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ABSTRACT 

Lack of coordination among social marketing interventions that deliver health products and 
services creates the possibility of one intervention undermining another. This article 
proposes and demonstrates a segmentation method and measures for monitoring and 
evaluating the performance of social marketing interventions that form part of a total market 
approach to influencing health-related behavior. The proposed segmentation bases and 
sequence are vulnerability, consumption, equity-based measures, source of supply 
preference, access and other determinants. The performance measures are effectiveness, 
cost-effectiveness, equity, efficiency and access. When the method and measures are applied 
to a social marketing intervention in Madagascar to increase use of hormonal contraceptives, 
evidence of effectiveness, cost-effectiveness, and equity is found. Evidence of efficiency and 
access is weak and points to a need for better data. We recommend exploring the 
applicability of our method and measures to other issues addressed by social marketing 
interventions, including HIV prevention and malaria control. Routinely using total market 
approach measures can help funders and implementers maximize social marketing resources. 
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INTRODUCTION 

Over the past 30 years, funding decisions for social marketing and other interventions that 

deliver health products and services in the developing world have been made in an 

uncoordinated manner, with different organizations funding separate public, 

nongovernmental or commercial sources of supply in order to influence behavior or increase 

commercial market share (Armand, 2003).  For example, one donor may fund an 

intervention that subsidizes product price and distribution to increase use of insecticide-

treated mosquito nets. A second may fund free distribution of this product to increase use 

among poorer populations. Meanwhile, a third may fund brand development and advertising 

costs for a commercial sector supplier to increase the share of users who pay the full product 

cost. All three of these interventions could be deemed social marketing (Lefebvre, 2007). 

 

An unintended consequence of making funding decisions by source of supply and with 

different performance objectives in mind can be that interventions conflict or are 

superfluous (Hanson, Kumaranayake & Thomas, 2001). Interventions delivering free or 

subsidized products may dissuade higher-income consumers from using commercial sector 

products. Interventions supporting commercial or subsidized product delivery may increase 

inequities in rates of use across socioeconomic strata. Commercial-only interventions may be 

ineffective at increasing access and use, creating a trade-off between effectiveness for 

improving health and the efficiency of the health system. The assumption that a product or 

service delivery intervention itself is necessary may be incorrect if the determinants of 

behavior or supply source choice can be influenced through communications or other 

mechanisms (Fishbein & Cappella, 2006).  

 

To address these problems, intervention evaluators have called for donors and implementers 

to adopt a total market approach to designing social marketing interventions, calling it 

“arguably central to the future of social marketing in the developing world” (Department for 

International Development, 2003). A total market approach aims to influence health-related 

behavior equitably and efficiently by financing and coordinating interventions that may work 

across one or more sources of supply and by using communications, regulatory, financing or 

other strategies that can influence behavior directly or indirectly via changes in access to 
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products and services. This process includes formative research; population and service 

delivery monitoring; performance evaluation of public, nongovernmental and commercial 

actors in delivering products and services to different market segments divided in part by 

willingness to pay; and efforts to shift consumers with high willingness to pay away from 

wholly or partially subsidized supply sources.  

 

There appears to be no established set of market segmentation methods and performance 

measures for monitoring and evaluating the performance of social marketing and other 

interventions as components of a total market approach to influencing health-related 

behavior. This is problematic because implementing an optimal total market approach 

requires knowing how well the entire market is being served by existing interventions. 

Evaluators need to be able to show the overall impact of multiple types of interventions and 

the impact of different types of interventions on different market segments. Such 

information will enable implementers to recognize how their activities complement or 

conflict with each other and will guide them in making appropriate adjustments. 

 

This article draws on the Making Market Systems Work for the Poor concept (M4P) to 

propose how a total market approach might be effectively evaluated. M4P addresses 

situations in which one or more merit goods or services are perceived to be suboptimally 

supplied and/or consumed under existing market conditions (Department for International 

Development, 2005). In M4P and economics generally, a merit good or service is one for 

which there is a societal preference for a consumption level that is higher than current 

individual preferences (Hanson, Kumaranayake & Thomas, 2001).   

 

An M4P analysis begins by defining a potential market for which a merit good or service is 

suboptimally supplied. For example, a potential market in Madagascar is women aged 15-49, 

whose level of contraceptive use, at approximately 20%, is lower than what is preferred by 

both women and society (Institut National de la Statistique et ORC Macro, 2005). Current 

contraceptive nonusers express a desire to space or limit childbirth, and there is both 

evidence and official concern that inability to control fertility timing, intervals and rates can 

elevate the risk of maternal and child morbidity and mortality. 

 

- 3 - 
  



 

M4P then segments the potential market in five ways, using the segmentation bases 

vulnerability, consumption, equity-based measures, source of supply preference and access.  

Vulnerability refers to whether an individual is susceptible to a negative health outcome.  

Those who are vulnerable are further segmented by consumption into those who are users 

or nonusers of the merit good or service.  Among those who are nonusers, they are further 

segmented by equity-based measures, which are population equity measures such as 

socioeconomic status, by their source of supply preference – commercial, public, or social 

marketing, and by their access to merit goods or services, which encompasses both physical 

access and psychosocial determinants of consumption, including willingness to pay.  These 

segmentation bases help to determine those nonusers for whom market solutions could 

result in increased consumption; for example, those with a lower ability or willingness to pay 

are unlikely to become users without publicly financed supply sources (Porteous, 2005). 

 

M4P guides the market segmentation bases proposed here, as well as the proposed 

intervention performance measures of effectiveness, cost-effectiveness, equity, efficiency and 

access (Chapman, 2004; Wedel & Wagner, 1999).  These performance measures allow an 

intervention to track its impact within the overall market, and how effectively it increases 

consumption among nonusers while promoting equity across socioeconomic groups, 

maintaining a balance between sources of supply, and increasing access. 

 

The first measure, effectiveness is defined as an increase among those who are vulnerable in 

merit good or service consumption as a result of social marketing or other interventions. 

When the merit good or service is defined narrowly, then two additional effectiveness 

measures are halo and substitution effects, which are defined here respectively as an increase 

or decrease in consumption of the alternative merit good or service or, for the substitution 

effect alone, an increase in the practice of risk behaviors (Beckwith & Lehmann, 1975; 

Chapman, 2004; Huber & Puto, 1983). In Madagascar, among women aged 15-49, increases 

in hormonal contraceptive use as a result of a social marketing intervention would be 

evidence of effectiveness. If, in addition, there is an increase in the use of any other modern 

method of contraceptive, then that is evidence of a halo effect. Alternatively, a decrease in 

the use of modern methods other than hormonal contraceptives indicates a substitution 

effect.  
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The second performance measure, cost-effectiveness, can be defined differently based on 

data availability across interventions. Cost information can be estimated from a donor, 

organizational or consumer perspective and effectiveness measured as above or estimated 

based on models relating behavior changes to health status or disease burden reduction. 

 

The third measure, equity, depends on segmenting users by socioeconomic strata to 

determine the extent to which disparities in use are associated with this proxy measure of 

ability to pay. Equity is defined as the absence of a difference in consumption across 

socioeconomic strata, and is measured in our study using the concentration index 

(Population Services International, 2007a). Other differentials may also be of interest, such 

as those relating to gender, age or education.  

 

The fourth measure, efficiency, is defined in terms of trends in market share between 

commercial and subsidized sources of supply. An increase in commercial market share as the 

result of a social marketing or other intervention is evidence that the commercial market is 

being crowded in (Hanson, Kumaranayake & Thomas, 2001). Alternatively, a decrease 

means that the commercial sector is being crowded out. Efficiency can be analyzed in terms 

of the determinants of source of supply choice, including the equity-based measures above, 

willingness to pay and other access determinants, including psychosocial determinants.  

 

The fifth measure, access, is defined in both physical and psychosocial terms; it refers to a 

population’s proximity to the merit good or service and to the presence of psychosocial 

determinants of purchase and consumption. An example of a determinant of purchase 

would be perceptions of the social marketing brand, and an example of a determinant of 

consumption would be perceived ease of use. 

 

The segmentation method and use of the preceding performance measures for decision-

making are demonstrated using data from a social marketing intervention that aims to 

influence hormonal contraceptive use in Madagascar through the subsidized sale of products 

via commercial and community-based channels as part of a total market approach 

(Population Services International, 2006b). 
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HORMONAL CONTRACEPTIVE SOCIAL MARKETING PERFORMANCE IN MADAGASCAR 

In Madagascar, where 85% of the population lives on less than two US dollars per day, the 

total fertility rate in 2004 was 5.2 children per woman. This was down from 6.1 in 1992, but 

still above the 4.8 children desired by women of reproductive age and at a level considered 

too high by the country’s government (Institut National de la Statistique et ORC Macro, 

2005). Contraceptive use had increased from less than 4% in 1992 to 14% among women 

between 15 and 49 years old, and to 18.8% among married women. Two hormonal methods, 

injectable and oral contraceptives, made up the majority of the contraceptive method mix at 

7.5% and 2.9% respectively (Institut National de la Statistique et ORC Macro, 2005). 

Twenty-four percent of women did not want to have another child in the next two years or 

at all, yet were not using contraception (Institut National de la Statistique et ORC Macro, 

2005). Contraceptive use was inequitable, with 30.1% of those in the wealthiest 

socioeconomic quintile reporting current use of modern methods compared to 7.3% of 

those in the poorest quintile. Disparities in contraceptive use between the wealthiest and 

poorest quintiles were fewer among injectable and oral contraceptive users (14.4% vs. 5.0% 

and 5.8% vs. 1.5%, respectively) than among users of other methods (Institut National de la 

Statistique et ORC Macro, 2005).  

 

The main providers of contraceptive products in Madagascar were the public sector, whose 

market share had increased from 39% in 1992 to approximately 50% by 2004.  Public-sector 

injectable and oral contraceptives were distributed through government facilities. In 2004, 

these cost consumers approximately US$ 0.66 per year. 

 

A social marketing intervention delivered most of the remainder of the contraceptives. 

Population Services International, a nongovernmental organization, had begun social 

marketing of injectable and oral contraceptives in 1998. By 2004, two branded products were 

available through pharmacies, drug stores, private medical offices, workplaces and 

community-based nongovernmental organizations. Consumer prices for one-year supplies of 

injectable and oral contraceptives were approximately US$ 1.00 and US$ 1.50, respectively. 
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Commercially priced contraceptives were sold in pharmacies, and their market share in 2004 

was estimated to be less than 5% (C. Stokes; personal communication; 2007). Commercially 

priced hormonal contraceptives were available primarily through pharmacies. Oral 

contraceptive commercial prices started at more than US$ 30.00 for a one-year supply. 

 

Research studies indicated that a lack of physical access to contraception and self-efficacy in 

using it, beliefs relating to side-effects and low levels of perceived threat were associated with 

not using contraception (Population Services International, 2006b). Less than half of women 

had heard any message about family planning over the previous 12 months. 

 

 

METHODS 

Two nationally representative cross-sectional surveys of women aged 15-49 were conducted 

in October/November 2004 and 2006. The sampling frame was constructed based on the 

1993 Madagascar National Population Census using projected 2004 and 2006 population 

sizes. The smallest administrative unit, the Fokontany, was the primary sampling unit. 

Fokontany were stratified as urban or rural, and were systematically selected in each stratum 

using probability proportional to population size. A list of households with women aged 15-

49 was enumerated in each selected Fokontany and households were randomly selected. One 

eligible female between the ages of 15 and 49 was then selected randomly to be interviewed 

at home. The Population Services International Social Marketing Research Series report 

(Population Services International, 2007a) details the methodology. 

 

Questionnaires were based on the total market approach performance measures defined 

above and on a conceptual framework for influencing health-related behavior (Chapman, 

2004; Patel & Chapman, 2001). Correlation analysis was used to detect multi-collinearity and 

to check the dimensionality of multi-item scales used to measure behavioral determinants. 

Item analysis was used to assess the reliability of the scales (Wedel & Wagner, 1999). For the 

analysis in Table 1, survey rounds were compared to estimate levels and trends over time. 

The 2004 and 2006 samples differed significantly in terms of the proportion currently 

employed (85.3% in 2004 vs. 69.5% in 2006, p<.001). Age, education, religion, marital status 
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and socioeconomic status did not differ significantly between the two survey rounds. All six 

variables were controlled for in the analysis. Means were reported using UNIANOVA in 

SPSS.  

 

For the analysis in Table 2, separate models were run in which the variable of interest was 

the outcome and controls were age, education, religion, marital status, employment, and 

socio-economic status. Exposure to the intervention is defined as either no exposure 

(recalled no messages), low to medium (recognized messages and recalled exposure to one to 

eight activities) or high (recognized messages and recalled exposure to more than eight 

activities). The models analyzing determinants of supply source choice and behavior are 

based on multiple logistic regression in which explanatory variables were dropped if found 

not to contribute significantly to explanation of the variance. Adjusted means or proportions 

are presented for explanatory variables which remain in the final logistic regression model, 

controlling for all other explanatory variables. Socioeconomic status is measured based on an 

index of household amenities and possessions (Population Services International, 2007b). 

For measures of equity, socioeconomic status is transformed into a concentration index that 

ranges from +1 to –1, where 0 equals equity and negative values indicate that people at 

higher socioeconomic levels are practicing the behavior of interest at higher rates than those 

at lower levels (Population Services International, 2007b). Willingness to pay is measured 

using the Foreit and Foreit (Foreit & Foreit, 2003) method. Multi-item scales, which 

underwent reliability testing, are explained in a separate report (Population Services 

International, 2006a). 

 

In segmentation terms, the population of Madagascar was divided first in terms of 

vulnerability. Women aged 15-49 who were currently married and not currently pregnant 

were the population of interest due to stated preferences for lower levels of fertility and 

known threats to their own health and that of their children. That population was further 

segmented by consumption into those who used contraception and those who did not, and 

equity profiles of the two groups were constructed using the socioeconomic status variable. 

Women currently using contraception were segmented into those who purchased social 

marketing brands and those who purchased or received other brands, and equity, willingness 
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to pay and psychosocial determinants of supply choice were examined. Lastly, both current 

users and nonusers were profiled in terms of these same determinants.  

 

RESULTS 

Table 1 presents levels and trends in the total market approach performance measures.  

 

Consumption.  From 2004 to 2006, contraceptive use among currently married women 

increased significantly from 15.9% to 20.2% (p<.05), with almost all the increase stemming 

from increases in injectable and oral contraceptive use. The increase in injectable 

contraceptive use was significant over the two years, from 8.0% to 12.1% (p<.05), but the 

increase in social marketing injectable brand contraceptives was not. Oral contraceptive use 

did not increase significantly. 

 

Equity.  Contraceptive use was modestly inequitable, with those of higher socio-economic 

status using contraception at higher rates than those of lower socio-economic status 

(concentration index is -0.04 in 2004). There was no change in inequity of use over the two-

year period, indicating that rates of contraceptive use increase were equal across quintiles. 

Social marketing users have higher socio-economic status than non social marketing users.  

 

Efficiency. Market shares for social marketing (43.4% in 2004) and public sector 

contraceptives (11.4% in 2004) did not change over the period, but approximately half of 

respondents could not recall the contraceptive brand used. Willingness to pay for injectable 

and oral contraceptives (any brand) declined significantly and by more than 50% (p<.001). 

 

Access.  Perceived availability of contraceptives did not increase over the period, but several 

psychosocial determinants of purchase and consumption did, including perceptions of social 

support (from 2.7 to 3.0, p<.001), self-efficacy to purchase contraceptives (from 2.8 to 3.0, 

p<.01), and threat perceptions that increase perceived need to use contraception (from 3.5 

to 3.5, p<.05).  
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Evidence from 2005 not shown here indicates that social marketing brands can be found in 

just over 30% of randomly selected geographic areas in Madagascar (Population Services 

International, 2006a). 

 

Exposure to family planning campaigns increased significantly, specifically attending 

trainings and seeing or receiving behavior change communication materials on family 

planning, from 6.7% to 11.2% (p<.001) and 23.0% to 42.1% (p<.001), respectively.  

 

Table 1: Performance Measure Levels and Trends 
 

 2004 
N=1,815 

2006 
N=2,099 Sig. 

Consumption % %  
Currently using modern family planning methods (married 
women only; 75.8% of this population)  15.9 20.2 * 

Currently using injectable or oral contraceptives 13.3 18.5 * 
Currently using injectable contraceptives 8.0 12.1 * 
Currently using social marketing injectable contraceptive 2.5 2.4 ns 
Currently using oral contraceptives 5.3 6.4 ns 
Currently using social marketing oral contraceptive  3.3 4.8 ns 

Equity    
Concentration index (not currently using modern FP methods) -0.04 -0.06 ns 
Concentration index (not a user of social marketing branded FP 
products) -0.11 -0.04 ns 

Market share     
Social marketing 43.4 39.6 ns 
Public sector 11.4 8.2  
Do not know  45.2 52.2  

Determinants  
(among those who heard about pills or injectables) 

Mean 
Scores 

N=1,667 

Mean 
Scores 

N=1,933 
 

Perceived availability 2.6 2.6 ns 
Perceived social support (i.e., husband accepts the use of 
contraceptive pills or shots) 2.7 3.0 *** 

Self-efficacy: capable of using 2.6 2.7 0.06 
Self-efficacy: capable of buying 2.8 3.0 ** 
Perceived effectiveness of prevention method 3.6 3.6 ns 
Perceived negative effects of unwanted pregnancy 3.5 3.5 * 
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Perceived barriers of using prevention method 2.3 2.3 ns 
Willingness to pay for injectable contraceptive (three month 
supply, dollars) 0.80 0.30 *** 

Willingness to pay for oral contraceptives (one month supply, 
dollars)  0.50 0.16 *** 

Exposure % %  
Heard about oral or injectable contraceptives  76.5 79.7 ns 
Heard about injectable contraceptives 71.1 73.1 ns 
Heard about social marketing injectable contraceptive 14.7 17.6 ns 
Heard about oral contraceptives 71.3 74.5 ns 
Heard about social marketing oral contraceptive  31.7 40.5 * 
Attended training on family planning 6.7 11.2 *** 
Saw or received behavior change communication materials on 
family planning  23.0 42.1 *** 

 
ns refers to ‘not significant’, *: p<.05, **: p<.01, and ***: p<.001.  

Sample size refers to weighted count. 

Mean scores from Likert scale responses, ranging from 1 (strongly disagree) to 4 (strongly agree).  

Population characteristics controlled are age, education, religion, marital status, employment, and socio-

economic status. 
 

Effectiveness.  Table 2 presents correlations between exposure to social marketing activities 

between the two survey rounds and indicators. Indicators that changed significantly between 

2004 and 2006 in Table 1 and are significantly associated with exposure in Table 2 provide 

evidence of effectiveness. The significant increases in contraceptive use and specifically 

hormonal contraceptive use from 2004 to 2006 along with the correlation between exposure 

to social marketing activities and these two indicators of consumption is evidence that the 

social marketing intervention is effective.  

 

The results show evidence of a halo effect. Social marketing appears to be increasing use of 

all contraceptives significantly, but there is no evidence of increasing use of social marketing 

products. Social marketing also appears to be influencing changes in perceptions of social 

support for contraceptive use, increased self-efficacy with regard to purchasing 

contraception and a heightened sense of need for contraception. Social marketing is also 

associated with a significant decrease in willingness to pay for both injectable and oral 

contraceptives. 
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Table 2: Impact of Social Marketing on Performance Measures 
 

EXPOSURE (2004-2006) 
 
 

Ref. 
2004 

N=1,815 
None 

N=803 

Low to 
Med 

N=972 

High 
N=321 

Sig 

Consumption % % % %  
 

Currently using modern family planning 
methods (among married women)  15.9a 14.0a 22.3b 30.3b ** 

Currently using pills or injectable as 
contraceptive methods 13.2a 13.6a 20.9b 23.7b * 

Currently using injectable as 
contraceptive methods 8.0a 8.9a,b 13.3b 16.5b 0.06 

Currently using social marketing 
injectable contraceptive 2.5a 1.2b 2.4a 5.5a ** 

Currently using pills as contraceptive 
methods 5.3 4.5 7.6 7.2 NS 

Currently using social marketing oral 
contraceptive 3.3 3.4 5.6 6.4 NS 

Determinants Mean 
Scores 

Mean 
Scores 

Mean 
Scores 

Mean 
Scores  

Perceived availability 2.6a 2.2b 2.7a 3.0c *** 
Perceived social support (i.e., husband 
accepts the use of contraceptive pills or 
shots) 

2.7a 2.9a,b 3.0b 3.2c *** 

Self-efficacy: capable of using 2.6a,b 2.6a 2.7b 3.0c *** 
Self-efficacy: capable of buying 2.8a 2.9a 3.0b 3.3c *** 
Perceived effectiveness of prevention 
method 3.6a,b 3.5a 3.6b 3.7c *** 

Perceived negative effects of unwanted 
pregnancy 3.5a 3.4a,b 3.5b 3.7c *** 

Perceived barriers of using prevention 
method 2.3a,b 2.2a 2.3b 2.5c *** 

Willingness to pay for injectable 
contraceptive (three month supply, 
dollars) 

9.47a 3.50b 3.10b 3.94b *** 

Willingness to pay for oral 
contraceptives (one month supply, 
dollars)  

15.85a 6.28b 6.54b 8.51b *** 

 
ns refers to ‘not significant’, *: p<.05, **: p<.01, and ***: p<.001.  
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Mean scores from Likert scale responses, ranging from 1 (strongly disagree) to 4 (strongly agree).  

Population characteristics controlled are age, education, marital status, religion, employment status, and socio-
economic status. 

Same superscripts suggest no significant difference while different superscript indicates a significant difference 
between groups. 

Exposure categories relate to recall of 13 activities, each range from 1 (never) to 4 (often). The sum of the 13 

activities yield a total score ranging from 13 to 52. A score of 13 indicates no exposure to any activity (None). 

A score from 14 to 25 indicates low exposure and 26 and above high exposure. 
 

Cost-effectiveness. A separate analysis found the cost per disability adjusted life year 

averted of the intervention in 2006 to be approximately $70 (Population Services 

International, 2008). 

 

Table 3 presents significant determinants of choosing social marketing brands using 2006 

data only. Users of social marketing brands have higher levels of self-efficacy and higher 

levels of education than users of other brands.  

 

Table 3: Determinants of Supply Source Choice 
 

 

Social 
Marketing 

Brand 
 

N=157 
(40%) 

Other Brands 
(public or 

commercial) 
 

N=236 
(60%) 

Odds 
Ratio Sig. 

Determinants Mean Scores Mean Scores   

Self-efficacy: capable of using  3.4 3.2 1.8 (1.06-3.10) * 
 % %   
Education (secondary and more vs. 
primary) 49.6 28.1 2.5 (1.56-4.11) *** 

 
*: p<.05; **: p<.01; ***: p<.001.  

Mean scores from Likert scale responses, ranging from 1 (strongly disagree) to 4 (strongly agree). Pseudo-
R2=10.2%. OR= odds ratio.   
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Table 4 presents significant determinants of contraceptive use using 2006 data only. 

Nonusers of contraceptives differ from users in terms of perceived social support and self-

efficacy, and are also more likely to be older and unmarried.  

 

Table 4: Determinants of Contraceptive Use 
 

 
Current Use 

N=388 
23.3% 

Non use 
N=1,272 

76.7% 

Odds 
Ratio Sig. 

Determinants Mean Scores Mean Scores   
Social support  3.5 2.9 2.4 (1.83-3.26) *** 
Self-efficacy: capable of using 3.0 2.7 1.7 (1.39-2.13) *** 
Age (continuous) 29.2 30.9 0.97 (0.95-0.99) * 
Marital status %(married vs. unmarried) 84.5 73.6 1.7 (1.08-2.69) * 

 
*: p<.05; **: p<.01; ***: p<.001.  

Mean scores from Likert scale responses, ranging from 1 (strongly disagree) to 4 (strongly agree). Pseudo-

R2=26.7%. OR= odds ratio. 
 

DISCUSSION 

In terms of total market approach performance measures, the evidence suggests that social 

marketing in Madagascar between 2004 and 2006 was effective, cost-effective, and equitable. 

 

The social marketing campaign was effective for influencing contraceptive use and had a 

halo effect in increasing the use of methods not supplied by the social marketing 

intervention. Although the $70 per DALY cost is relatively high compared to an average 

cost per DALY of approximately $40 in birth spacing programs generally in Africa, it is 

however under the $100 threshold which the World Bank considers highly cost-effective 

(World Bank, 1993).  Social marketing activities did not decrease inequities over the project 

period. Yet socioeconomic status was not a determinant of contraceptive use overall as of 

2006, indicating that this factor alone is not a barrier to using contraception in Madagascar.  

 

The social marketing campaign had mixed results for the performance measure access.  

Although perceived availability of contraceptives did not increase over time, other factors 
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significant determinants of contraceptive use including social support and self-efficacy 

increased significantly, and were increased by exposure to the campaign.  

 

The social marketing campaign did not demonstrate strong evidence of the intervention’s 

impact on efficiency, given that the large proportion of users were not able to recall the 

hormonal contraceptive brand they were currently using. There is no evidence that social 

marketing is crowding out commercial sector suppliers. The sharp decline in willingness to 

pay from 2004 to 2006 indicates that fewer people would be prepared to pay the substantial 

premium required to purchase commercially supplied brands, creating a barrier to shifting 

users to commercial sources of supply.  

 

In decision-making terms, continuation of the social marketing intervention is merited, with 

a need to continue improving performance measurement. In respect to efficiency, evidence 

from Table 3 argues against trying to increase cost-recovery by increasing prices for social 

marketing brands. Users of non-social marketing brands, many of whom receive products 

via the public sector, have lower levels of education, a likely proxy for income, than users of 

social marketing brands. Keeping prices at current levels without, for example, increases in 

perceived social support, is unlikely to result in significant shifting of public sector users to 

social marketing. The large price gap between the social marketing and commercial products 

makes significant shifting of users to commercial products and consequent improvements in 

efficiency unlikely in the near term, given the population’s low ability to pay. 

 

In regard to access, both physical access and perceptions of access indicated a need for 

improvement, suggesting that additional efforts to expand geographic access are merited. 

The continuing importance of other perceptions as determinants of behavior argues for 

expansion of family planning communications to address these issues. Such expansion could 

be carried out through the social marketing intervention and/or undertaken by other actors.  

 

There are several limitations to the data presented here.  Efficiency information is unreliable 

given the inability of respondents to recall which brand they used. Expensive efforts to 

strengthen brand awareness and user recall are unlikely to be justified only to measure 

market share. However, the apparent halo effect and the high rates of recall of the social 
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marketing brand may indicate benefits to the public sector to branding its products. The 

findings on willingness to pay merit closer review, given their sharp decline over the 

intervention period as well as their potential adverse consequence of shifting purchases to 

the commercial sector.  

 

Despite these limitations, this article has demonstrated that the Making Markets Work for 

the Poor approach to audience segmentation and the performance measures proposed here 

can be used to effectively assess a social marketing intervention within the context of a total 

market. Our segmentation method resulted in performance measures that indicate the 

current status of a social marketing intervention, suggest priorities for influencing behavior 

going forward, and monitor potential consequences on other sources of supply.   

 

Expanding the use of the methods and measures set forth here to other family planning 

service delivery interventions conducted simultaneously in a single setting is relatively simple, 

primarily requiring expansion of the exposure measures.  We also recommend exploring the 

applicability of our method and measures to other issues addressed by social marketing 

interventions, including HIV prevention and malaria control.  

 

Routinely using total market approach measures to evaluate social marketing performance 

will lead funders and implementers to recognize how interventions conflict with each other, 

and to modify those interventions in the context of the behavior and needs of the entire 

market, ultimately resulting in more coordination and better use of resources. 
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