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Qualitative Methods for Evaluating Family Planning Programs

I.
Overview
A.
Quantitative versus qualitative methods
Most of the chapters in this book address quantitative methods for evaluating family planning  (FP) programs. This emphasis reflects the historically quantitative focus of this field. The early family planning programs were designed primarily with the demographic objective of decreasing fertility rates; thus, evaluation of these programs focused on indicators that measured achievement toward that goal, such as number of acceptors. As population-based surveys became increasingly common, the interest shifted from program-based indicators of performance to the population-based analogue: contraceptive prevalence. More recently, evaluation has been expanded to document how other factors (such as the demand for children and for contraceptive services on one hand, and the supply environment on the other) influence levels of contraceptive prevalence, fertility, and other health outcomes. Even with this expanded approach, the focus has been primarily quantitative. However, over the past decade there has been a growing awareness of the importance of qualitative methods in addition to and in some cases instead of quantitative evaluation for certain types of evaluation (Patton 1990).

Figure 1 The Continuum of Types of Evaluation
Process
Results
Impact

How well did the program work:

     What and how many activities          were implemented?

       (quantitative assessment)

     How well were they                           implemented?

       (qualitative assessment)

       
Did the expected change occur:

     at the program level?

       (outputs)

     at the population level?

       (outcomes)
To what extent can the change be attributed to the intervention?  Based on a theoretical model and demonstrated by:

     an experimental or quasi-

       experimental design;or

     multilevel longitudinal                   analysis.

                  Monitoring Program Performance

Assessing Impact

Figure 1 shows three main types of evaluation, namely the process, results, and impact attributable to an intervention (Bertrand, Magnani, and Rutenberg 1997). Qualitative methods are used in connection with the first column: to monitor how programs are carried out and to identify ways in which they can be improved. For example they can assist to identify obstacles to program implementation, or determine reasons for non-participation in program activities. They can also provide insights into the relative strengths and effectiveness of program interventions, especially in terms of client satisfaction and perceived appropriateness of specific activities. (Qualitative methods are also useful for program design, although this is not the subject of this volume.)

Regarding results (the second column) and impact assessment (the third), qualitative research methods contribute to our understanding of why certain trends or results are observed. Qualitative methods have increasingly been used to evaluate educational or information exchange activities; for example, to assess the quality of patient-provider interactions and to ascertain the level of comprehension and internalization of program messages obtained by participants (Simmons, 1994; Simmons, 1995). Qualitative methods are also helpful in assessing the perceived impact that beneficiaries feel have resulted from participation in program activities (Simmons, 1992). However, they are not the method of choice for measuring change over time. As Rossi and Freeman (1993) point out, ...although in principle impact assessments...could be conducted qualitatively, considerations of cost and human capital usually rule out such approaches. Furthermore, assessing impact in ways that are scientifically plausible and that yield relatively precise estimates of net effects requires data that are quantifiable and systematically uniformly collected.
The increasing use of qualitative methods in program evaluation over the past decades has given rise to the quantitative/qualitative debate. Much of the controversy stemmed from a 

misconception that qualitative methods were intended to serve the same purposes as quantitative ones.   However, there is a growing recognition of the complementary (rather than competing) roles that qualitative and quantitative methods play in social science research and program evaluation (Pedersen, 1992).

B.
Definition of qualitative methods 

Qualitative research is the process of producing new knowledge about the social world, that uses a scientific approach based on qualitative data collection and analysis, and involves in particular the study of people - their beliefs, behavior, interactions, institutions, and so forth (Svestreni and Atlig 1993). By its nature, qualitative research deals with the emotional and contextual aspects of human response (Debus 1988).

Specific attributes of qualitative research include the following (Marshall and Rossman, 1995; Patton, 1987):

· Participant-oriented: qualitative research values the participants perspectives of his/her world and allows it to unfold, rather than imposing the researchers

      perspective on the situation;

· Naturalistic: the researcher studies what occurs under normal circumstances in a given setting, without attempting to manipulate the program or its participants for the purposes of the evaluation (as would be done in an experiment);

· Inductive: qualitative research is oriented toward exploration and discovery; it begins with specific observations and builds toward general patterns;

·       Holistic: qualitative research strives to understand programs and situations as part of the larger social and political context in which they operate;

·       Field-oriented: researchers have direct and personal contact with providers and clients in their own environments; often they become immersed in the setting and thus come to understand personally the realities and minutiae of daily program life; and

·       Dynamic: programs are conceived as dynamic and evolving, with treatments changing in subtle but important ways over time; study designs can be modified to take advantage of new opportunities.

In contrast to quantitative research techniques that yield numerical results (absolute numbers, percentages, means, etc.), qualitative data tend to be less easily summarized in numerical form; however, these distinctions are not hard and fast (Rossi and Freeman, 1993; Pedersen, 1992). For example, some types of structured observation may yield precise, numerical results which are amenable to statistical analysis and can be repeated to monitor behavioral change over the course of the intervention (Smith and Murrow, 1991).

It is important to distinguish two uses of qualitative methods in applied family planning research. One is for diagnostic research, the second for family planning program evaluation. In the former, qualitative methods are used to obtain a better understanding the social and cultural context in which programs will operate; such studies are often labeled as exploratory research or needs assessments (Patton 1987). This use of qualitative research greatly enhances the probability that the program will be appropriately designed and implemented; however, it does not constitute evaluative research. In contrast, qualitative techniques can be used for evaluation, to learn more about the functioning of a specific intervention or program. The current article addresses this second purpose.

Table 1 Types of Qualitative Methods2
Type of Method
Used for Diagnostic 

Research or Program Development 
Frequently

Used for Program Evaluation

Unstructured interviews
X


Semi-structured interviews

     Depth/focused interviews

     Case studies

     Life histories
X

X

X
X

Structured or systematic interviewing techniques

     Free listing

     Pile sorts

     Ratings scale

     Rank order method
X

X

X

X


Group interviewing techniques

     Focus groups

     Other group interview techniques
X

X
X

Observation

     Participants observation

     Unstructured observation

     Structured observation
X

X

X
X

X

Ethnographic decision modeling
X


Social network analysis
X


C. Types of qualitative methods applicable to program evaluation
Traditionally qualitative researchers in family planning have relied on two fundamental qualitative techniques to gather information: observation and in-depth interviewing.  However, there are variations on each type, which have produced the four qualitative methods most widely used in evaluating family planning programs:

· in-depth interviews;

· focus groups;

· observation by an expert;

· observation by a mystery client.

The methods that are useful for program evaluation represent a subgroup of the full battery of qualitative techniques, as shown in Table 1. The characteristics of each method (for program evaluation) are summarized in Table 2.

In this report we briefly describe each of these methods and illustrate how they have been used to evaluate some aspect of a family planning program. In fact, a given qualitative research study will often combine two or more of the methods to obtain a more comprehensive and deeper understanding of the services being evaluated and provider/client perspectives on them, as reflected by a study conducted in Morocco and presented in section II below. 

 Rapid assessment procedures (RAP) and rural rapid techniques constitute a fifth type of qualitative method.  RAP combines a number of techniques (observation, participant observation, formal interviewing, focus groups, and data form secondary sources) for the purpose of understanding health problems from the perspective of the target population.  RAP has been employed primarily for diagnostic rather than evaluative research; it has been used more in other health areas then in family planning; and several of the qualitative methods that comprise RAP are presented individually in this paper.  Thus, we have not presented RAP or rural rapid techniques in this paper.

Table 2 Characteristics of Qualitative Methods Used in Family Planning Program Evaluation

Method
Instrument
Dynamics 
Typical Sample Size
 in Evaluative Studies Reviewed
Strengths

Weaknesses

In-depth (semi-structured) interview
Discussion guide with key questions
Interviewer discusses issues one-on-one with respondent in private setting
Number of respondents:

Min:   5

Max:   9

Mean: 7
Approach is systematic and comprehensive, but interviews are still fairly conversational and situational.
Important topics may be inadvertently omitted.  Interviewer flexibility in sequence and wording of questions can result in different perspectives, thus reducing comparability.

Focus groups
Discussion guide with key questions
Moderator and assistant (or note-taker) discuss issues with a series of groups (6-12 participants) for 1-2 hours
Number of groups:

Min:   4

Max: 42

Mean:23
Can produce a lot of information quickly.  Good for identifying and exploring beliefs, attitudes and behaviors, and for identifying relevant questions for individual interviews.  Is a form of communication that most people are comfortable with.
Provides no information about frequency or distribution of beliefs or behaviors.  Are difficult to conduct; require skilled moderator.  Participants may influence each others responses, so care must be taken in analyzing results.

Observation by outside expert
Checklist of behaviors and characteristics of SDP, to be completed during observation period
Observer introduced to staff, who are aware that he/she will be assessing service delivery on-site for several hours or several days
Number of observations per study:

Min:   22

Max:   39

Mean: 23
Can provide precise, numerical data which are amenable to statistical analysis and can be repeated to monitor change in behavior over time.
The problem to be studied needs to be well-defined.  Training of the observers is intensive and time consuming.  Predetermined series of observations limits discovery of other potentially relevant behavior.

Observation by mystery client
Checklist of behaviors or characteristics of SDP (to be completed after leaving the SDP). Alternatively, semi-structured interview on what was observed
Staff usually informed in advance that mystery client may visit the service during the next 1-2 months, but exact date unknown.  Mystery client passes through service with other clients.
Number of observations per study:

Min:   22

Max:  72

Mean: 47
Allows observation under naturalistic conditions.  Can provide numerical data amenable to statistical analysis.
Difficult for mystery client to pass undetected in rural settings.  Inter-rater reliability may be low if observers arent trained/tested on this; inter-rater reliability may be low for measurements over time by different observers.

D. Benefits of qualitative methods

There are three main benefits to qualitative methods.  First, qualitative methods can be used to obtain a wealth of information on the less tangible aspects of a program.  In contrast to outputs and outcomes that lend themselves to easy quantification (number of methods distributed, percentage of the population using a method), the factors leading to these results are often less measurable in quantitative terms.  Rather, they require more in-depth investigation into the values, beliefs, motivations, and fears of the target population (Debus 1988).  They encourage respondents to open up and speak freely on highly sensitive subjects including sexual behavior, gender relations, sources of marital conflict, violence against women, and other taboo subjects.  Such information is rarely available in such detail from quantitative methodologies.

Second, qualitative methods do not rely on the researchers hypotheses or preconceived notions to define the context for a given situation (Patton 1990).  For example, if a question on a specific subject is not asked on a survey questionnaire, it is unlikely that it will surface as part of the interview.  On the other hand, the less structured nature of qualitative investigation allows those issues of greatest concern to the target population to emerge as part of the discussion.
Third, qualitative methods can be low tech which is especially useful in situations where 

computerized data processing and personnel with statistical training are not readily available (Debus 1988).  Computer packages do exist that greatly improve efficiency in the analysis of transcriptions for focus groups and in-depth interviews (Fielding and Lee 1991), but these are not essential to completing the task.
E.
Limitations of qualitative methods
There are a number of shortcomings of qualitative methods that explain why they have met with a certain skepticism among more quantitatively-oriented researchers. First, study populations are rarely representative of the larger target population in the statistical sense. This occurs for several reasons. The numbers involved are often sufficiently small that even if the subjects were randomly selected, one would have difficulty generalizing to the larger population. For example, in-depth interviews (each running an hour) with 25 clients who had experienced the removal of NORPLANT in the main clinic in the capital city might constitute a thorough examination of clients; experience with this situation. However, it would be difficult to generalize to the larger population on such a small number of cases.  

A second reason is the subjective nature of the measurement. Often qualitative researchers must take information and draw implications from it without the benefit of a quantitative yardstick. For example, focus group analysis can require sifting through hundreds of pages of transcripts to extract the main points of view on a given subject. Whereas techniques exist to reduce the subjectivity in this process, the results are in fact based on the researchers interpretation. Moreover, there are no numbers with which the reader can verify the conclusions. In the case of quantitative surveys, the researchers could argue that 50% approval was either very good or very bad (is the glass half full or half empty?); however, the reader would have a basis on which to make his or her own judgment. This is often not the case with qualitative methods where results depend largely on the textual information that the researcher believes is most relevant.  

Third, qualitative research is very demanding in terms of data collection skills. Whereas an interviewer in a survey can be trained to ask the questions exactly as they are written on the page, the task of the in-depth interviewer or focus group moderator is far more difficult and requires knowing how to guide the discussion to extract a maximum amount of information without biasing the answers. Many so-called in-depth interviews have deteriorated into poorly executed structured interviews when the interviewer was unable to do anything except ask a single superficial question on each of the topics listed on the discussion guide. Similarly, in the case of observation, the observer must be trained to judge performance based on selected criteria; where more than one observer is used, inter-rater reliability must also be established.  

II.
The Four Qualitative Methods Most Applicable in Evaluating Family Planning 
Programs
In this section we present the four qualitative methods most frequently used to evaluate family planning programs.  The main attributes of the methods are summarized in Table 2.
A.
In-depth interviews
The individual in-depth interview involves a face-to-face conversation between the interviewer and respondent selected for particular attributes (e.g., local leader, a service provider, key informant, client, etc.). The interviewer has an outline of topics or set of questions that orient discussion, but much of the information is obtained by probing or follow-up on comments made by the respondent. The interviewer should cover most if not all topics on the guide, but has the flexibility to ask them in his/her own words and in whatever sequence seems logical in the course of the interview. The guide is important in that it permits the interviewer to cover similar material for each respondent. Ideally, the session is recorded on audiotape and subsequently transcribed for analysis. Alternatively, the interviewer may take notes and elaborate on them after the session.  A good in-depth interview will simulate a spontaneous discussion among friends, which is intended to heighten the level of comfort and trust, such that the respondent will be as forthcoming as possible on potentially sensitive topics (Patton 1990; Debus 1988).

The advantages of this technique are that the interviewee responds in his or her own words and is able to provide the context that he or she sees for the given situation. The free-flowing format of the discussion is conducive to obtaining a large amount of information once the interviewer establishes a climate of trust. This technique is useful when it is important to establish the sequence in which events happened (for example, in a study of factors leading to the decision to have tubal ligation [Franklin 1992]), which one is not able to get from either a survey or a focus group discussion. In-depth interviews are also useful when the subjects to be queried are geographically scattered and thus not available to be convened in a focus group format or when subjects might not want to reveal their own attitudes on a subject in front of their peers (Debus 1988). 

The primary disadvantage of in-depth interviews is the difficulty in finding skilled interviewers who are able to understand the study objectives and delve into key questions in detail, especially where members of the target audience do not speak the primary language of the country. Second, in-depth interviews require a substantial investment of time not only to obtain a relatively small number of interviews but more importantly to transcribe the results for analysis.  Third, qualitative researchers have a lingering fear of selecting respondents who are atypical of the target population in question.    

An excellent example of the effective use of in-depth interviews for program evaluation involves a study of the acceptability of NORPLANT in four countries, in which this technique was combined with focus groups (see Box 1).

Box 1. In-depth Interview
 Example: Assessing the Availability of NORPLANT
In-depth interviews (and focus groups) were used to help assess the acceptability of NORPLANT in four different countries (Dominican Republic, Egypt, Indonesia and Thailand) from the perspective of users, potential users, discontinuers, husbands of women in all three of these groups and service providers. The main objective of the study was to provide policy makers with recommendations for successful NORPLANT introduction. Countries were selected to represent diverse cultural and geographic areas. The major criteria in selecting the countries were a minimum of five years experience in NORPLANT and the availability of a collaborating agency.

The study focused primarily on urban centers where NORPLANT had been available for five years. Respondents for the in-depth interviews were recruited randomly through records at the clinics. In-depth interviews were also carried out with key informants, who were primarily the husbands of the wives in the groups mentioned above. The number of interviews conducted ranged from 5 to 9 per country (although no in-depth interviews were conducted in Thailand). Questions probed for information regarding the following topics:

· family size

· knowledge and attitudes about family planning and NORPLANT,

· social/personal influences on family planning choices (including choosing to discontinue contracepting),

· perceptions of advantages and disadvantages of NORPLANT and other contraceptive methods,

· role in decision-making process, and

· quality of service provided by the family planning clinics.

In-depth interviews were conducted at the clinic sites. The sessions were taped; subsequently the tapes were transcribed, translated, and analyzed. Data from each topic area were summarized and illustrative quotes were used to produce country-specific reports. Findings from the in-depth interviews were used to supplement those from focus group discussions. 

In-depth interviews helped to elucidate three factors that affect the acceptability of NORPLANT and some key findings.

1.  Medical/technical: service providers need further technical training in NORPLANT insertion and removal; and counseling

     training needs to be provided in the area of communication skills, values awareness and ethical issues.

2.  Cultural/religious: NORPLANT could be considered a possible alternative to female sterilization, which is unacceptable in 

     some cultures; and cultural beliefs regarding menstruation flow as a sign of good health should be considered when 

     suggesting NORPLANT to first time users.

3.  Information/educational: more information about NORPLANT is needed in the area of duration and degree of effectiveness, 

     specifics of insertion and removal procedures, replacement, content and method of action, access to removal, and expected 

     side-effects; and there is a demand for informal communication between satisfied users and potential users.

Source:
Zimmerman, M., J. Haffey, E. Crane, D. Szumowski, F. Alvarez, P. Bhiromrut, V. Brache, F. Lubis, M. Salah, M. Shaaban, B. Shawky and I. Poernomo Sigit Sidi. (1990). Assessing  the Acceptability of NORPLANT Implants in Four Countries: Findings from Focus Group Research. Studies in Family Planning, 21(2): 92-103.

B.
Focus groupstc \l3 "B.
Focus groups
Focus groups are similar to in-depth interviews in several aspects. First, they are used to explore the attitudes, beliefs, and feelings of the respondents vis-à-vis a given situation or service (in this case, a family planning program or information-education-communication campaign). They allow participants to express their own ideas and shape the context of events rather than responding to pre-established questions based on the hypotheses of the researcher. In addition, both methods rely on note taking or (more often) audio taping of the conversations which can then be transcribed into written text for analysis (Debus 1988; Krueger 1988; Marshall and Rossman 1995).

However, focus groups differ from in-depth interviews in the following ways. Rather than a one-on-one situation, the focus group generally involves one moderator, one note-taker (or assistant), and a group of 6-12 participants in a given setting. Participants for a given group are chosen to be as homogeneous as possible, to increase the comfort level of participants based on similar characteristics and shared experiences with a given situation or problem. The moderator of the group must try to minimize the influence of any dominant or talkative members of the group, while creating a climate that allows participants to express divergent views on the topics discussed. In contrast to the in-depth interview, focus groups do run the risk of contamination if one participant is an established leader in the local social hierarchy or establishes such dominance early in the discussion, thus influencing the ideas of others. Generally, a skillful moderator can remedy this situation by expressly seeking the ideas of all participants and stressing that all points of view are equally valid.  

However, the group dynamic can also work in favor of the researcher. The interaction between participants may stimulate richer, more detailed responses and stimulate new thoughts. In addition, it may reduce respondent fatigue that may occur in face-to-face interviews. Moreover, focus groups constitute a very efficient means of collecting qualitative data; in one hour the evaluator can gather information from eight people instead of one, thus increasing the sample size (Patton 1990).

The steps used in conducting a focus group include determining how many groups in total will be conducted (which depends on the number of different profiles of interest to the researchers: male/female, urban/rural, educated/uneducated, young/old, etc.), determining the screening criteria for each group, establishing a plan for recruiting participants and a location for the group, inviting a sufficient number of persons meeting the screening criteria for a given session to assure at least 6-10 will actually attend, and in some cases facilitating their transport to the central location where the focus group will take place. Once the group is assembled, the moderator greets the participants, explains in general terms the purpose of the group, encourages all to speak freely and not be influenced by comments of others.

The group often begins with a relatively banal question that will nonetheless readily solicit answers from participants (e.g.,  in a focus group on family planning, one can ask mothers how many children they have and how old each one is). Once the moderator has established a comfortable flow of communication, he or she will move toward the questions on the guide that are the true concern of the researcher. As with in-depth interviews, the moderator is expected to cover all items in the guide but does not necessarily have to follow the specific order or wording of the questions from the guide. The proficient moderator will encourage participation from all persons present, make smooth transitions from one topic to the next, and remain neutral in terms of his/her own attitudes or facial expressions (except to reinforce participation of all participants). If the moderator is asked his/her own opinion on the issue, the moderator must deflect these questions back to the group. Similarly, even if members are exchanging erroneous information, the moderator must resist the urge to set the record straight (however it is useful and ethical to correct misinformation just after the focus group ends and the participants are still present).  

If time and money permit, the focus group is recorded on audio tape and subsequently transcribed verbatim; the transcripts of all groups conducted serve as the basis for subsequent analysis of respondent attitudes and opinions on the topics covered. 

 Focus groups have become an integral part of the public health tool kit during the past decade.  They are widely used to develop programs, since they are seen as a valuable means of  better assessing the interests and needs of the target population prior to implementing an intervention or IEC campaign. Similarly, they are an excellent vehicle to understand how a given target population is reacting to a specific service or why persons with a need for such services have not chosen to seek them out. In contrast to a quantitative survey which will provide a somewhat superficial answer to these questions, the focus groups provide much more detail on the motivations and beliefs of the population as they affect service utilization.  

An example of how focus groups can be used to evaluate FP programs is drawn from an evaluation of the Raidats (CBD workers) in Egypt (see Box 2).

Box 2. Focus Groupstc \l4 "Box 2. Focus Groups
Example: Evaluating CBD Outreach in Egypt

In this study, focus groups were used to assess the performance of and evaluate the contribution of outreach workers to the family planning program in Egypt. Sample surveys were also used to collect information from officials, community leaders and health personnel to provide information on other aspects of the program. The outreach workers, known as Raidats, provide family planning education to communities;  they are volunteer women leaders chosen from the same village in which they work.

Specific  objectives of the study were: 

· To determine the perceived need for Raidats among members of the target population

· To identify limitations affecting the Raidats role

· To identify means of strengthening the Raidats role

Women selected for the focus group discussions were chosen from both Upper and Lower Egypt. The groups consisted of women who had and had not had contact with Raidats. Women who had contacts with Raidats were chosen according to simple random sampling from the Raidats register book. Women who had no contact with Raidats were selected from the Rural Health Unit records, based on the following criteria: (1) resident in the village for at least five years and (2) currently married and of reproductive age with at least one child. Focus group discussions were held outside the family planning center. The same moderator facilitated all sessions. A total of 13 focus group discussions were held that included 5-9 participants each.  Eight of the focus group discussions were held with women who had contact with Raidats, and 5 of the focus group discussions were held with women who had no contact. Results of the focus group discussions are not intended to be generalizable to all women, but are suggestive of community-wide beliefs and attitudes that may be confirmed in subsequent surveys. 

According to the focus group discussions, the Raidat is mainly viewed by the women as a government employee and in some cases as a community leader or nurse. The role that the Raidat plays in educating women is highly valued.  She is helpful in raising awareness about family planning and is well-respected source for advice.  Furthermore, Raidats may assist in negotiating contraceptive behavior with the husbands of the women.  

However, the women indicated that some Raidats provide inadequate information and are ineffective in motivating people to use family planning. Participants mentioned the influence of mass media and other women in their decisions to initiate family planning.  Women did not view Raidats as a role model because they observed some Raidats had nine or ten children.  Finally, the focus groups revealed that Raidat visits were infrequent and sporadic and that one Raidat per village is not sufficient.  

Women recommended that Raidats should receive sufficient training to be viewed as credible sources of information and assistance.  They also noted that Raidats needed to have a fixed location of work.  Some women thought Raidats should educate women on how to deal with their husbands; and others suggested that their role should be broadened to include income generating activities, illiteracy eradication and maternal and child health topics.

Women who had no contact with Raidats expressed that they would like to receive their services in the future because they believed Raidats were helpful in accompanying women to physicians and educating men. 

The results of this study led to the following recommendations:

· 
Expand the role of Raidats to include maternal and child health, reproductive health and environmental health concerns

· 
Increase the number of Raidats assigned to each village and decrease the number of villages assigned to them

· 
Change training content to include updated contraceptive information and increase duration of training

· 
Recruit male Raidats to better communicate with husbands

Source:
Development of Approaches to Community Based Family Planning Outreach in Egypt: Assessment of Raidats Rifiats Program in Egypt, The Population Council, Asia & Near East Operations Research and Technical Assistance Project, Final Report (1995).
C.
Observation by an expert
Given that qualitative methods are used to evaluate how well a program is being implemented, one obvious approach is simply to observe what is occurring in the clinic, at the home of the community-based distribution (CBD) worker, or other service delivery point (SDP). Two frequently observed activities in family planning program evaluation include clinical procedures and counseling. Since clients are often ill-equipped to assess the technical competence of service providers, it is useful to have an outside expert observe how a given clinical procedure is undertaken (e.g., the insertion of an IUD). Similarly, with the renewed emphasis on counseling and a clearer appreciation for what constitutes good counseling, observation serves a useful purpose in monitoring how well the job is being done. The degree of structure used in collecting this information will depend on the individual researcher.  On one extreme, there may be a pre-established checklist of points on which to assess the providers performance.  On the other, an expert familiar with the guidelines and norms of the facility may simply observe the interaction/ procedure and record those points that he/she considers to be salient. Smith and Murrow (1991) observe that the predetermined structure limits discovery but assures relevance.6
Some have questioned the validity of this type of direct observation, given that service providers are likely to be on their best behavior and perform at a far higher level than under naturalistic conditions. Nevertheless, experience suggests that this type of observation can reveal numerous shortcomings in staff performance even when staff realize they are being assessed. Stated in other terms, if the service provider is unable to correctly perform a task when trying to do his best, this speaks volumes about his performance under normal conditions.

The methodology used will depend on the amount of structure that the researcher brings to the observation. If the observation is to be tightly structured, it is necessary to first establish the desired standard of performance.  This methodology is basic in evaluating participants in training programs for specific clinical procedures (e.g., performing a voluntary sterilization, inserting an IUD). For example, JHPIEGO, a leader in clinical training in family planning, has a preestablished list of items that are covered in the training and required to correctly perform the given procedure; trainees are then assessed on each of these points to be certified as technically competent. A similar approach can be used in assessing a providers level of competence on specific tasks at any point post-training (or in the absence of training, which could occur in the case for counseling). The observer must be an expert in the procedure, and the standard to which the trainee must perform must be preestablished  and consistent over observations. By contrast, the observation tool may be less structured.  Rather, the expert observer is free to comment on whatever aspects of provider performance seem most salient at the time.  In this sense, the observation more closely resembles a supervisory visit. 

As family planning programs focus increasing attention on quality of care, there is a heightened level of interest in the quality of counseling, which in turn has generated renewed interest in assessment tools. In this case, the expert may not have clinical training, but should still work from the basis of a checklist to determine how well the provider is performing the task. In fact, the same instrument could be used as the basis for routine supervision, but rarely is supervision done with that degree of attention. Rather, the instrument is more likely to be used in evaluating counseling, either to identify areas where improvements are needed or to determine in a pre-post sense whether counseling improves as a result of provider training in this area.

In contrast to in-depth interviews and focus groups that are not quantifiable, observation is often quantified. That is, one can obtain a performance score for each service provider observed by adding up the number of items on which he or she performed satisfactorily.

Box 3 presents a study from Nigeria that used direct observation in assessing the quality of counseling for trained and untrained nurses in eight FP clinics.
Box 3. Expert Observationtc \l4 "Box 3. Expert Observation
Example: Assessing Client Counseling in Nigeria
The purpose of this study was to test whether training of providers in counseling techniques would lead to improved quality of service delivery, as measured by client continuation in the program. This study illustrates the use of expert observation to assess performance. In addition, it is one of the few studies in the published family planning literature to demonstrate the effects that quality of care can have on client behavior.

This quasi-experimental study was conducted in Ogun State, Nigeria, in eight family planning clinics. Nurses in these clinics were randomly assigned to a treatment group (that received a three-day training in counseling techniques) or a control group (that had not as of the time of the study).

As part of the study, an expert observer assessed the performance of nurses from both groups. No statistical analysis was applied to the expert observation because of the small sample size and possible observation bias. (The study also used client exit interviews and client medical records.) The observer was a specialist in interpersonal communications and counseling skills and had been involved in the nurses counseling training.  A total of 18 trained nurses and 21 untrained nurses were observed in the eight clinics.  The observer studied nurses performance during counseling sessions; including their manner: whether it was relaxed, whether the nurse made eye contact, whether she used visual aides.  The observer noted whether the nurse accepted her client in a non-judgmental manner; if she helped clients clarify information and managed time efficiently.

The results of the study indicate that in general, trained nurses performed better as counselors than untrained nurses.  They were more relaxed, listened to clients attentively, and were less judgmental.  Trained nurses were better at providing accurate information.  However, the expert observations revealed that there was no difference between trained and untrained nurses performance in the explanation of the benefits of using a particular methods, the description of different contraceptive methods, the possible consequences of switching methods, and the medical examination.

In sum, the study revealed that trained nurses performed better in the areas of quality of care investigated: interpersonal communications, information giving, counseling, and mechanisms to encourage continuity. Moreover, it demonstrated that their superior performance in these areas resulted in greater continuation measured in terms of compliance with follow-up visits to the clinic. However, there were a number of skills in which both trained and untrained nurses needed improvement, such as asking clients about their knowledge of family planning and their interest in a particular method.  These areas are important because a client is more likely to continue contraceptive use if she uses a method of choice. 

Source:
Kim, Y.M., J. Rimon, K. Winnard, C. Corso, I.V. Mako, S. Lawal, S. Babalola, and D. Huntington, (1992) Improving the Quality of Service Delivery in Nigeria, Studies in Family Planning 23(5): 311-318.
D.
The mystery (or simulated) client
In response to objections that individuals will perform better than average if they are aware of being evaluated (or under observation) (Patton 1990), evaluators have turned to using mystery clients (or simulated clients) to evaluate family planning services. The concept derives from the mystery shopper, originally developed in connection with retail sales; an individual posing as a shopper enters a store and assesses how well he or she is treated by store personnel based on a series of criteria. The mystery client is a spin-off on this same idea, whereby an individual (usually a woman) poses as a client who then enters a family planning service delivery facility and goes through the entire process as though she were a client (stopping short of receiving a long-term method). Some studies have established a profile for the mystery client, such that she presents the same story at every visit (in terms of number of children, desire for spacing or limiting, preferred method, etc.) (Brown et al. 1995).  Others have recruited women who in fact are potential clients for the service, trained them in the protocol, and asked them to present their own case as they would have in the absence of the study (Huntington, et al. 1990). Those who endorse the mystery client technique point to its value in assessing clinic personnel under naturalistic conditions and finding out what its really like to be a client in such a system.

However, the mystery client approach has a number of detractors for the following reasons. First, in programs that are trying to establish a climate of trust among the service delivery personnel, this method can be seen as spy-like and counter-productive. There is a question of inter-rater reliability, that is, whether two individuals observing the same session would rate the items the same. Others claim that this methodology is flawed, since the appearance and presumed social status of the woman has been shown to influence the service she receives from a given provider (Schuler 1985). Thus, whatever attempts the research team might make to ensure that the mystery client dresses modestly and acts like other women in the area, service providers may have a different reaction to different mystery clients, which in turn might differ from their reaction to a typical client of a government family planning service.  

There are two main variations for recording the observations of the mystery client. First, the mystery client can be well versed in the points to be observed before entering the SDP; upon completing the visit, she leaves the clinic and soon thereafter records all items observed from memory. A variation on this is to have an interviewer who in fact interviews the mystery client upon her exit from the service to ensure responses on a series of relevant questions. As was the case with the direct observation, it is possible to quantify the scores obtained through systematic observation, if the checklist approach is used.

The mystery client methodology was effectively utilized in the study in Ghana, to evaluate service providers who had and had not received training in counseling, as described in Box 4.

Box 4. Mystery Clienttc \l4 "Box 4. Mystery Client
Example: Assessing Counselor Training from the User Perspective in Ghana
According to Huntington et al. (1990), the mystery client methodology is most useful in assessing the quality of service in the area of client-provider interactions.  It serves as an effective tool in the field of family planning because it relays information to program managers and evaluators in a timely manner.  The authors describe the mystery client trial as a methodology that combines the clinic observation with the exit interview.

A quasi-experimental study design was used to evaluate three clinics with trained family planning counselors and three clinics with untrained family planning counselors in Ghana.  Three female monitors, who were staff members of the MOH, were hired to recruit mystery clients and orient them to their tasks.  A purposive sampling technique was used to recruit 18 mystery clients. (Program managers speculated that differences in patients ages, marital status and parity might influence clients reception at family planning clinics.)  Nine of the clients were 17-25 years of age and unmarried with no more than one child; and nine were 28-48 years of age, and married with several children.

Mystery clients were all women and were chosen from the Ashanti Region of Ghana.  They varied according to a number of socio-demographic variables, including age, marital status, number of children and education.  All women posing as clients were genuine clients (i.e., they wanted to receive family planning services).  Monitors told the clients that the study would evaluate the family planning program in the Ashanti Region, and not a specific clinic or nurse per se.  Monitors instructed the clients to ask questions, but not to mention involvement in the study.  Furthermore, clients were not asked to assume a specific role and that decisions should be made according to their own preferences.

Neither monitors nor the clients knew which clinics had trained family planning counselors.  Clinic staff had been informed by the MOH in Accra that some type of evaluation of the counselor training program was going to occur in the Ashanti region before the mystery client observation began.

A total of 36 visits to six clinics were made.  Pairs of clients (one older, one younger) were assigned to a monitor. Each pair visited two clinics, one with a trained counselor, the other with an untrained counselor. Immediately after the visit, the monitor interviewed the clients regarding their impressions, using a semi-structured discussion guide; the session was recorded on audiotape. Questions focused on the quality of encounters between the clients and counselors.  The questions centered around the following topics:

Greeting clients politely and warmly

Asking clients about themselves

Telling clients about all available contraceptive methods

Helping clients choose a method

Explaining how to use the method correctly

Planning for return visits

The results of the mystery client trial indicated differences in the perceived interaction between trained and untrained counselors.  The differences occurred in the areas that were emphasized in the training program: (1) in general, trained counselors presented a larger variety of contraceptive methods than the untrained counselors, and (2) trained counselors left the choice of contraception up to the client, whereas the untrained counselors more often chose a method of contraception for the clients.  Different treatment was also reported by clients of different ages.  Younger, single women were not treated with the same respect as were the older women.  Authors attribute these differences to providers negative attitudes toward young, single women who are sexually active.

The key findings of the study were: (1) training programs appear to be strongest in the area of increasing providers skills in providing accurate information about contraceptive methods and facilitating decision-making, and  (2) values clarification exercises need to be strengthened in future counseling training programs. Although these results are not generalizable to the larger program in Ghana, they do suggest that counseling training improved quality of services provided in these clinics.

Source: 

Huntington, D.,  C. Lettenmaier, and I. Obeng-Quaidoo. (1990). A Users Perspective of Counseling Training in Ghana: The Mystery Client Trail.

(1990). Studies in Family Planning. 21(3): 171-177.

III.
Combining Methods for More Comprehensive Results 

A.
Combining qualitative and quantitative methods
An increasingly common practice in applied research is to combine quantitative and qualitative methods to arrive at a superior product than could be produced by either approach alone. As described by Patton (1990), qualitative and quantitative methods involve strengths and weaknesses; they constitute alternative, but not mutually exclusive strategies for research. There are three ways in which they are frequently combined.

 
Qualitative research is conducted prior to finalizing the questionnaire for a quantitative survey. Often times researchers do not feel that they have sufficient elements with which to design and finalize a questionnaire. In this event, they may use some type of qualitative methodology to better understand how the target population views the problem and to generate hypotheses as to possible barriers to greater service use.

 
To identify the language used by the target population in defining the problem. For example, a study on the IUD in Morocco revealed that the target group has no less than five names for this contraceptive device (Hajji and Lakssir 1996). It is useful to identify this range of alternative names prior to conducting a quantitative study that uses them.

To explain and interpret quantitative findings. Quantitative research (e.g., a sample survey) is needed to define the extent of a given problem or to measure levels of behavior in a given population. However, when a problem is found, survey data may not yield sufficient insight into why it occurs. Qualitative research can be used to better understand the why behind the quantitative findings.

B.
Combinations of qualitative methods
Whereas four qualitative methods are presented separately in the text above, researchers frequently use two or more techniques in a given study to elicit a maximum amount of information on the topic. For example, the methodologies presented in boxes 1-5 were used as part of larger studies that in each case included other qualitative methods, as shown in Table 3. This can be done for triangulation: to verify certain conclusions based on obtaining results from different sources (Patton 1987; Marshall and Rossman 1995).
Table 3 Combination of Qualitative and Quantitative Methods in Selected Evaluation Research1
                                                            Box 1                            Box 2                           Box 3                                     Box 4                                                   Box 5

Client/Provider Exchange in Senegal
CBD 

Outreach in Egypt
Counseling and Quality of Care in Nigeria
Mystery Client 

Assessment of Training

in Ghana
Underutilization of IUD

in Morocco

Qualitative Methods
In-depth Interview

Focus Groups

Direct Observation

Mystery Client
X

X

X
X
X
X
X

X

X

X

Quantitative Methods
Sample Survey

Exit Interviews

Medical Records

X
X

X
X
X

For example, in a study on socio-cultural barriers to family planning among Mayans in Guatemala (Ward et al. 1992), in-depth interviews with midwives were useful in verifying certain findings from focus groups among men and women in these communities.  Alternative qualitative approaches can also be used in responding to logistical problems.  For example, in a study on the reasons for the underutilization of the IUD in the Moroccan FP program (Hajji et al. 1996), the researchers could have used focus groups to interview three main populations of interest: current pill users, current IUD users, and women who had tried but abandoned the IUD. However, due to the difficulty of identifying a sufficiently large group of women in a given geographical area that had abandoned the IUD, it was far more practical to interview them in individual in-depth interviews.

Box 5 describes a study that included four qualitative methods in addition to one quantitative method: The IUD Study in Morocco.
Box 5. Combining Qualitative Techniques 
Example: Study of the Underutilization of the IUD in Morocco
Morocco has made impressive strides in increasing contraceptive prevalence over the past 25 years; as of 1995, 50.3 percent of married women use some form of contraception. However, for years the method mix has been dominated by the pill. As of 1987, 64 percent of users relied on the pill compared to 8 percent for the IUD and 28 percent for other methods. During the early 1990s the Ministry of Health invested heavily in the training of its clinic personnel in IUD counseling techniques for the IUD (since other long-term methods were not readily available or widely promoted at that time). DHS data indicates that by 1992, the percent of users relying on the IUD maintained at 8 percent and by 1995 increased to only 9 percent. These findings prompted an evaluation of the underutilization of the IUD in the Morocco program, based largely on qualitative methods.

Direct observation was used to assess technical competence in IUD insertion; four medical experts in this area were to observe IUD insertions in 56 different SDPs and rate the performance of service providers on 45 criteria. Unfortunately, only 12 cases were observed due to the timing of the study which coincided with the beginning of Ramadan). In addition, four mystery clients were hired and trained to unobtrusively observe the counseling techniques of one service provider in 57 different SDPs, in particular to determine whether they tended to discourage use of the IUD (even when the mystery client expressed interest in it) and in general to assess quality of care.

Focus groups were used to learn more about womens preferences for one method over another. To this end, a series of 12 groups were conducted, six among users of the IUD (to identify what influenced their decision) and six among users of the pill (to determine why they opted for it over the IUD and whether the service providers had made them  sufficiently aware of the IUD option). In addition, the researchers wanted to learn why women who had had an IUD abandoned it. While focus groups could have yielded such information, the logistical difficulties in covering this relatively small and widely dispersed group of women led to the decision to instead obtain the information via in-depth interviews with IUD dropouts. In addition, the study also had a quantitative element: a structured survey among 139 service providers in 81 SDPs (including  MOH health facilities and 8 Moroccan Family Planning Association Centers).

Findings from this study. These different techniques collectively provided substantial insight into the reasons for the underutilization of the IUD. Although service providers professed to promote this method when interviewed directly, the mystery clients had a different experience. Often their expressed interest in the IUD was not taken into consideration, and instead the pill was recommended (possibly because it is easier to deliver and requires less time than an IUD insertion). In addition, the widespread use of the pill is self-perpetuating, in that potential clients learn of this method from friends and arrive at the clinic wanting and expecting to get the pill.  Although some rumors exist over the pill, rumors over the IUD are even more extensive. Even in remote rural areas, women recount the anecdote of an IUD user who became stuck to her partner (based on a news story several years ago of a couple in a bank in Casablanca who supposedly experienced this fate). Other barriers to IUD use that surfaced in the focus groups were: women think that the IUD is not compatible to the nature of their work, rumors and fear of pregnancy, access problems and follow-up procedures, husbands not agreeable, women present contraindications and provider bias. Women who had tried but abandoned the IUD gave several reasons: side effects (bleeding, spotting, abdominal pain, etc.) fear of infection and rumors. The  one technique that did not yield as much information as expected was the direct observation of the clinic procedure, because of a steep drop in IUD insertions around the Islamic holiday of Ramadan (when women want to minimize bleeding to maintain and complete their period of fasting). Thus, the shortcoming was not the technique itself but the timing of the study.

Findings from this research have been disseminated in workshops for field workers around the country and they serve as a basis for orienting an IEC campaign to promote the IUD.

Source:
Hajji, N. and Lakssir, A. (1996). Etude Qualitative sur le Dispositif Intra Uterin au Maroc, Ministry of Public Health, Morocco.

C.
Use of qualitative methods as a stand-alone approach

Occasionally qualitative methods are used in preference to quantitative methods based on the belief that the ensuing results will be of greater use to the researchers and practitioners. For example, there is increasing sentiment that quality of care in family planning facilities should be assessed not only by those who attend but also by those who stay away from such facilities  (precisely because of negative reports they have heard from others). In such a case, it would be far more instructive to get in-depth accounts of the underlying dynamics that lead to their decision rather than the more superficial answers frequently obtained from surveys.
IV. 
Validity of Qualitative Results

A major concern among researchers is the validity of results from qualitative techniques.  The samples are rarely representative in the statistical sense. Measures are based on subjective judgements of observers; where multiple observers are used, the question of inter-rater reliability arises. Findings from in-depth interviewers and focus groups are not generally are not analyzed using statistical techniques (unless the in-depth interview combines a series of structured questions with extensive probing). Thus the results depend highly on the researchers interpretation of what seemed important and how participants felt about these issues. This subjectivity explains why some quantitative researchers question what qualitative techniques add to the advancement of knowledge.  

However, the rapid growth in the use of qualitative techniques over the past decade in relation to field programs attests to the belief among practitioners that qualitative techniques have an important role in applied research and evaluation. In some cases they confirm what managers already suspected. In others, they provide new or deeper insights into ongoing behaviors and attitudes among target populations. Also, they can be used to document the effects of interventions, as in the evaluation of effects of counseling on quality of care and compliance with follow-up visits (Kim et al. 1992).

Some of the above limitations are inherent in the qualitative techniques. However, others are amenable to greater methodological rigor or a more systematic approach, as explained below.

A.
Sampling issues

The samples for qualitative research tend to be small. Table 2 presents the minimum, maximum, and mean number of interviews, groups, or observations conducted across all the studies we identified in our search of the literature (on the form qualitative techniques presented herein and limited to studies aimed at family planning program evaluation, not diagnostic research for developing programs or interventions). 

Patton (1987) provides useful insight and guidance on the issue of sampling.  He argues that the logic of purposeful sampling used in qualitative methods is quite different from the logic of probabilistic sampling in statistics (which depends on selecting a truly random and representative 

sample which will permit confident generalizations from the sample to a larger population).  The power of purposeful sampling lies in selecting information-rich cases for study in depth.  The different strategies outlined by Patton (1987) include:

·       Extreme deviant case sampling (selecting those cases from which one could learn the most; for example: selecting the best and worst facilities, to learn which conditions contribute to excellence and which trigger failure).

·       Maximum variation sampling (selecting a broad cross-section of participants or programs to capture patterns or outcomes that cut across all groups or areas; for example, ensuring geographical diversity in the selection of facilities to be included).

·       Homogeneous samples (selecting participants that share key characteristics and studying them in depth; for example, selecting participants in a focus group who have similar background characteristics and experience, such as rural, married women with at least three children; in this case, diversity is obtained by holding additional groups for participants with different characteristics: rural, married men with at least three children).

·       Typical case sampling (selecting cases that will present the typical situation to persons unfamiliar with the program; for example, the typical woman who undergoes tubal ligation in a given country).

·       Critical case sampling (selecting one or more sites that will be useful in making a point, such as if it happens there, it will happen anywhere or conversely if it doesnt happen there, it wont happen anywhere).

·       Snowball or chain sampling (identifying new respondents by asking personnel in the program or other key informants who knows a lot about ____?).

·      Criterion sampling (selecting cases based on some predetermined criterion of importance and following up with in-depth, qualitative analysis; for example, women who experienced complications with the removal of NORPLANT.

·       Confirmatory and disconfirming cases (as patterns emerge from the initial stage of data collection, selecting cases that will confirm the importance and meaning of possible patterns, adding richness, depth, and credibility; also, exceptions that prove the rule).

·       Sampling politically important cases (selecting a site based on some political interest, in the belief that it will increase the usefulness and utilization of information when resources limit the number of cases to be studied; however, the choice of site should not be allowed to bias the data collection or results).

·       Convenience sampling (doing what is fast and convenient, which is probably the most common sampling strategy and least desirable).

It is widely recognized that the results of qualitative research are not generalizable to the larger population, because purposeful rather than random sampling is employed; also, the size of the samples tend to be small. However, in some cases it may be useful to randomly select respondents (even for a small sample) to avoid the impression that the sample was selected to favor a given result (Patton, 1987).

B.
Inter-rater reliability on observations

The rigor of qualitative techniques can be improved by testing and continuously monitoring inter-rater reliability. Observers must be carefully trained in the use of the observation instrument (checklist) and the expected standard of performance.  Following training and prior to data collection, the different observers should be asked to rate provider behavior (simultaneously and without consultation) on the list of criteria, based on a simulation of a counseling session or clinical visit, enacted with role play or video. From this it is possible to establish the level of inter-rater reliability as well as to identify items on which consistency is low. Further training and practice will serve to increase inter-rater reliability; repeat tests should be made periodically over the period of data collection.

C.
Triangulation

Triangulation is the act of bringing more than one source of data to bear on a single point.  Derived from navigation science, the concept has been fruitfully applied to social science inquiry (Marshall and Rossman 1995). As Patton (1987) warns, sometimes the divergent types of data provide a consistent picture, but not necessarily; the point is to understand when and why there are differences. However, consistency in overall patterns of data from different sources and reasonable explanations for differences contribute to the findings in an evaluation report.

D.
Use of computerized packages to analyze transcriptions
One step in increasing the rigor of in-depth interviews and focus groups is to assure a complete and verifiable record of what was actually said. Where possible, it is advisable to record sessions on audiotape for this purpose. The analysis can be made more systematic and less subjective by the use of a computerized program that assists the researcher in organizing the material on the tapes (Fielding and Lee 1991). The researcher uses the program to code all comments made on all topics across multiple focus groups or interviews. He or she is then able to call up (retrieve) the full set of comments made on a given topic across all groups or interviews. The citations indicate the location (page and line) where the original statement can be found, if the researcher wants to review the context in which the comment was made. Using this software, the researcher might find in a given study that there had been 25 comments made by clients on how they were treated by providers. Whereas the numbers should not be converted to a quantitative result (one person may have commented on the same issue several times), it can be extremely useful to the researcher to further classify these comments as positive or negative. If for example, three were positive, three were neutral/irrelevant, and 19 were negative, this evidence would assist the researcher in more accurately reflecting group sentiment on the issue. Because there is no numerical breakdown reported, he/she has the responsibility of communicating the finding in words (Example: although a few respondents felt they were treated well by providers, the large majority were negative on this score). The benefits of using this software still depend on the quality of the original coding job and the integrity of the researcher to report results consistent with the breakdown of comments. Nonetheless, it is a vast improvement over the less systematic approaches of sifting through pages and pages of transcripts to see what is there. 

E.
Comparison of results from quantitative and qualitative studies

Although quantitative results from conventional sample surveys are not necessarily valid in every case, the social science community has far greater experience and greater comfort level with this methodology than qualitative techniques. In this sense, many researchers would be reassured if qualitative techniques in fact yielded similar results to quantitative ones. The problem is that few studies have used both types of techniques to address the same questions (rather, they tend to combine several qualitative methods to provide confirmatory evidence), precisely because the two types of methods are best suited for answering different types of questions (quantitative to measure behavior and trends; qualitative to learn more about attitudes, values, motivations, and other intangibles). This makes it difficult to address the issue of whether quantitative techniques yield similar results on a given question. In one analysis of this question, Ward et al. (1991) analyzed three studies in which both surveys and focus groups had been used to answer a given set of questions for a given population (in Guatemala, Honduras and Zaire).  The authors reported generally strong similarities in the results obtained from these methodologies on 88% of the variables compared. However, an occasional troublesome discrepancy emerged, such as in the research on the Maya Quiché in Guatemala: focus groups indicated that this population was far more knowledgeable and more accepting of traditional than modern methods, whereas a population-based survey among women in this population showed the reverse. In this sense, it is prudent to consider qualitative results as the best information available on a given subject for a given population, rather than a definitive measurement of an attitude or a trend in that population.  

V.
Conclusion

Qualitative methods have evolved from being marginal to mainstream in applied research, precisely because they are uniquely capable of providing information of attitudes, beliefs, and values that can make or break a project. The insights gained from qualitative techniques not only guide in the process to designing more culturally appropriate programs but they are also instrumental in learning how well the target population is accepting the program and what mid-course changes would improve its potential effectiveness. Qualitative methods should not be seen as substitutes for quantitative methods (except in special circumstances where they are the methodology of choice), but by the same token they should not be considered second best. Rather, they constitute a means of expanding the techniques available to researchers interested in comprehensive program evaluation.

Notes
The authors wish to thank Glen Heller for his assistance with the literature review.
1 This table refers to boxes 1-5 presented in the text of this chapter.

2 Source (of column 1) Hudelson (1994).

3 The sample sizes presented here are based on a review of the literature available through POPLINE on qualitative studies conducted for the purpose of family planning program evaluation.

4 Comments on strengths and weaknesses are drawn from Hudelson (1994).

5 In the case of both the expert observer and the mystery client, one might argue that these techniques deviate from the stated aim of qualitative research to define the situation from the perspective of the client and not the researcher.  However, the authors have chosen to include these methods in this paper, since they conform to most of the other attributes of qualitative research outlined earlier in the paper.)
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