of both the Upper Residential and t he Industrial
areas., IT the site of the FPA clinic was intended to be
equidistant from, and equally accessible to, all corners
of the city, it could not have been more precisely selected.
Although the major divisions of the city have been
shown to be unequally represented by the FPA clientele,
this cannot, therefore, be the result of proximity only,
nor of accessibility by road. This is more dramatically
illustrated by the findings from our concentric circle map,

presented in Table 4.

The striking result of this analysis is that, within
the city itself, the population groups living nearest the
FPA clinic have made proportionately less use of the clinic
service than those living farther away. This may be accounted
for in two ways . There may be socio-economic characteris-~
tics more predominant in the peripheral areas of the
city than in the central areas and these characteristics
are of such significance in family planning adoption that
they more than compensate for distance and inconvenience
or low accessibility. This hypothesis will be explored
further in later sections, though space will not permit
a full presentation of the evidence at this writing.

The alternative explanstion is that proximity to the
clinic had a negative effect on attendance, perhaps
because of the need for anonymity or secrecy in
procuring contraceptive supnlies.

For many of the potential clients in the immediate



TABLE L

DISTRIBUTICN OF FPA CLIENTS

1958-6L4 AND TOTAL 1959

KARACHI POPULATION BY DISTANCE OF GEOGRAPHICAL CHUNKS
OF RESIDENCE FROM THE FPi4 MODEL CLINIC, KARAGCHI.

| {
FPA Clients,1958-64 jTotal Population {FPA Cli-

Qhunk of Residence
in Relation to Clinic { Number Per Cent 1959 a lents per
lHumber {Per Cenf1000 Popu

i ] } flation
VWithin 1 mile Radius &75 2742 L98,827 27.7 1475
of FPa Clinic
Between 1 & 2 miles 8L0 26,2 399,465 22.1 2410
from Clinic
lore than 2 but within 1161 36.2 516,656 28.6 2.25
the city
Rural and outlying areas*

334 10.4 388,227 21.6 0.86

Total Reported 3,210 100.0 1,803,175 100.0 1.78

*Includes Labour hrea,
Noncontiguous Area &
Rural Area Major Divisions
& Non-Karachi Clients.



=33 e

neighbourhood of the FPi clinic, the fear of being seen
entering the clinic by & gossiping neighbour could be

the main impediment to their decision to act. Conversely,
many clients from more distant chunks might be circumventing
clinics in their own neighbourhoods, opting to take their
supplies from the FP4 clinic where they are more in the
company of strengers.

The anonymity explenation, although it is the basis
of much discussion and research on the commercial and
village volunteer approach to family planning in Pekisten
(€e8ey _s»,, 18 not confirmed in a more finite investigation
of the Karachi residential data. By drawing a smaller
concerntric circle with a radius of one-half mile, seven
geographical chunks immediately contiguous to the FPA
clinic are identified. These chunks are found to have an
overall client rate of 3.69 per thousand population, higher
than the rates (shown in Table 4) for groups of chunks
farther from the clinic. But the individual chunks so near
the clinic are highly variable in their client rates,
ranging from more than 35 per thousand to only one per

nineteen thousand, as shown in Table 5.

The proximity factor, therefore, if it is operating
at all in the action of Karachi women to procure contraceptive
supplies, operates differently for the population
immedicstely surrounding the clinic. Holding distance
relatively constant, avery high degree of variability is
found from one chunk to another in the proportion of
residents attending the clinic.

56

Croley, H.T., The Rural iction Study (Progress Report),

Dacca: Public Health Education Research Project, 1965,
Mimeogr.
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Table 5 also presents the variability of housing
in 1959 as one measure of the relative socio-economic
levels of these contiguous chunks. There is no apparent
relationship between attendance rates and housing
characteristics of the chunks contiguous to the FPA clinic.
The distribution of juggi dwellers dig not vary

greatly by major division in the 1959 People of Karachi,

which found that the "... proportions of juggi-dwellers
in industrial, middle and upper residential and labour
areas were not much different from each other, and they
were ~more or less generally cdistributed in the various
areas.m (22, pp. 8-9 ). From chunk to chunk within the
major divisions, however, there was a wide disparity in
predominant type of habitation. Of the total 102 chunks of
Karachi, 38 had a clear majority of pucca habitations while
39 had a clear majority of Juggl dwellers. In only 11
chunks was there a relatively even distribution of habitation
types and the remaining 14 chunks had a majority of semi-pucca
dwellings (calculated from 22, Table 7.14).

Although housing information was not obtained from
clients at the FPA clinic, it was possible to match their

addresses with chunks defined, in The People of Karachi and

thereby to draw some, conclusions regarding the extent to
which the FPA programme has reached the juggi dwellers and
the relative success of the programme in this regard in
the different geogravhical areas of Karachi, Table 6
presents the proportion of clients in the different

areas who live in chunks predominated by pucca, semi-pucca

or juggli dwellings, and t he corresponding proportions for
the married women actually living in one of the 3 types of

housing in 1959.
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Reading Table 6 horizontally, pucca habitation areas
appear to be generally over-represented by the FPA clients,
except in the Industrial Area and the Lower Residential
hdrea. The exceptions, nevertheless, are different from
each other in housing composition. The major divisions in
general are highly inconsistent in their percentages of
clients from habitation types of chunks, bearing no apparent
relationship to the actual distribution of these chunks. This
suggests that the regional characteristics of the population
of Karachi are of no greater significance in expleining FPA
attendance than was proximity. The reason this may be so in
the case of the data we are dealing with here is that the
housing coriditions of Karachi were radically changed after
the 1958 FPA Model Clinic opening and after the 1959 People

of Karachi survey. The removal of many juggi dweliers to the

newly built Korangi and Landi refugee housing in the suburbs
grossly disturbed the spatial distribution of demographic,
economic -and social traits in the city.- The mixing of migrent
juggis in upner residential areas before thet time accounts for

the fact ‘that the People of Karachi "...data tabulated by

areal subdivisions for many traits did not show striking difi'er-
ences among ecological grouns™ (22, p.9).

It is beyond the 'scope of this presentation to answer
satisfactorily the cuestions we have raised regarding the
relative ‘influence of proximity &nd urban regional character-
istics in drawing family planning clients to an urban clinic.
The primary purpose of this paper is to explore such questions
in terms of their relevance for providing baseline information
with which to evaluste family planning »rogrammes :in Pakistan.

Perhaps a more realistic measure of the success of a
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orogramme in drawing clients to & clinic is the time taken
by clients to reach the clinic, rather than the actual dis-
tance travelled. To make this a truly different measure
than distance, the client should be asked how long it took
him or her to recch the clinic. No such data is available
in the Karachi FPA4 records, nor is such a guestion included
in typicsl clinic forms. A sample of clients could be ashed
this question in an interview, however, as was done by the
Hong Kong FPL in 1958 (35, p.352).

In Table 7, a rough comparison is macde between the time
taken by Hong Kong FPA clients to travel to the clinic and
back home sgain, as reported by a sauple of‘fhe'clients
themselves, and the time that would be required by the Karachi
FPL clients under two different assumptions of time-distance
relationship in the city. This comparison only serves to

confirm the esrlier findings on lack of any real relationship

between proximity or eccessibility snd clinic attendance. It
also indicates, as suspected, that comperison between one city
and ‘another on this factor is of little value. There are
innumerable variables that could account for the differing
petterns of the Hong Kong and harachi clients and most of these
would have little relevance to programme planning. The use-
fulness of the time-distance awnproach to residence data in
clinic records lies mainly in comparing the results of one

. Qo

phase of the progremme with another. Thus, a before-and-

after comparison of the geographical distribution of clients
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Table 7

APPROXIMATE ROUND-TRIP (R.T.) TINU BET.LEN RESIDENCE AND
CLINIC FOR F.P.A. CLIENTS IN LaRACHI AND HONG KONG

Tiin.e required to . HONG KONG FPA i
travel. to and ! (As Reported by Cl- { If 1 mile=15 minutes |} If 1 mile=30 minutes
from Clinic ient) } R.TJ R.T.
! Number | Percent | Number { Percent | Number | Percent
T2ss than 15 minutes 25 14.3 875 27 42 537 16.7
15 - 30 minutes 92 52.6 8,0 2642 338 10.5
31 mitutes-1 hour 36 20.6 1161 36.2 84,0 2042
More thwn one hour 22 12.6 334 10.4 1,495 L6 .6
Total Reported 175 100.1 3210 100,0 3,210 100,0
Residerce not recorded - - 212 - 212 -
All clients 175 - 3422 - 3,422 -

1Source: 35/ Chidell, Margaret, "Report on the Birth Control Clinics of the
Family Planning hssocistion of Hong Kong, 1951 to 1958," Proceced-
ings of the Sixth International Conference on Plenned Parenthood,
London: International Plenned Parenthood Federstion, 1959, pp.348
355, (Table 13, p.352)
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might show, for example, thet clients are coming grester

distances, shending more time or coming from more "hard-

core™ neighbourhoods since the advent of a snecifix field
activity.

An important factor unaccounted for in clinic data on
residence is the place of employment of clients and their
spouses., The Dacca FPA clinic &t Segum Bagicha, for example,
is located in the shadow of both the Central and Provincial
government offices. & cesual review of their records revealed
numerous male clients attending the FPL who live in one of
several government housing colonies with family planning clinics
where additional clinic records are found on the same clients
or their wives, OClients may prefer to.attend a clinic
farther from their home for reasons discussed earlier, or they
may alternate their visits between one clinic and another to
avoid becoming salient in either., ' In cither case, »roximity
to workplace could be a more significant fector then nroximity
to residence.

In Karachi, 72 per cent of the working men anc 57 per
cent of the working women work outside their immedisate neigh-
bourhoods (chunks) and the majority of these people work beyond
any contiguous neighbourhood (22, Table 3.22, pp.126-127).
This degree of work-day mobility further indicates the irrela-
vence of residence nwroximity to clinics, although for women
this irrelavence is »robably less than for men.

By far the largest proportion of either male or female
workers in Kaerachi, about 1 out of 3, is employed in the

Cormercial Area (22, Table 3.21, pp.l24-125) in addition to
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those working in their own households in the Commercial sarca.
Many more have no fixed »lacc of work, probebly swnending much
of their time in the Commerciezl Area. These figures may help
to explain the over-revresentation of the Commercial Area in
the FPL clinic. Clients do tend to give address ¢f employer
instead of their own very often in family »lanning clinics.
The same explenation may anply to the over-representation of
the IMiddle Residential srea which employs more then 20 per
cent of 21l Karachi women working outside their own house-
holds (22, Table 3.21, pp. 1l24-125).

Other questions of major importance concerning the
geographical distribution of family plenning clients, especially
in an urban clinic are:

(i) To what extent do the socio-economic characteristics
of elients from different sectors represent the populctions of
those areas; e€.g., are the family planning adopters from the
lower residential sreas really low income couples or are they
mainly the middle and high income couples in these areas?

(ii) What persons, agencies, institutions, professions,
nublicity and other media have been most influential in the
different areas in referring clients to the clinic? Is one
channel of family planning communication most effective in
some areas of a city, sey hosnital personnel in the lower
residential area, while enother channel is preferred in other
areas, such as private doctors in the upper residential area?

(iii) To qualify what we heve said alrezdy about the
relative unimportance of residential proximity as & factor
influencing people ever to attend a femily »lanning clinic,
is area of recsidence important as e factor in people maintaining

their attendance at 2 clinic?
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Date bearing on these three questions ere presented
below under seperate headings. The data from the Kerachi FPa
on these topics are similar to those available in clinic re-
cords everywhere in Peckistan and in other Asian countries.

Their presentation and comparison can nprovide very useful
orogramme guidelines, supplementing or substituting for more /
costly kinds of evaluation procedures.

In general, three conclusions may be drawn from the
foregoing analyses:

(i} Proximity of residence to an urban femily planning
clinic anpesrs to have little, if any, effect on the action of
eligible couples to &vail themselves of the services oi the
clinic, From this finding, one wmight concluce thet the locetion
of clinics within urban areas should be based on considerations
other than accessibility to specific sub-ponulations. If couples
are motiveated to procure contraceptive supplies, apparently they
will do so regerdless of where the clinic is located in the city
in relation to their homes, in terms of distance and of time.

(ii) Neture of the housing, or the majority of habita-
tion types, in & given area is not a sensitive predictor of the
client rate to be expected from that erea. Although pucca
housing areas within Karachi were found to be¢ somewhat over-
represented in the FPA clinic this was neither & necessarv
nor a sufficient factor in atself in zccounting for clinic
attendance rates.

(iii)There are nevertheless, major differences in client
rates for the different sectors of the city, the commercial
erea being particularly cver-represented. This must therefore

be accounted” for by other factors, to be further explored below.



- 43 -

TEE PATTERN OF CLINIC ATUWENDANCE:

Probably the most sensitive indicator availeble from clinic
records of the success of 2z femily planning nrogramme is tne degree
of continuing use of those who first adopt the use of contracep-
tives under thc programme. Wheress a measure of the number of
clients first attending the clinic is highly subject to the defi-
nition of the target or eligible population, attendance pattern
after first visit measures sustained motivation of thcee ever
nmotivated. Rather than measuring only how widely the progreamme
hes spred its influence, continuing attendance data tells how
effectively the »rogramme has satisfied those initially influen-
ced, regardless of the source of their influence. The number
of cases ever attending a clinic measures the interest ana triesl
stages of adoption. Continuing attendance is a criterion of
actual azdoption.

The term "continuing use® must bec used guerdedly, for it
is one of a set of terms (including, e.g., ‘lacceptor,¥ Pcurrent
user,® Mactive user® Mirregular uscr™) applied variously by
different family planning investigators. 4 more universally
consistent term is the negeative designetion 'drovout® but even
this is variously defined. Internctional criteria for these
terms have not been established and the only efforts to approach
agreement on terms heve been among investigators of clinical

effectiveness and use-effectiveness of contracentive methods

(e.g. 57).

57Tietze, Christopher, Recomimended Procedures for the Study of the

Clinical Effectiveness of Contracentive HMethods, New York: Natio-

nal Committee on Maternal Health, Inc., 1958
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In general, evaluations of clinic zttendance patterns
have used a kind of life table technique to errive at real or hy-
pothetical "survival?” rates of clients at successive intervals
after first attendance. Some publications of clinic data hive
not gone this far but have presented enough raw data to enable
the reader to make the calculetions himself. If dropout figures
are available, they can be subtracted successively from tie
balance of active clients after given interveals. Other investi-
gations heve gone a step beyond estimeting continuing use from
clinic records by actually interviewing clients in the field at
the end of & follow-up period. Tietze and klleyne used both
the life table technique and the follow-up interview in their
West Indies study and found thet, for diephragm users at least
the estimete of active users based on clinic records very close-
ly matched the percentage actually observed in follow-up inter-

views (58, p.260L4).

58Tietze, Christovher and Alleyne, Charles, "4 Femily Planning

Servic e in the West Indies,"Fertility and Sterility 10(3) May-

June, 1959, pp. 259-271.

n

L comparison of the Karachi FPA programme with a number of
other clinic programmes on this measure of success.is presented
- in Table 8. 1In every clinic programme shown here and with any
method except the intra-uterine device, the steepest decline
in active users occurs in the first few months. The karachi
FPh and Delhi government clinics have the least successful

records interms of meaintaining
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their initial clients. The Karachi FP4 hes the sherpest drop
of 21l in the first year but then nenages to retzin a slightly
larger proportion of its clients in later months than the Delhi
government clinics. The two subcontinent cities, on the wroleg,
have had almost identiccle experiences with their family plen-
ning clinics. Neither has had supporting field progremmes of
follow-up home visits and both cities h:ive nunsrous sources

of contraceptives other/than the clinics studied.

The Singapore and Hong Kong FPa programmes provide ex-
cellent comparisons in this regard, because the Singapore pro-
gremme has included field ectivities while the Hong Kong »ro-
gramme hes little field ectivity but constitutes the only
clinical programme in thet city. Compering tiie droportion of
clients continuing to attend the four clinic groups at the
end of one year, the Singapore FPi is seen to have been consi-
derably more successful than the other asian orogramaes in
retaining its clients. Other factors may be operating there,
but the salient verisble distinguishing the Singeapore programme
is its home visits to clients who fail to return to the clinic

for their follow-up eppointments.

The cliniczl methods only programmes epdpear to heve been
generally nore successful than the mixed conventional and cli-
nical methods programmes. In the West lndi¢s, and west Virginie
this may again be a difference due meinly to extraneous locsl
factors. The*two-year active user figure for the Cherolette,
West Virginie experiment is beased on actuel observation, where-
as that for Karachi IUD clients is & hypotheticel projection by
the life table technique from experience in the first year.

It is probably an under-estimate of the actual nuwaber of
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continuing IUD'!'s thet will be observed sfter two years, be-
cause the dropouts from the first year will tend to leave &
high proportion of satisfied users anong those who continue to
rely on this method. The Kesrachi IUD rates after successive
one year intervals ere still remerkably higher tnan those
observed for the Kaerachi FPi clients. In this comparison,
most variables zre held reletively constant so thet the diffe-
rence nust be attributed mainly to the zavonced contraceptive

method.

A surmery of the FihL cchort dete upon which the conti-
nuing user figures ere based is presented by year of first and
lest attendance in table 9. In this tabulstion, two findings
are of particuler interest., One is the very high coantinuing
user rate of LO per cent for the esrlieet adopters, those
first cttending the clinics in 1958, This means that o7 of

the 167 clients who first attended the FPi clinic six years

ago were still attending in 1964, an extremely high ratio
compared with any of the programmes presented in Teble §. It
contrzets cven more dramatically with the 1964 survivel rates
of clients who first zttendcd the FPu. in the following two

years, 1959 and 1960, only 6 out of 1,252 clients.

One explanation for this high continuing user rate for
the 1958 cohort might be that these clients heve had suffi-
cient time to drop out for one or more intenced or accidental
pregnancies and then return as apparent continuing users in
1964 . The early adopters might then be regaraed as a group
consisting largely of couples interested in spacing births

as much eas stopping further births,
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If their supposed interim dropout was for accidental pregnencizs,
however, then the expleanstion is contradicted by the continuing
user retes of the 1959 znd 1960 cohorts who also heve hed surfi-
cient time to deliver once or twice anc still return in 1964.

in eglternctive or supplementary explanstion - eénd one thet
seems more plausible - is théet the eerly cdopters ere different in
their degree of motivation for Temily plenning end therefore in
their perseveraiices in practicing it. There is a vast literature
on the characteristics of =arly edopters of hszlth practices (e.g.,
62, 63 and 64) and Stycos hes ettempted to conceptualize the re-

l~tion

]

62Hochbaum,Godfrey M., Public Participation in Medical Screen

ing Programs: 4 Socio-Psychologicel Study,Weshington: U.S.Fublic

lealth Service Publication, Ne.572, 1958.
63Rosenstock, I.14., "Whet Research in Motivetion Suggests ior
Public Health," rmer. Jour, of Public Health 50(3), March 1960,
64Roberts, Beryl J. "Decision-maeking: an Illustration of

Theory Building," Health Educetion Monogranhs,No.9,1960.

of the time factcr in adeption of family wnlanning to knowleage,
attituce and concern factors (65, Tsble 45, p.230). &an experi-
mental programme in Dacce is analyzing its deta now on the early
adopters of family plenning in & controlled urban study (55).

The Karechi FPn data suggests thet this fector is of considereabdle

65Stycos, J. Mayone, Femily enc Fertility in Puerto Rico,

New York: Columbia University Press, 1955.
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!
importance in understanding femily plamnning adoption and continu-

ing preactice.

The secund fecture of particular interest in Table 9 is the
exceptionally low dropout rate in the first vear of clients who
first attencded the Fru clinic in 1960. Only 20.7 per cent of tie
1960 cohort oif clients failed to return in 190l or later, wherees
the average dropout rete in the ssme calendar year as first atten-
dance is 63.8 far all FPu. clients. Even the 1958 cohort, who hsve
the very high continuing user rate after 6 years, lost 37.1 per

cent in 1958,

It was in 1960 thet the karachi FPL undertock a brief home
visit programme in connection with & use-effectiveness study suppor-
ted by the Populztion Council of New York. The Impzct of the hcme
visits are founc in & closer analysis to account for the excep-
tionel clinic attendance pettern cobtained in thet yeear., Table 10
has been drawn from a master tabuletion of monthly attendance
records for first attendence cohorts. 4 comparison is mede here

of two nine~month cohort sets-and their respective. attendance
paetterns, showing in dete¢il the dropouts occurring in the. first
nine months after first attendance. The tcp helf or the table
represents & period petween October 1, 1961 and June 30, 1962,

during wrich time noc home visits were ccnducted.

The lower half of Table 10 represents & comperable period
between June 1, 1960 and february, 1961 when the home visit pro-
gramme was in operstion. Of the 420 women who first came to the
clinic in.the later period and therefcre, received no home visits,
nearly 87 zer cent either never returned to the ciinic a second

time or hed dropped out completely within one or two months of
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their first visits. In striking contrast, only 18.8 per cent of
the group receiving home visits had dropped out within twoc months
of their first visits. Only 10.7 per cent cof the unvisited 1961-
62 cohcrt continued to attend for more than helf a year, whereds
68.8 per cent of the 1960-61 home visit cohort continued tc attend

to attend the clinic for more than six months.

The heavy dropout rate between seven and nine months oi the
home visited cohort must be the result of a short lined fellow-up
field programme. One follow-up visit per client eapparently is
sufficient to bring about 60 per cent of the clients who otherwise
would not have returned, but approximetely 25 per cent of the totel
group will then drop out unless they receive further encouregement
through additional home visits. Thus, a single follow-up visit for
every client appears to meke & very significent difference in the
return rate, but subsequent visits are needed to maintain the

attendance of meny of the returnees.

There 1s evidence from an urban programme in Dacca, however,
suggesting thet tco many home visits can have a negetive effect

particularly if they ere aimed at only one spouse (66, p.4)

66Gr'iffiths, Williamj; Roberts, Beryl J.; end Huq, Raisunnessa,

"ipplication of Learning Theory to & Family Planning Programme in
Dacca, fast Pakistan,™ Paper No.,270, United Nations World Popula-

tion Conference, Belgrade, Yugoslavia, iug.-Sept. 1965,

Research is continuing there to establish an optimum number, if
there is one, end to determine which groups most reguire follow-up
visits.,

Whereas Table 8 based active user rates on the actuel dura-
tion of attendance between first end lest visit, and Table 9 used
& criterion of attended within the past five months (within 1964),
a more discriminating criterion of continuing use might be that
the client has taken supplies within the past three months for the

second or more time, This is & realistic mezsure for most govern-



ment clinics in Pakistan where conventional contreceptives (condoms
& foam tablets) ere generally dispensed in lots of one or two dozen
per client per visit. sllowing for our lack of reliable cate on
coital frequency in Pakisten, a dozen condoms should not last mcre
than two months if used feithfully, s« clinic visit within the p:st
three months woula therefore seem a liberel definition of continu-
ing user. The FPi. programme, hcwever, hes traditionally emphasized
the diaphragm, which requires less frequent revisits to the clinic.
The continuing users identified by attendance in 1964 in Table S
are probably rezl continuing users for the most part, and & further
analysis by methods used will be presented in another section. The
overall FP. continuing user rates by the three month. criterion &re
presented in Teble 11 for their use by other programmes in Pakisten

for compering results.

Excluding the clients who attenued for the first time in
the lest month before observation (Mey 196L, when the records were
coded), out of 315 wcmen who hed attvended for the first time within
the. pest half year, 69, or 22 per cent, hed ettended at least &
second time within the pezst three months. The rate of continuing
users by this definition is approximetely the same for those clients
who first esttended in the previous half year period (between 6 znd

12 months before).

Thus, approximetely one out of five women new to the clinic
in-the past year or in the past helf yesr cen be expected to return
for additional contraceptive supplies within the past three months,
Less than half as many of those who first attended in the next
earlier half year period, however, weculd be found returning recent-

ly. OStated in terms of the arithmetic used, less than 1 out of






10 women whc have a potential duration of attendance of 13-18
months have an &actual durstion of 13 to 18 minus 3 months. Most
of the 9 out c¢f 10 heve an actual durction of zero months, for

they never return to the clinic.

Less then half ol one per cent of the first 2,444 clients
of the Karzchi FF. - tiiose who first attended more than 18 months
before May 1964 - were still attending the clinic in the 3 months

prior to May, 1964, when their records were coded.

Many of the 90 per cent who ere no longer classed &s users
after a yeer ana the ¢9 per cent not classed &s users aiter two.
years hopefully have turned to other sources of supply. Some
likely have stopped contraception, satisfied with their. echieved
spacing, and ere preparing for another pregnancy. Many. others
would be lost for less ccmforting reasons such es their lack of
susteined motivetion, dissetisfaction with the methods prescribed
for them or with their first experience &t the femily planning
clinic. In the case of the Karechi FPn, many clients are miscla-
ssified &s dropouts by this criterion because they &re diaphragm

users &nd have no reason to attend the clinie every three months.

Surveys heve been undertzken by the Family Planning asso-
cictions of Hong Kong and Singapore to determine the reasons for
their dropouts. The Hong Kong FPA reports the responses of client
te reminders sent through the meil to those overdue for their
check-up visit. Most of the admittedly biased group who responded
repcrted thet they hed become pregnant (35, Teble III, p.350). In

a more detuil.d analysis of dropouts with follow-up interwvicws,
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the Singapore FP. found that only 46 per cent of its lost cases
could be classed as %real loss," the remeainder being classed
either»as-gﬁééudo loss% or %ligitimate loss' because cof their
h&ving trensfered to encther clinic,  pregnency, sterilized,
moved out of thie city or becume separated from husband for

one rezson or another (36, unpublished Table VIII, mimeogr.).

Returning to the geographiceal distribution of the FP.
clients, it is possible now to look at the attendance pattern
of the clients from the different major divisions of the city.
Comparing Table 12 with earlier finaings in Table 3, it is

apparent that thie two areas with

the largest proportions of FFP. clients anc the highest ‘acceptor
rates," the Commercial &and Middle Residential areas, do not have
attendance or dropout records thet differ significantly from the
other aress of Kerachi. Although the liddle Residential Area
Clients have the lowest proportion of dropouts in the first
month of attendance, they ¢re exceeded both by Industrial snrea
and Upper Residential .rea Clients in the proportion who con-
tinue to attend for more then 2 years. The Commercial nrea
excedes both the Lower and Upper Residential sreazs in proportion
of dropouts in the first month and hes & lower continuing rate

beyond 31 months than even the Rural .rea,

ngain, 1t should be emphasized that the clients from the
Middle Resicential urea are not necessarily middle cless, and
those from the Upper Residential srea are not necessarily a
predominantly upper cless group. The extent to which income

and other socio-economic feactors are disturbing the residential
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area data will be discussed below. The important tking to note
here is that gross clinic attendence figures (all clients ever
attending) may bear no relationship to continuing user rates.
Thus, it is not to be recommenced thet generalizeations can be
made from demographic @nd socio-economic distributions of all
clients to the actual edoption ¢ centinuing use of contraceptives
by socio~economic or parity groups. It would have been an error,
for example, to conclude from the datz in Table 3 that residents
of the Commercial irea of Karachi sre a more highly contracepted
population thzn other areas. Table 12 contradicts such a conclu-
sion and suggests instead th:st residents of the Commercial rrea
would be found in @ cross-sectional survey to heve a higher pro-
portion of sometime users but & lower proportion of effective

or continuing users than residents of other areas of karechi. In
other words, the incidence of family plenning. attempts may be

higher in the Commercial .rea, but the prevalence of femily plann-

ing practice would be less et & given time than in other areas.

Duration of &cttendance data will be used in the following
analyses to draw this distinction between incidence end prevelence

along other variables .included in clinic records,

One further considerction in clinic attendance petterns, of
course, .is the number of times clients visit the clinic within
given periods, : Table 13 shows the pettern of attendance fre-

quency within

given six month cdurations between first and lest attendance

among the clients who never returned after the month of their
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first visit, 16.5 per cent are found to have attended .two or

more times within that month, about half of the clients who then
dropped out(in the following 6 months or within the first yeer,
attend only twice., About one-third of those who dropped out)

between one and two years attended only twice. The only group, then,
with an appreciable proportion of clients attending the clinic more
than 5 times are those who continued attending for more than two
years, Even in that group, the sizeable proportion who attended only
two or three times in more than two years, 22 per cent, indicates
that the FPL is by no means the only source of supply relied upon
by many clients. On the other hand, this figure might be to some
extent a measure of the failures in use~effectiveness among clients
who still want to practice family after completing their unwanted
pregnancy. Thus, about one out of five of the clients who continue
attending a family planning clinic for more than two years are found
to have attended only two or three times, either because they are
obtaining supplies regularly elsewhere or because they have not
been practic¢ing family planning consistently over the two years.

To summarize our attendance pattern data, some totals and
central tendency values are presented here. Of the 3,422 clients
who attended the Karachi FPi between June 1, 1958 anc May 30, 1904,
a six year period, complete attendance records were available on
3,336. These 3,336 clients attended the FP4 clinic for a total of
21,940 woman-months, giving an average duration of attendance of
6,58 months. More than half of these women, however, never
returned to the clinic after the first month of their attendance.
The mean duration of 6.58 months gives these earliest dropouts
credit for half a month,., Because most of them attended only once,
it is perhaps more realistic to count their duration of attendance
as zero, in which case the mean duration for all clients attending

the Karachi FPs clinic would be 6.31 months.
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The Kerachi Fi.. hes hed higher dropout rates in successive
three month periods up %o one year than those obtained in” family
planning clinics in three other Asiean cities, although the cumu-
lative dropout rate for the karechi Fra metches exactly the ex-

perience of Municipel clinics in Delhi after one year (Table 8).

hlthough the proportion of all 3,422 clients who were still
attending the Karachi Fi. clinic in 1964 was only 15.2 per cent,
including those who first attended thet year, the finding in
Teble 9 thet 40.1 per cent of the eerliest attenders from 1958
were still attending in 1964 strongly suggests the importence of

further research on early zdopters of family planning.

Table 9 also revealed a very low first year dropout rete
for the clients who first attended in 1960. This led to & fur-
ther analysis of that period, revealing rather dramatically the
success of the follow-up home visit procedure in bringing clients
back for a2 second or third clinic visit. The long-range eifect
of a single home visit, however, might even have been negative,
for the second 'year dropout rate of the 1960 cohort more than
mede up for the low rate in the first year. 1In fact, none of the
1960 home visited clients are found continuing to sttend the

clinic in 1964.

The analysis of attendence patterns of clients residing in
the geographical areas of Karachi thet were most highly represen-
ted among all clients showed no rel: tionship between areess high
in Macceptor" rates (Table 3) and those high in continuing user
rates (Table 12). 4 distinction is therefore suggested .between
incidence and prevalence of family planning practice in sub-
populations. This approach will be taken in the znalyses of

veriaoles below.
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HOW CLILNTS R REFERRED TC THA CLINIC

Different family planning programmes emphasize different
chennels cof communication to potential clients. In & progreimme
like that of the FPu in Karachi where funds esre not evailable to
employ educational field workers, relience is necessarily put on
mass media, referral from other agencies, institutions ana private
physicians, &nd of course on the reputction of the clinic service
as interpreted to others by .satisfied clients. The relative
. effectiveness of e:ch of these channels depends pertly on the
effort mede by the clinic administration and staff to utilize end
to cultivete them, pertly on the image of the clinic as perceived
by relavent persons in etch of the channels, end paertly on the
inherent effectiveness of the chennels themselves in influencing

beheviour.

With regard to the letter consiueration - the relative in-
herent effectiveness of communication channels - there is consi-
derable documentation in the social-psychological and public health
education literature (e.g., 62, 64, 67, 68, 069, 7C). The eppli-
cability of this research to family planning is still being
debeted @nd tested in Pekistan and other developing countries
(cfe, eug., 66, 4, 5, 6, 8, 9, 10, 11, 12, 13, 14, 43, 50, 51, 56
ana 771).

67Griffiths, William and Knutson, wndie L., "The Kole of lMess
Media in Public Health" imer. Jour. of Public Health, 50 (sapr.

1960), pp.515-523.

Schremm,Wilbur (#d.), The rrocess and Effects of Mass Commurni-

cation, Urbane, Illinois: University of Illinois Press, 1961.
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bgKatz, Elihu and Lagzarsfeld, Paul F. Personal Influence: The

Part Playved by People in the Flow of liass Communicetion, Glencoe,

Illinois: The Free Press, 1955,

70 . P . o as . . .
Hovlind, Carl I., "Eiffects of .Mass liedic of Communicction,”

in Gerdner Linizey (ed.), Handbuok of Social I'sychology, wol..II,

Cenbridge, Mass: ..ddison - Wesley, 19545 pp. (106251103,

7lBogue, Donald J., "Some Tentative Recommendations for &
'Sociologically Correct! Family lrlenning Communication end IMoti-
vation Program in India," in Clyde V. kiser (ed.), op.cit.,

pp‘ 503"538-

In general, the literzture suggests thet education through
mass medie alone 1s insufficient to bring about action for family
planning (43, 71); that medical and para-medicel institutions and
perscnnel ere effective as & source of influence with certain
groups but not with others (1l4); enu thet personel, fece-to-fece
contact through friends home visits by professional or voluntesr
workers, &nc especlelly smalil group discussions ere the most
effective chennels of influence but that even these can heve dimi-
nishing returns beyond some equivocal point of saturestion or

tolerance (66, 10, 11, 12, 14, 50, 51, 56, 71)..

The kerachi FPa data on the source of referral of clients
confirm these general findings and provide further documentation
of the extent to which they opereste in an urban programme in

Pakistan.

The specific responses of the Karachi FPa clients in their
first clinic visit to the question of how they were referred to

the clinic are presented in Table 14 in order of their frequency.

Before reviewing the impliceétions of these data, & few qualifica-

tions should be mentioned. The rether high proportion of clients
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TABLE 1
SPECIFIC SOURCES COF REFERRAL OF CLIANTS,KnR&CHI FPa
1958-1964
] !
Referral Source Nemed by Client | Number of ] Per cent of
&t Time of First Clinic Visit | Clients | 411 Clients
{ | Responding
1. el e,
health visitor, fiela
worker, socisl worker,
nurse or dispensor 1,177 377
2 Institutional: hospital,
meternity home, clinic,
heclth centre or TB centre 992 31.8
3. Radio 345 11.1
L. Another FPi client or former
client 318 10.2
5. Friend, neighbor, employer
or reletive other than
husband 128 Lol
6. FPa: staff, administrator or
volunteer cf the assocletion 122 3.9
7, Self or husband 21 0.7
8. Press: newspaper, megezine,
pamphlet, reading board or
other printed media 15 0.5
#11 Clients Responding 3,118 100.0
Cases with no response
recorded 304 -

£11 Clients, 1958-64

3,422
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recorded as heving been referred by redio might be a function of
the fact that steff of the clinic themselves heave presented re-
dio programmes on femily plenning. Clients who heard these pro-
gremmes might have mentioned them even though they were not
necessarily influenced by the programme itself to attend the
clinic, &nd there would, of course, be the tendency on the part
of the staff to record their radio presentétion as heving hed &
real effect. The relatively low incidence oi friend or neighbour
&s a source of referral is misleading in this break-down because
the preceeding category of Wother Fra clients? would be almost
entirely friends. Thus, rows 4 and 5 are not mutually exclusive
end rows 1, 2 end 6 &lso would incluue persons who might really
belong to the friend cetegory. Taking these considerations into
account, the friends category should be placed above radio es

the third most frequently mentioned source of referral..

To put these findings in perspective, they are regrouped end
compared in Table 15 with sources of referral reported at Fli
clinics in Hong Kong and Singapore (35, p. 352 end 36, unpublished
Table VII, mimeogr.). There is some loss of comperability in the

fact th¢t both the Hong Kong and Singepore enalyses ere beased on

special interviews with & small sample of the meny clients atten-
ding the FFr clinics in those cities over a period of seversl years
and therefore may not hcve been referred to the clinics by sources
similar to those of an earlier or lster period. The Singapore
interviews; moreover, were with women who had not returned to

the clinic after & reasonable period. The comperison, neverthe-
less, reveals some striking differences among the three FPL

programmes thét suggest the usefulness of this measure ss an
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evaluation tool,

The Hong Kong date shows the rezl potential of the satisfied
client s an agent of influence for the clinic programme. .The
proportion of clients there who -hive been referred by .@another. FPA
client is neerly five times &s grest s the proportion in Kerechi
and more tnan double that oi the Singapore clients. The hong kong
record su:gests thet the FP. there hes dcecne gn effective jeob os
educating and satisfying 1vs clients in the clinic end providing
them sufficient informetion to inform others in turn. The kerechi
personnel coulda perheaps give increased zttention to the importance

of' the personal flow of informeti on and influence and encoursage

their clients more to spesk to friends about the clinice.

On the other hand, the Kerachi FP. appear to heve been far
more effective in its community orgenization efforts, as revealed
by the very large proportion of its clients, nearly seven out of
ten, referred by other cgencies, hospitels ¢nd professionzl per-
sonnel. The professionzl community of Kerachi hes been mede
sufficiently aware cof the FP. and convinced of its stanuerds to
have referred at least 2,169 clients to the Model Clinic in six
veaers. The fect thet there &re severzl other mejor iemily plenn-
ing clinics in Kerechi (wherezs the F:i: in both Hong EKong ana
Singapore virtuelly monopolize the femily plenning merket in
those cities) spezks well not only for the reputation ena imege
of the Karachi association and the performence of its clinic
programme, but elso for the imporcance of the kind cf community
organization that resches ¢ll relevant agencies which are "gate-

keepers™ of potentisl clients.
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2.1 per cent of all clients of the Singapore FP. clinics mentioned
any of these sources of informetion as having influenced them to

attend the clinic (36, unpublished Table VII, mimeogr. ) .

The Singapore referral date is not wholly comparable with that
of harachi and Hong Kong insofar as no distinction was mece in
Singspore between persons referred by old clients sna those referred
by "F.P.n." or "Friend." In an independent t&ally, however, &inha
reports th.t "Friends' were responsible in persuading others to
attend our clinics to the extent of about 30% of our new céSeS...
Our 'own patients! were directly responsible in introducing about
4L0% of our new cases™ (72, p.3). higain the categories sre not
mutually exclusive, but a compromise between the conflicting Singa-
pore report would bring the dete in line with conclusions dreawn
from Karachi and Hong Kong: the person-to-person referral is most
effective in bringing sbout the decision &nc the momentum to

attend the family planning clinic.

In an independent study ot the Hong Kong FPi.clients, Coughlan
and Coughlen note efforts of the .ssocistion there

"... to publicize its werk througii edvertisements in newspapers,

spot advertisements preceding movies at some. theatres, bill-

board notices at the ferry terminagls, and the distribution

of pamphlets. (73, p.l75).

7300ughlan, Richarc J. and Coughlan, Mergaret M., "Fertility
and Birth Control smong Low Income Chinese Families in Hong hkong,'
Marriage and Family Living (now Jour. of Marriage and the Family)

25(2), May 1963, pp. 171-177.

They found, nevertheless, epproximeétely the same proportions of
referral sources in their sample of the Hong Kong FPx clients (73,
pP.175) ¢s those reported in Table 15 for Hong Kong from Chidell
(35). ?gey conclude, therefore, thet "fece~-to~fzce contact with

women /the most effective way of spreasding favourable informe tion

about femily limitetions® (Sic) (73,p.177).



~ 68

~

The Singapore Fi. 1s the only issocietion of the three with ¢
field staff conducting educational home visits ena follow-up of
lost clients. .Thus, 35 per cent oi its clients ere referred by an
FPu. worker, compsred with oniy 7 wer cent oi the 3ingapore clients
anc. only L4 per cent oi the Kerechi clients. The real velue c¢i face-
to-face education outsice the clinic is not fully shown in this
table but has been discussed earlier in terms of continuing atten-

dence after the first visit.

The most importent channels of informetion end influence in
ell three unsian cities have been professionel workers ond friends
(including previous FFsn clients). In both cases, personsl influence
is the key. In fact, about one third of the Hong kong clients ere
reparted to have been acompanied by & friend or reletive other than
husband on their visit to the clinic (35,p.353). Mess media of any
kina heve pleyed & very insignificeant rcle in prompting clients to

planning. clinics in any of the three cities.

L

go to the feamily

The unimpressive record of mess media in arousing action for
clinic ettendance is most salient in Singapore where the FPn hes hsad
a very ective Publicity Committee PIinterviewing snd giving articles
to the press, brocdcasting scripis...writing 'fesature articles!
in the Sundey papers ... posters for display in clinics, centers,
factories, etc... Cinema slides in Chinese language"” and where
the Government of the State of Singapore "... ovenly proclaimed
its support and conducted & concentreted compaign to populeérise
the movement,.. culmineted in the holding oi & lerge scale public

exhibition at Victoria Memorial HallY (72, pp.214). Yet, only

. ?ZSinha, Hena "Family Planning ..ssocietion, Singapore" Orgea-
nisational eport for the feventh Internztional Conference on
Planned Parenthood, Singapore, February, 1963, lMimeogr.
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2.1 per cent of &ll clients oi the Singapore FP. clinics mentioned
any of these sources oif informetion as having influenced them to

attend the clinic (36, unpublished Table VII, mimeogr.).
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of harachi and Hong Kong insofar as no distinction was mece in
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reports th«t "Friends' were responsible in persuading others to
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Our 'own pstients' were directly responsible in introducing aoout
40% of our new cases® (72, p.3). Lgain the categories are not
mutually exclusive, but a compromise between the conflicting Singa-
pore report would bring the dete in line with conclusions drawn
from Karachi and Hong Kong: the person-to-person referral is most
effective in bringing about the decision &nd the momentum to

.attend the family plenning clinic.

In an independent study ot the Hong Kong FPi.clients, Coughlan
and Coughlan note eiforts of the wssoclstion there

",.. to publicize its work througii edvertisements in newspapers,

spot advertisements preceding movies at some theatres, bill-

board notices at the ferry termingls, and the distribution

of pamphlets. (73, p.175).

o

7300ughlan, Richerd J. end Coughlan, Mergeret M., "Fertility
and Birth Contrcl smong Low Income Chinese Families in Hong hong,"
Marriage and Family Living (now Jour. of Marriage and the Family)

25(2), May 1963, pp. 171-177.

They found, nevertheless, zpproximétely the same proportions of
referral sources in their sample of the Hong Kong FPn clients (73,
pP.175) &s those reported in Table 15 for Hong Kong from Chidell
(35). ?gey conclude, therefore, thet "fece-to-face contact with

women /the most effective way of spreeding favourable inform: tion

about family limitetions? (Sic) (73,p.177).
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The date Ifrom all three clinics are unanimous on the importance
of the face to face approzch put they do not justify the conclusilon
thet this should be primarily through women. It is true thet very
few clients ¢re found to heve reported being referred to the clinic
by their husbends but this may only be an evidence of the female
biés of tﬁese progremmes, as described by Stycos in his critique of
the "traditional Planned Parenthood approzch® (4, pp.48l-482).
Styccs points out several reasons why the feminist bies 1s not
justified in femily planning programmes anc cites several studies
thet show an equal and sometimes greater interest in preventing
births among .husbands than among wives (4, pp.450-493). Preli-
minery fincdings from an experimentel programme testing educstiovnsl
epproaches through meles only, through females only and through
both, in Dacca, Bast Pakisten, suggest very strongly that both
spouses need to be contacted to achieve any real e¢nc lasting change
in their clinic attendance pattern. "In the two one-sex channels
of communiceation, tie percentage of users did not differ signifi-

cantly® (66, p.3).

The attendance patterns of the referrel groups add esnother
dimension to this veriable with real implicetions for clinic
education. Table 16 shows significant differences between the con-
tinuing attendance of clients referred by press or r.dio and those

referred by any of the other sources.

The most effective sources of referral in terms oi our earlier

discussion have the lowest continuing attendance, the highest
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early dropout zna the lowest mean duraetion records. This finding
metches thet of the Singapore FPiu wiich found the lowest dropout
rete to be among clients who came to the clinic on their own ini-
tietive after learning about it through mess media, 18.1 per cent
coempered with 37 per cent fur ell clients studied (36, unpublished

Table VII, mimeogr).

This may seem on first considerection to contradict the eerlier
finding thct mess media are unimportent sources of referral. 1In
fact, it substentiates thet conclusion in the sense thet the people
attrected to the clinic by mass media were the most higlly motivsted
already and therefore needed the least encouragement from externsl
sources., This 1s what is referred to in the literature on mess
ccmmunication as the role of medis in "scraping the cream off the
top.™ There is a swmell percentage of any population thet is ready
to adopt almost any reasonable practice at & given time, &and mess
medie merely serves to direct them intoc the proper channel. It
does not. serve as.a motivation instrument in this sense, but rather

simply &s an informetion source.

The populstions shown in Table 16 to have been influenced to
attend the clinic by more effective motivetion sources (face-to-
face) are the more difficult to reach group. We may conclude in
very generesl terms from Table 16 th.t the more influentiel the
source of referral the less inherently motiveted the clients were
on their own, and therefore, the less likely they were tco continue

attending the clinic beyond any given pericd of time,

This is a general but a very strong coaclusion in terms of
implicetions to be discussed below. One word of caution must be
added here, however., The cttendance distribution of cases for
whom no information was recorded on source cof referral is presented

in Table 16 to show the extent of bias introduced to this vsriable.
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by the cases not included in the tabuletions. The no informetion
cases ere seen here to be & group with very high continuing user
retes. This is primerily becsuse these are cases from the earliest
year ' of the clinic, 1958, when & different record card wes used
thet did not incluue the question on source oi referral., These
cases, it will be recelled from Table 9, hud the highest continuing
user rate of any group in 1964. It may be assumed with consistency
thet these ecrliest motivated clients were most like the group
referred by mass media. If this is so, then the inclusion of the
no informetion cases in other ceztegories woula feavour the press znd

redio category and thereby fortify cur earlier conclusion.

The main implication of our conclusion th t the more influen-
tial sources of referral senu ceses to the clinic who e¢re less
independently motivated is thet source oif referral data is a highly
useful indicatar or predictor in ciinic records of the group of
clients needing closest attention by the clinic staff. If a family
planning programme, because of limited resources, is forced to
choose among its clients a few cises to be given special cttention,
then source of referral might be one of the best criteria for this
selection. Clients who indicate they heve come to the clinic with-
out the personel urging of a friend, neighbor, relative, doctor,
health visitor or social worker mey be screened from the group to
be given special attention on the assumption thet they ere more
independently motivated to practice family planning. If the pro-
gramme can provide special education or follow-up visits to about
one out of every three clients, then the criterion oif selection
might be those clients referred by & doctor, health visitor or
other professional person, for this group h:¢s the highest dropout

rates, i.e., it is the least independently motivated group.
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Whet kind of snecial attention should be provided for these
clients? Unfortunctely, the litersture on outpatient clinic edu-
cation anc administration s¢ fer is limited primerily to Western
countries (e.g., 7k, 75, 76, 77) slthough experience is accumuleting

in Pakistan (12, 66, 78).

Skinner, Mary Lon, and Derryberry,bayhew, "Health &duceticn

for Outpztients,” Public Health Reports, ©6S(11) Nov. 1954, pp.1107-

1114,
75Fischer, lMercedes M. "Outpatient Lepartments Heve a Long

Way to Go,"™ tmer. Jour. of Nursing 61(8) sug. 1961, pp.56-59.

768chade,Julia snn, "Comprehensive Nursing in an Outpatient

Clinic," .mer. Jour., of Nursing 60(9) Sept. 1960,pp.1259-1262.

t1Wishik, Samuel M. "Parents'! Group Discussion in 4 Chila

Health Conference,™ imer. Jour. of Public Heelth 43(7) July 1953,

pp.888-895,

78Fazalbhoy, Zarens n., "Orgenisation and isdministretion of
Family Planning €linics,% Jour. of Family Welfare Vol.4, March 1958
pp. 93-98

The most common recommendation from clinic experiences in the
United States is th.t group teaching of clients should be provided
whenever possible. Prior to his family planning work in Pekistan,
Dr. Samuel VWishik studied the use of perent group discussions in
child heslth conferences. He states thet ™,...group counseling,
complemented by individual ccnferences, will prove more effective
than the latter alone® (77, p.888). He notes thst in the group
setting, mothers tend to suwnport each other in shering problems
end "sometimes are reedier to chenge practices when the suggesticn
comes from peers rether than from staff% (77, p.888). Skinner and
Derryherry warn that group tesching "....in this context does nct

mean classes in the traditional lecture form; it means, instecd,
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ways of bringing people together to aiscuss their own reactions

about the problems in question™ (74, p.11l12).

In an evaluation cf the group instruction & prcach in public
health department family planning clinics in Celifornie, it wes
noted that 85 wver cent fewer calls were received from petients
concerning the sice effects of Bnovid than were received by pri-

Vete physicians recommending the same method (79, p.3).

o - . s . -
7/Green, Lewrence W., "Evelu: tion of the Zducctional Progream
in Family Clinics of Contrz Costa County,% Mertinez, California:

Contra Costa County Health Depertment, 3ept. 1963, Typescript.

whetever approach is used, within the limitetion. of clinic
or field stsff resources, it is possible to identify from source
of referral data in clinic records the clients thet need edditicneal
attention. Ffischer hed pointed out the need, even in Western clinics
for such *,...a screening system to determine which patients need
teaching... Obvicusly, 211 petients d¢ not recuire such service.
No patient who does require extensive service should ever leave

the clinic without a plen for providing it® (75, p.59).

One further question concerning source of referral thet was
raised in cur earlier analysis of the geographiczl distribution of
clients can now-be reviewed. Comparing Table 3 end Teble 12, we
found that geographical areas that were high in the incidence of
clinic attendances were low im centinuing use or prevalence of
contraceptive prectice. We now have found thet incidence cna
prevalence also veries with the source of referral of clients.

We might enquire at this point, then, whether source ¢f referral

and geographical distribution covary in the same direction es
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incidence and prevelence. In other words, are source of
referral+enc geographicel distribution as they relete to
incidence &nd prevalence of contraception really functions

of one &enother?

Table 17 shows virtually no verietion between one
referral group &anc encther in their geographical distribu-
tion. Thus, we may conclude thct geographical distribution
end source of referrsl &ct incaependently of one another es
fectors affecting incidence ana prevclence of contraceptive

practice.

Seurce of referral data, then, Yns wide applicability
as a measure of programme evalue tion and as a criterion for
identifying clients in need of further educational or moti-
vetional service. -Source of referral hes been shown to
heve been & significant factor in continuing clinic atten-
dance in Kerachi. This influence appears to act indepen-

dently of geographical erea of client resiaence.
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INCOME AND CCCUP.LTIONLL CH:Rn CTERISTICS:

& widespread criticism not only of the "traditional
Planned Parenthood approzch® but oi the clinic approach to
family planning in generel is thet it covers only the midcle
and upper classes anc a select few highly motivcted lower
class persons.,.

To test the extent to which this criticism applies to
the Karachi FPu clients and tc make the clinic data on inccme
and occup: tion es highly comparable with the best available
baseline data, cehegories from the People of kerachi data
have been used. This presents no problem with income classi-
fication but occupetional clessificetion is more difficult.

The occupational entry coded reports feithfully what-
ever was reported by the female client. It is understood,
however, th:t no perticuler effort was made in the clinic
during the initial interview to obtain precise or comprehensive
descriptions. It is an unfortunate characteristic oi the
clessificeétion system used by the Census Commissioner thet
occupetions with ¢ similer industrial connection have been
grouped together, almost throughout the socio-economic spectum,
Thus, two husbenas employed in the ssme industry citen are
pleced in the same occupetional group, irrespective of the
socio~economic levels of their individual jobs. It was
preferable, nevertheless, to meintein comparability with other
dete and to rely on income and education deta for socio-
economic determinctions, rather than to cttempt to make
occupational clessifications conform with sccio~economic
status.,

We cttempt here to treet income and occup: tion together
in rather general terms anc in relation tc other ssian Clinic
experiences, anua then to look more carefully at income ées

it reletes to clinic ettendance petterns in the Kerachi FE..
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In the subsequent section we will discuss education of wife
&s an independent but releted varisovle.

Table 18 presents, first, & tenucus breakdowun of the
income distributions of clients et four urban family plenhing

clinics in :.sia.

This comparison inaicates thet Karachi mey be m-re subject
to the "traditional Planned Parenthood® criticism then other
programmes in one sense but not in another. It is guilty cof
an upper-cless bias but not particulerly of & middle-cless
bies nor of a lower class exclusion. The Karachi FP~n has a
larger proportion of low income clients then the Singapore
programme.,

The Karachi clinic programme appears to heve appealed
much more to higher ¢nu less to the middle income groups then
heve the clinics ¢f Metropolitan Delhi, Singapore or Hong Kong.
Comparison with the Ueihi Clinics on this verieble, however,
is not entirely fair to the FPu clinics, insofar &s the Delhi
clients, by &nd lerge, were wives oI government servents
(96.6 percent, most of them clerical) and therefore of estab-
lished low =nd middle income clesses. Nevertheless, the
cbsence of such an exclusively governmental clinic program
in Karachi, until recently &lso a Federal Cepital erea, hes
not palpably affected the income distribution of the FPiA

clinic petients toward & heavier lower income concentrstion.
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The relative occupetional structures of the FPu. clients!
husbands in the .sian cities~is very consistent with their
reletive income distributions, shown in the previous teble.,
In both income and occupection of husbands, the Karachi anc
Singapore FPi clinic groups are predominantly middle cless,
but the Singapore group the more so of the two. In both
citieé, the non middle imcome groups, i.e.,, the high and low
income groups, were‘approxim&tely equal. In Kerachi, however,
the high income group sccounts for & lerger proportion of the
totel clinic popul:tion than in the Singapore the Hong Kong
or the Delhi programmes. This higher class bias of the
Kerachi clinic is accounted for mainly in attendance by
wives of professiocnal, technical, administretive, executive
and managerial workers. These occupations represent 18.3
per cent of the Singapore clients end only 5.1 per cent oi
the Hong Kong ciients. Other comperisons between the two
groups cannot be made without ‘taking into eccount. the under
representetion of miudle and low occupaticnal groups caused
by the tendency in kerachi for wives tu report the occupa-
tions of their husbends simply &¢s "service™, Occupetional
‘distribution figures for & sample of the Hong Kong FP. clients
are included in this table primerily to emphesize the dis-
similerity of the Karachi group.

Comparing the occup:t tional structure of the Karachi
F.P.u. husoands with thet of the merried males at large in
the Kerachi popule tion reveals further evidence of the upper

cless bias of the Karachi F.P.n clinic programme.
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