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Abbreviations and acronyms
AIDS acquired immunodeficiency syndrome

ART antiretroviral therapy

CASI computer-assisted self-interview

CBD community-based distribution

COPE client-oriented, provider-efficient 

CRT cluster/community randomized trial

DFID Department for International Development (United Kingdom)

Epi Info a statistical software product produced by the US Centers for Disease 

Control and Prevention (CDC)

FES focused ethnographic studies

FGM female genital mutilation

GIS geographic information systems

GPS global positioning system

HIV human immunodeficiency virus

HPV human papillomavirus

ICPD International Conference on Population and Development

IMAGE Intervention with Microfinance for AIDS and Gender Equity

IPV intimate partner violence

IUD intrauterine device

LQAS lot quality assurance sampling

MDG Millennium Development Goal

NGO nongovernmental organization

PAR participatory action research

PRA participatory rural appraisal

PDA personal digital assistant

RCT randomized controlled trial

RRA rapid rural appraisal

RTI reproductive tract infection

SAS a statistical software product produced by SAS

SPSS Statistical Package for Social Sciences

SRH sexual and reproductive health

STATA a statistical software product produced by StataCorp

STI sexually transmitted infection

VCT voluntary counselling and testing

UNAIDS Joint United Nations Programme on HIV/AIDS

WHO World Health Organization
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Chapter 1
Introduction

This chapter defines sexual and reproductive health (SRH) and lists 

the SRH issues of greatest public health and social concern.

1.1 What is sexual and reproductive health?

A quick glance at any newspaper reveals stories that are indicative of our intense interest in the more 

sensational aspects of sex, reproduction, and sexuality. Among the “new” stories clamouring for atten-

tion are novel ways of making test-tube babies, sex-selective abortions, side-effects of contraception, 

promising treatments for human immunodeficiency virus (HIV), impotence drugs, and gay marriages.

Vehemently debated in other forums are the broader issues behind these headlines, such as the best 

means of tackling adolescent pregnancy, the morality and politics of induced abortion, the definitions 

of consensual and coercive sex, the medicalization of sexual (dys)function, the need to restrict new 

reproductive technologies, and the right of the state to control reproduction.

Concerns are also voiced over the effects of high fertility, of fetal exposure to environmental and 

occupational hazards, and of the growing HIV epidemic. Other concerns involve the appalling number 

of maternal deaths in many developing countries, the practice of female genital mutilation (FGM), and 

the inequalities that stem from existing gender relations.

All these issues can be encompassed within SRH concerns. Yet the diversity and breadth of issues 

mean that even if a single, universally applicable, all-encompassing definition of SRH were ever 

agreed, it would be almost impossible to operationalize.

Examples of definitions of SRH are presented in Box 1.1.

Example A provides the definition of reproductive health agreed at the International Conference on 

Population and Development (ICPD) in 1994 (1). It is broad and positive, but difficult to measure.

Definition B focuses on ill health and is more specific, yet this approach leaves out some key elements 

of interest. Example B also suggests that – for some – reproductive health is perceived as solely a 

concern of women, although there is no reason to exclude men. Reproductive health often focuses on 

the reproductive age span (generally considered to be between the ages of 15 and 44 years or 15 and 

49 years). For some people, however, problems (such as breast cancer) that affect the reproductive 

organs but usually occur postmenopause remain part of reproductive health.

Sexual health encompasses reproductive health, but goes beyond medical conditions, and remains 

relevant throughout the life-course.

The World Health Organization (WHO) working definitions of sexual health, sexuality, and sexual rights 

are presented as definitions C, D, and E, respectively (2).
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Box 1.1 Selected definitions of sexual and reproductive health and rights

A. Reproductive health 

Reproductive health is “a state of complete physical, mental and social well-being and not merely the 

absence of disease or infirmity, in all matters related to the reproductive system and to its functions 

and processes” (1). 

B. Reproductive ill health 

Reproductive ill health includes conditions related to:

pregnancy, end of pregnancy, and puerperium, including ectopic pregnancy, spontaneous abor-

tion, discomforts of pregnancy, pregnancy-induced hypertension, exacerbation of pre-existing 

conditions, anaemia, urinary tract infections, antepartum haemorrhage, infection, postpartum 

infection, depression, eclampsia, and obstructed labour;

the cumulative impact of reproductive experience, including malnutrition, anaemia, other defi-

ciencies, sexually transmitted infections (STIs), pelvic infection, fistulae, prolapse, sequelae of 

female circumcision, low back pain, chronic illness, and psychological ill health. 

C. Sexual health 

Sexual health is a state of physical, emotional, mental, and social well-being in relation to sexuality; it 

is not merely the absence of disease, dysfunction, or infirmity. Sexual health requires a positive and 

respectful approach to sexuality and sexual relationships, as well as the possibility of having pleasur-

able and safe sexual experiences, free of coercion, discrimination, and violence. 

D. Sexuality 

Sexuality is a central aspect of being human throughout life and encompasses sex, gender identities 

and roles, sexual orientation, eroticism, pleasure, intimacy, and reproduction. Sexuality is experienced 

and expressed in thoughts, fantasies, desires, beliefs, attitudes, values, behaviour, practices, roles, and 

relationships.

While sexuality can include all of these dimensions, not all of them are always experienced or 

expressed. Sexuality is influenced by the interaction of biological, psychological, social, economic, 

political, cultural, ethical, legal, historical, religious, and spiritual factors. 

E. Sexual rights 

Sexual rights embrace human rights that are already recognized in national laws, international human 

rights documents, and other consensus statements. They include the right of all persons, free of coer-

cion, discrimination, and violence to:

the highest attainable standard of sexual health, and access to sexual and reproductive health-care 

services;

seek, receive, and impart information related to sexuality;

sexuality education;

respect for bodily integrity;

choose their partner;

decide to be sexually active or not;

consensual sexual relations;

consensual marriage;

decide whether or not, and when, to have children;

pursue a satisfying, safe and pleasurable sexual life. 

Sources: (1, 2)
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There is belated recognition that ensuring access to SRH information and services is central to achiev-

ing the Millennium Development Goals (MDGs). The five core reproductive and sexual health services 

(2) are:

 improving antenatal, intrapartum, postpartum, and newborn care;

 providing high-quality services for family planning, including infertility services;

 eliminating unsafe abortion;

 combating STIs – including HIV, reproductive tract infections (RTIs), cervical cancer, and other 

gynaecological morbidities;

 promoting sexual health.

1.2 Scope of the guidelines

These guidelines focus on the SRH issues of greatest public health and social concern, where action 

and intervention are likely to bring about change.

SRH problems are rooted in a biomedical dimension, yet their origins lie in human behaviour – the 

domain of the social scientist. Social norms govern the expression of sexuality and sexual behaviour 

in every society, and these norms sanction reproduction. Health-compromising practices often reflect 

social norms (e.g. child marriage, intimate partner violence). They increase people’s vulnerability to risk 

of adverse outcomes while limiting their ability to adopt healthy behaviour. Sociopolitical forces and 

social and economic exclusion (including poverty, unequal access to services, and gender inequalities) 

may also act as major influences on sexual and reproductive behaviour and choices.

Fig. 1.1 classifies SRH topics into five main conceptual categories. The first four categories involve:

 safe and pleasurable sexual life;

 fertility regulation (avoiding unwelcome pregnancy and childbearing);

 healthy childbearing;

 maintenance of a healthy reproductive system.

Figure 1.1 The main domains of sexual and reproductive health
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Sexual behaviour underlies these domains, which are all embedded in the fifth category:

 a sociocultural context that will influence both risk and vulnerability to adverse health outcomes.

The various domains of SRH are closely linked, and improvements in one area tend to diminish the 

burden in the other domains. Before discussing Fig. 1.1, certain definitions and concepts relating to the 

context should be considered. Culture is a general term for the symbolic and learnt aspects of human 

society, including learnt patterns of behaviour, aspects of culture that act below conscious levels, and 

patterns of thought and perception that are not biologically determined. Society is a term for a group 

of people who share a culture, occupy a territorial area, and feel themselves to be a distinct entity. 

When the term sociocultural is used, “social” is usually taken to refer to institutions, while “cultural” 

deals with attributes of individuals (3).

Social norms are a very powerful control upon the expression of human sexuality. In sociology, a 

norm (or social norm) is a rule that is socially enforced. Social sanctioning distinguishes norms from 

other cultural products or social constructions, such as meaning and values. Morals, taboos, laws, and 

religious beliefs influence not only the sexual behaviour of individuals but also the way they perceive 

and describe it.

Since sexual intercourse usually involves two partners, the sexual health of individuals influences 

the health of all of the other sexual partners of each. The same “risk” behaviour may lead to different 

consequences in one context, as compared to another epidemiologically different context. The expo-

nential growth of the burden of disease due to HIV has given rise to research into sexual networks 

and risk-taking, including among difficult-to-reach (or difficult-to-identify) subgroups of society who 

engage in illicit or criminalized behaviour such as sex work and drug use.

The time component is also crucial. The “life-cycle perspective” on SRH should be introduced, because 

it recognizes linkages between events at younger ages and consequences at later ages. Broader 

determinants include gender discrimination in intrahousehold allocation of food, which can lead to 

stunted and anaemic adolescent girls. In later life, these women may experience obstructed labour 

due to contracted pelvises, or increased infections or contraceptive contraindications due to anaemia. 

Although longitudinal research over significant portions of the lifespan is impractical, the “life-cycle 

perspective” provides a useful conceptual tool for understanding how an intervention at one age 

might influence SRH later in life.

Within the major areas represented in Fig. 1.1, the main SRH topics addressed in these guidelines 

include: maternal mortality and morbidity, perinatal mortality, breastfeeding, and infertility; contra-

ception and induced abortion; RTIs, STIs, and HIV.

Table 1.1 shows the annual incidence of sexual and reproductive events, with an emphasis on adverse 

outcomes. Fig. 1.2 illustrates how some of these conditions are leading contributors to the ill health of 

adult women and men.

Furthermore, some reproductive disorders such as reproductive cancers (breast, cervical, uterine, and 

prostate), benign prostatic hypertrophy, and complications of menopause also add considerably to 

the global disease burden, but do so primarily outside the 15–44 years age span.

Eighteen per cent of the total global burden of premature death and disease is due to sexual and 

reproductive ill health. For women of reproductive ages (15–44 years), this figure is as high as 32%. 

Fig. 1.3 shows that the burden greatly varies by region, with sub-Saharan Africa most severely 

affected.
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Table 1.1 Worldwide estimates of reproductive events/reproductive ill health

Category
Number of events (people affected) per 

year, worldwide (million)

Acts of sexual intercourse 63 900

Women with unmet family planning needs 215

Pregnancies 210

Live births 133

Miscarriages and stillbirths 31

Induced abortions 46

Unsafe abortions 21.6

Maternal deaths 0.358

Life-threatening complications 1.4

Pregnancy-related morbidities 9.5

Long-term physical or mental disabilities 10–20

Stillbirths 2.64

Neonatal deaths 3.2

Low-birth-weight infants 20

New cases of STIs (four common STIs) 448

New cases of HIV 4.3 in 2006  
2.6 in 2009

Women with FGM 3 million girls undergoing FGM per year

Sources: (4–17)

 

Figure 1.2 Distribution of disease burden (2001) in adult men and women as a percentage of total 

disease burden (global)

Sources: (18)
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Figure 1.3 Sexual and reproductive ill health in women by regions (AGI, 2004)

The WHO comparative risk assessment, which considers potential health benefits from the elimination 

of 26 risk factors, identified unsafe sex as the second major risk factor – responsible for 6.3% of the 

global burden of disease. Child and maternal underweight were responsible for 9.5% of that global 

burden (18).

However, using this disease burden to set priorities does not take into account some SRH concerns – 

such as unwanted pregnancies and violation of sexual rights. Current family-planning programmes 

are already providing contraceptives in developing countries to millions of women who do not wish 

to become pregnant. These women are thereby able to prevent not only unintended pregnancies 

and births but 105 million abortions, 2.7 million infant deaths, and 215 000 pregnancy-related deaths. 

Increasing access to contraception to every woman at risk of unintended pregnancy would mean that 

1.5 million fewer women and children would lose their lives, and induced abortion would be further 

reduced – all at a cost of US$ 144 per year of healthy life (4).

With poverty alleviation central to the MDGs, health-effectiveness and cost-effectiveness of interven-

tions and policies are not sufficient; relative benefits to the poor need to be demonstrated as well. To 

assess whether programmes target the poor successfully, SRH outcomes and use of services are often 

analysed by population strata, based on household assets and amenities. Usually the survey popula-

tion is divided into five wealth groups of equal size; the poorest 20% can then be compared to the 

richest 20%.

Fig. 1.4 shows how estimates of average use of various services can hide inequalities, which are more 

pronounced for maternity services compared to health care for children. Nearly half of all children are 

immunized (49%) and 47% of mothers receive professional delivery care, yet use of delivery care falls 

from about 85% among the rich to about 20% among the poor (13).

Sources: (4)
Note: These regions, defined by the Global Burden of Disease project, differ 

slightly from those by the United Nations.
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Figure 1.4 Wealth inequalities in maternity and child health-care services  

(data from 45 developing countries)

The evolving awareness of the magnitude and consequences of sexual and reproductive ill health 

means that social scientists can make a major contribution to our understanding of these issues. 

Therefore, the purpose of these guidelines is to assist in the planning and conduct of social science 

research in SRH, especially in the areas detailed above. These guidelines are addressed to those with 

formal training in the social sciences, and to clinicians and health workers with social science back-

grounds or interests. They will also be relevant to programme managers or decision-makers who are 

not social scientists, but may commission social science research to improve the effectiveness of ongo-

ing or planned SRH interventions.

Chapter 2 examines the potential contributions and substantive scope of social science research in 

the area of reproductive health. Chapters 3 and 4 describe the major research-design options and 

methods of data collection and data analysis. Chapter 5 discusses common problems encountered 

in planning and implemen ting social science studies in reproductive health. Chapter 6 addresses 

ethical considerations. Case-studies illustrating social science research methods and further reading 

sections are also provided, as is an Annex listing journals and websites with relevant publications and 

information.
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This chapter discusses the objectives of social science research in 

relation to sexual and reproductive health (SRH), and provides a 

framework for summarizing the substantive scope of research.

2.1 Broad objectives of social science research

A pragmatic approach to health research necessitates identification of research questions that are 

likely to lead to action or change. In the case of SRH, this means social science can contribute by 

answering a variety of specific questions. These guidelines foster research aimed at:

 identifying and defining SRH problems by measuring the magnitude and nature of reproductive/

sexual behaviour and ill-health;

 investigating the determinants and consequences of SRH;

 designing and evaluating culturally appropriate SRH promotion campaigns that encourage and 

enable individual behaviour change;

 improving and supporting intervention programmes that attempt to prevent or treat SRH prob-

lems through health, family planning, and other services;

 understanding, informing, and influencing the policy, legal, or social arena in which SRH concerns 

arise.

Social science research provides a wide range of qualitative and quantitative tools that can be used 

to gain insight into these issues and select appropriate action. Discussion of these research tools and 

methods forms the bulk of these guidelines (Chapters 3 and 4). Social science research also comes 

from a perspective that suggests that technology, interventions, and services should be modified to 

suit people – rather than the reverse.

There is also another and more practical recommendation for social science research. Sexuality, 

reproductive and sexual behaviour, and reproductive ill health have both biological and social/cultural 

origins. The beliefs, values, and preferences of potential users, providers, and policy-makers – which 

largely determine the ac ceptability and successful use of interventions – are greatly conditioned by 

society. By providing insights into these human factors and assessing their practical implications for 

the management of SRH services, social science research makes an extremely important contribution 

to improving SRH.

Chapter 2
Social science research: objectives and relationship to 

sexual and reproductive health domains
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2.2 Research on the magnitude, determinants, and consequences of 

sexual/reproductive behaviour and ill health

For all aspects of reproductive ill health, social science approaches are essential to describing and 

understanding the nature, magnitude, determinants, and consequences of reproductive behaviour 

and reproductive ill health. These approaches include exploring and understanding:

 sexual practices and meanings;

 risk perception and negotiation;

 beliefs and values related to reproductive function and reproductive ill health;

 biomedically defined versus self-perceived and self-reported sexual and reproductive morbidity;

 individuals’ experience of SRH problems and their desired solutions;

 consequences of SRH problems in physical, psychological, social, cultural, and economic terms;

 socioeconomic and demographic characteristics of those affected by ill health or unwanted out-

comes, including underserved groups such as young people, unmarried individuals, sexual minor-

ity groups, men, and refugees.

Some reproductive health problems in the developing world (including infertility, some reproductive 

tract infections [RTIs], menstrual problems, and reproductive cancers) cannot, at present, be addressed 

by effective and affordable services. For example, the widespread coverage given to in vitro fertil-

ity treatment belies the fact that such services are available to only a small proportion of the world’s 

infertile couples, and that – even when available – success rates are low. For other conditions, such as 

cervical cancer, services are within reach of some middle-income developing countries but there is 

little evidence that existing programmes are effective.

Nevertheless, a case for prioritizing such conditions has been made. This case is based either on the 

widespread prevalence of certain conditions (RTIs and menstrual problems) or on the devastating 

social or physical effects (infertility and reproductive cancers). Further research of the sort described 

above will clarify the priority that should be given to such problems, by bringing new evidence for or 

against specific interventions and policies. Such studies are particularly pertinent when new technolo-

gies become available, such as the recent development of a vaccine against the human papillomavirus 

(HPV), a sexually transmitted infection (STI) that causes most cases of cervical cancer.

2.3 Research for promoting behaviour change (health promotion)

Encouraging individuals to adopt protective behaviour (e.g. using condoms, seeking a skilled birth 

attendant) or reduce risky practices (e.g. vaginal cleansing with drying herbs) forms a key component 

of most SRH interventions. In order for such efforts to be successful, they must be guided by a good 

understanding of what motivates people to change how they behave, including influences at indi-

vidual, peer group, and community levels.

Numerous theories of behaviour change offer models for how practices are selected, maintained, and 

challenged. These theories have introduced a range of behavioural determinants that are frequently 

employed by health-promotion programmes, such as: self-efficacy, social norms, risk perception, 

behaviour modelling, and social capital. Box 2.1 gives more detail on the influential social learning and 

social cognitive theories. Applying these theories in various contexts and with various target audi-

ences requires research for:

 selecting the most pertinent drivers of behaviour change and defining what they mean in practice 

within a particular setting;

 understanding the specific barriers faced by individuals and groups in adopting health behaviour;
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 choosing culturally acceptable methods for promoting behaviour change, including communica-

tion strategies and messages that will reach the target audience;

 evaluating the process and outcomes of interventions according to how project activities are 

hypothesized to influence behaviour change.

 

Box 2.1 Some concepts in social learning and social cognitive theory

Social learning theory focuses on the learning that occurs in a social context – an observational 

learning that is natural and more common than formal learning. This is the most widely used 

theory in behaviour change communication and one of its premises is that behaviour change 

can be modelled – one can thus learn indirectly by observing other people’s behaviour while 

being rewarded or punished. Through empathy and the power of imagination, this observation 

leads to reinforcement of those behaviours in the learner. Models can be parents, peers, celebri-

ties, or a ‘soap opera’ character specifically designed to model the socially desirable behaviour. 

For models to catch the attention of an audience, they need to attract, invite social approval, 

and be part of an environment, or have attributes similar to those of learners so that the learn-

ers can identify with the model.

In social cognitive theory, Bandura expands upon this concept by adding that a learner needs 

to feel empowered to make changes. The belief that a person is capable of taking action in 

order to produce a desired effect successfully is called “self-efficacy”. Individuals are typically 

guided by their beliefs – as these beliefs determine what they do with their knowledge and 

skills and how they perceive their previous performance. Again, observing others taking control 

and responsibility for their health or behaviour can reinforce self-efficacy in the learner. Experi-

ences of success – especially when a task or goal was challenging – are very reinforcing. A cen-

tral tenet to Bandura’s theory is that people are proactive – that they can exercise control over 

their own motivation, thought processes, emotional states, and patterns of behaviour. Individu-

als can thus be viewed as products as well as creators of their own environment and society – a 

concept called “reciprocal determinism”.

Source: (1)

2.4 Research on preventive and curative reproductive health services

Another major arena for social science research relates to service-based strategies for preventing or 

treating SRH problems. Preventive approaches – in the form of family planning, increasing safer sex, 

immunization, and breastfeeding-promotion programmes – are at the heart of efforts to combat 

unwanted and unplanned pregnancy, HIV, and ill health. Prevention efforts might also address STIs, 

induced abortion, maternal morbidity, and infertility. While these approaches might incorporate 

some broader behaviour-change components, service-based programmes generally aim to improve 

knowledge, awareness, and access to procedures that are likely to assist prevention at individual level, 

including counselling and education, provision of barrier methods and other contraceptives, and HIV 

testing. By contrast, treatment services play a key role in reducing poor SRH outcomes such as mater-

nal mortality, unsafe abortion, and STIs. These approaches can overlap; for example, treatment of STIs 

helps to prevent HIV, infertility, and adverse perinatal outcomes.

Social science research can help in understanding the effectiveness of these preventive and curative 

services. Questions that can be addressed include:

 decision-making concerning prevention and treatment;

 risk perception and motivation underlying the use of preventive services;
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 accessibility and acceptability of services;

 costs of services (especially economic costs, but also social costs, labour costs, etc.);

 dynamics of use of services, including adherence to drug regimens and continuity of care;

 quality of care, including technical and managerial quality;

 user and provider perspectives on services, including client satisfaction with quality of care;

 understanding the most effective ways of organizing and delivering services;

 interaction of issues related to SRH (e.g. family planning and STIs; human immunodeficiency virus 

(HIV) and maternity care; content and timing of postpartum services).

Exploring behaviour change and the provision of appropriate services can be conducted in partner-

ship with local communities, providers, and authorities, to ensure that the design and collection of 

data reflects their perceptions and needs. This approach is sometimes referred to as “action research”, 

to highlight the use of social science for direct improvement of SRH.

This kind of approach is often more about the process of the research than the actual findings, and is a 

good way of increasing the skills and understanding of people most likely to be affected by emerging 

programmes. The methods and tools commonly used in action research will be addressed in detail in 

Chapter 4.

2.5 Research on the policy, social, and legal arenas of sexual and 

reproductive health

The final major arena for social science research is at a higher level of organization. Ensuring good SRH 

requires understanding and influencing of policy, social, and legal arenas to create a more enabling 

environment. For example, antiprostitution and sodomy laws leave sex workers and men having sex 

with men open to exploitation by law-enforcement agencies, impeding effective implementation of 

interventions targeting stigmatized groups at high risk of HIV. The policy arena addresses social deter-

minants of vulnerability rather than individual risk, by creating opportunities for individuals to change 

behaviour and access services. Major areas for research include:

 the effectiveness of different types of services and providers: e.g. private versus public sector or 

midwife-based versus obstetrician-based;

 the best systems for delivering services: e.g. social marketing, community-based distribution (CBD), 

or clinics;

 the value of integrating services;

 policy barriers to implementing reproductive change;

 identifying agents for social change;

 institutional and leadership issues surrounding change;

 mechanisms for creating demand for services;

 the meaning and nature of reproductive choice and rights in their cultural context.

Through effective research into the magnitude, nature, determinants, and consequences of intimate 

partner violence (IPV), some countries have reformed their legislation to include criminalization of 

sexual, physical, and psychological abuse of women. This is an example of “structural” rather than 

“individual” change that focuses more on reducing women’s vulnerability than on changing their risk 

behaviour. Successful strategies for addressing such social problems of public health significance have 

required change of social norms, including among those members of the society who take decisions 

at the policy/legal level.
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2.6 Theoretical perspectives and conceptual frameworks

Theories are constructed in order to explain and predict phenomena (e.g. behaviour) and consist of 

a set of interrelated, coherent ideas that make generalizations about observed relationships. Theory-

building continues through a cycle of induction and deduction, or forming and testing hypotheses. 

One might, for example, hypothesize that perceived risk of getting pregnant has an effect on ‘condom 

use’. The perceived consequences of a pregnancy, as well as the expected benefits and associated 

costs of using condoms, could all motivate condom use. In quantitative research, these hypotheses 

regarding causal relationships can be tested statistically, and the theory proven or rejected (deduc-

tion). Qualitative research may then be needed to further refine the theory, which can then be tested 

again.

Many theories have been developed to explain health-related behaviour. The ones initially adopted/

adapted to study SRH behaviour (such as the health-belief model and the theory of reasoned action) 

have been criticized for proposing oversimplified linear relations between knowledge, beliefs, atti-

tudes, and behaviour. For example, to understand decisions affecting HIV-related risks, one has to 

look at various dimensions of sexual relationships. In addition to knowledge-related factors, other 

factors such as emotions, symbolic meanings, the balance of power, and the social environment all 

structure sexual interactions. Theories of behaviour change that focus on the individual are grounded 

in western social psychology, and the assumed “individual autonomy” may not be directly transferable 

to other cultural settings.

Other theories focus on social systems or on structural and environmental factors, and, by taking an 

“ecological perspective”, acknowledge that behaviour is influenced by many factors acting at different 

levels. The example of “taking an HIV test” illustrates how a combination of reasons will affect personal 

decisions: a woman may delay going for an HIV test because she fears testing positive (individual fac-

tor); her husband opposes the test (interpersonal factor); there is no privacy at the voluntary counsel-

ling and testing (VCT) centre (institutional factor); other villagers hold stigmatizing attitudes regarding 

the morality of people who seek HIV tests (community factor); or the test is not offered locally, due 

to a vertical delivery system (public-policy factor). Thus, the context in which this individual woman 

operates has an important bearing on her behaviour (and at the same time, it is the collective efforts 

of individuals that produce their environment). Social cognitive theory has been heavily applied (see 

Box 2.1), yet few researchers or intervention planners will consider all elements of this theory. How-

ever, “self-efficacy”, a main construct of this theory, is now integrated in other theories and conceptual 

frameworks.

Theory guides the conceptual thinking behind research, ensuring better quality. The conceptual 

framework can also draw on theories beyond behaviour change. For example, theories of gender, 

masculinities, power, and community development may all be relevant in studies of risk perception 

and access to health care among stigmatized groups such as transgender populations in Asia. It needs 

to be stressed that one does not need overly sophisticated theoretical frameworks for good research. 

However, clarifying theoretical perspectives is important because such clarification makes explicit the 

basic assumptions underlying the research.

A simple example of an ecological model is presented in Fig. 2.1, showing the different levels of 

influence on IPV. The inner circle shows factors at the individual level, such as young age and previous 

victimization; tolerance of violence and non-egalitarian decision-making are characteristics of the 

couple or relationship; while at the community level there may be acceptance of violence, lack of legal 

sanctions, or lack of social support; broader societal determinants may include gender inequality 

and lack of women’s rights. As different levels impact the perpetration of violence, challenges to the 

health-systems response to IPV will equally appear at different levels. The more complex conceptual 

framework in Fig. 2.2 was used for a research study in Malaysia (3). It details factors considered by 

the research, starting with characteristics of health-care providers including staff perceptions of 

and attitudes towards violence against women, and their individual knowledge of protocols and 

appropriate referral systems. Health-care delivery and health-system issues focus on organizational 

structure and material and human resources. The next level includes health policy and the broader 
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context consisting of structural factors such as laws and the availability of complementary services. 

By examining each level of analysis, this conceptual framework is aimed at identifying all critical 

elements for assessing the challenges and opportunities of health sectors to respond to IPV. As 

indicated in Fig, 2.2, the research also addressed policy analysis, especially looking at the processes 

used by various actors both to formulate the existing policies and guidance documents, and to 

develop and implement the services delivered.

Figure 2.1 Ecological framework of violence against women

 

IPV, intimate partner violence; VAW, violence against women.  

Source: (3)

Figure 2.2 Hypothetical factors influencing the response to intimate partner violence and various levels

Adapted from: (2)
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This chapter summarizes the major research design options and the 

issues, including reliability and validity, that need to be addressed in 

the process of designing studies.

3.1 Relationship of study design to objectives

The first prerequisite of good research is that its general aim and specific objectives are clearly 

defined. Box 3.1 outlines initial steps in setting research objectives.

 

Box 3.1 Initial steps in setting research objectives

I. The sociological problem

A. Present a clear, brief statement of the problem – with concepts defined where necessary.

B. Show that the problem is limited to bounds that are amenable to treatment or test.

C. Describe the significance of the problem, with reference to one or more of the following  

criteria, which require that the problem must:

1. be timely;

2. relate to a practical problem;

3. relate to a wide population;

4. relate to an influential or critical population;

5. fill a research gap;

6. permit generalization to broader principles of social interaction or general theory;

7. sharpen the definition of an important concept or relationship;

8. have many implications for a wide range of practical problems;

9. afford possibilities to create or improve an instrument for observing and analysing data;

10. provide an opportunity for gathering data that are restricted by the limited time available;

11. provide the possibility for a fruitful exploration with known techniques.

II. The theoretical framework

A. Describe the relationship of the problem to a theoretical framework.

B. Demonstrate the relationship of the problem to previous research.

C. Present alternate hypotheses considered feasible within the framework of the theory.

III. The hypotheses

A. Clearly state the hypotheses selected for testing. (Null and alternate hypotheses should 

be stated.)

B. Indicate the significance of test hypotheses to the advancement of research and theory.

C. Define concepts or variables (preferably in operational terms). 

1. Independent and dependent variables should be distinguished from each other. 

2. The scale upon which variables are to be measured (quantitative, semi-quantitative, or 

qualitative) should be specified.

D. Describe possible mistakes and their consequences.

E. Note seriousness of possible mistakes.

Source: (1)

Chapter 3
Research-design options
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Identification of appropriate research questions usually requires a sound grasp of the relevant 

research literature and first-hand knowledge of the setting in which the study will be conducted. 

For many social science studies, a conceptual framework should be developed. Such a framework 

provides (often in the form of a diagram) a systematic and comprehensive representation of types of 

factors that need to be considered for the study of a particular issue or outcome. The levels at which 

different factors operate (e.g. individual, household, community, district, nation) need to be specified 

– along with the directions of pathways of influence.

Exploratory or formative studies often produce such conceptual frameworks by first understanding 

local influences and subsequently identifying possible pathways between social factors and health 

outcomes. These frameworks are then used for developing hypotheses. Therefore, planning these 

studies will not require the prior specification of a rigid framework, particularly as such a framework 

may not reflect how communities under study view their own social reality. However, even for explor-

atory or qualitative studies, a clear presentation of research questions at the outset is essential, to 

maintain focus in the research process (for example, see Box 3.2).

In formulating a research question, it may be useful to bear in mind the following considerations.

 Is the answer already known, or could it be easily ascertained from a careful review of literature or by a 

quick and simple field assessment? For instance, the apparent popularity of a specific contraceptive 

method may reflect the simple fact that it is the only method available. Such obvious and simple 

explanations do not require detailed and expensive research studies.

 Is the research question sufficiently precise, clear, and bounded, in order to be answered satisfactorily 

in a single study? Many investigations fail because the central research question is too vague, com-

plex, or ambitious. Examples include “Why do individuals engage in casual sexual contacts?” or 

“Why do women who want no more children not use contraception?” Such broad questions need 

to be broken down into more precise sets of questions or objectives that may take the form of 

explicit hypotheses to be tested. For instance, the second broad question could be disaggregated 

into hypotheses concerning the intensity of pregnancy-avoidance desires; perceived attitudes of, 

and communication with, the husband; health concerns and side-effects; and so on.

 Will the answer be relevant to advocacy, policy, or programmes? The practical utility of much research 

is often difficult to anticipate in advance of the findings. It is also true that high-quality basic 

research, as opposed to applied research, may yield unexpected new insights that have considera-

ble practical value. Nevertheless, most research proposals on sexual and reproductive health (SRH) 

will be required to demonstrate the potential relevance of results.

The objectives of social science research may vary. Studies may be descriptive (e.g. to measure the 

incidence of a specified morbidity or behaviour or to describe women’s cultural understanding of 

gynaecological morbidities). They may be explanatory (e.g. to identify the determinants of utilization 

of a service), or they may take the form of assessing an intervention (e.g. the effect of domiciliary visits 

on uptake of contraception). These three types of objectives may overlap, and many research studies 

have multiple objectives (including descriptive, explanatory, and impact-assessment objectives). It is 

necessary to ensure that a single research design can accommodate all of its stated objectives.

The purpose and specific objective of a study will determine its design. Major decisions about design 

must address the following:

 who, or what, will be studied?

 what information will be needed?

 how will information be collected?

 where will information be collected?

 over what time span should information be collected?

 how many individuals or other units (e.g. health centres, communities) should be studied?

A brief discussion of each of these decisions follows, and this chapter concludes with a consideration 

of the reliability and validity of data.



Social science methods for research on sexual and reproductive health

27

Box 3.2 Designing and implementing qualitative research 

Qualitative studies often answer questions such as “why?” and “how?” to complement informa-

tion gained from quantitative surveys, which in turn tend to provide an overview of “what”, 

“where”, and “how many”. Conducting rigorous qualitative research relies on selecting a 

question that is broad enough to capture a range of social, cultural, and structural factors but 

is still focused enough to generate data that lead to clear conclusions that will be useful at 

programme or policy levels.

In Kisesa District, the United Republic of Tanzania, for instance, established human immuno-

deficiency virus (HIV) cohort studies provide estimates of how many people are likely to be 

eligible for antiretroviral therapy (ART) in local rural villages. When the referral hospital in the 

region began offering ART, however, it was unclear how best to reach, enrol, and support local 

HIV-positive people in becoming among the very first participants in the new programme.

A formative research study was developed, guided by the following question: what are the 

facilitators and barriers to accessing ART for the first referrals from rural communities? Second-

ary study objectives included (1) comparing actual patient experiences with their expectations 

of initiating ART, and (2) identifying intervention activities to increase community enrolment in 

the ART programme.

The study design was qualitative and prospective, following a community from the first month 

that ART became locally available, over time as enrolment of patients increased. Focus group 

discussions elicited general perceptions and knowledge of ART, level of support for the new 

treatment, and emerging concerns. The first 10 HIV-positive individuals who enrolled in the 

ART programme were interviewed twice – before their first hospital visit to learn about their 

expectations, fears, and hopes, and soon afterwards to follow up their actual experiences and 

compare these to their preconceptions.

Community members demonstrated significant enthusiasm for the introduction of ART, sug-

gesting that – despite stigma – most people would support patients. Focus groups highlighted 

financial constraints to affording transport to the hospital, fears that the referral hospital 

was unfriendly and overwhelming, and scepticism as to whether most patients could adhere 

to drug regimens for the rest of their lives. Meanwhile, the first ART patients worried about 

disclosure to family and consequent discrimination, as well as the costs incurred by travel to 

hospital appointments, missed work, and purchase of food during the trip. The second wave of 

in-depth interviews found that patients felt well supported and that referral and clinical testing 

were easier to negotiate than expected. On the other hand, community stigma and difficulties 

in affording regular transport suggested structural barriers that may prove more difficult to 

overcome.

Ongoing research will continue to monitor uptake of ART and identify programme changes 

that might improve access, and will also complement quantitative research on coverage, adher-

ence rates, and clinical impact.

Source: (2)
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3.2 Who, or what, will be studied?

Although most SRH research involves the study of individuals or couples, this may not always be the 

case. Social science research may, for instance, involve policy analysis where the raw material to be 

studied comprises laws, government policy statements and plans, budget allocations, media cover-

age, and so on. Alternatively, the unit of interest may be a system, an organization, or a health centre.

In the typical SRH investigation, the unit of interest will be the individual. Often the study population 

will be demarcated by simple boundaries of age and sex (e.g. females aged 15–44 years; males aged 

13–19 years). Selection of such samples from the general population is relatively straightforward. 

Other studies will focus on individuals with a particular occupation (e.g. truck drivers or obstetricians), 

a particular experience (e.g. a recent induced abortion or infertility), or a particular behaviour (e.g. men 

who have sex with men or clients of sex workers).

Gaining access to such individuals will require careful planning, particularly if the experience or 

behaviour of interest is one that attracts social disapproval. In some circumstances, particular groups 

may be approached through official or unofficial leaders. Individuals with specialist knowledge (i.e. 

key informants) may be particularly useful in planning a study. Active participation in designing and 

implementing the research by individuals with a direct involvement in the behaviour or experience of 

interest should be considered.

Also, wherever possible, the “social distance” between research investigators and subjects should 

be minimized. For instance, teenagers should be interviewed by young rather than older investiga-

tors. Similarly, women should be approached by female investigators. In the case of difficult-to-reach 

groups, members of the target population can be trained to conduct research as peer interviewers. 

Building on their existing relationships of trust, peer interviewers can reduce respondents’ reluctance 

to disclose sensitive information. By involving peer interviewers actively in data analysis, researchers 

get a more insightful understanding of the everyday realities faced by marginalized populations (3).

3.2.1 When a sampling frame exists

Once the study population has been defined by characteristics and in terms of geographical coverage, 

the investigator still faces a number of options in the detailed selection procedures. Wherever pos-

sible – but particularly for surveys with descriptive objectives – the principles of probability sampling 

(whereby each individual eligible for inclusion has a known chance of selection) should be followed. 

Simple random sampling (e.g. from household lists or clinic registers), however, may not be the best 

strategy.

Stratified sampling should always be considered, because this approach may increase the efficiency 

of the sample. Oversampling of certain less-common types of individual may also be desirable, so 

that sufficient numbers are obtained to permit separate presentation of results for these minorities. 

For instance, in a study of contraceptive acceptors it may be necessary to oversample adopters of less 

popular methods in order to permit comparative analysis of experience with different methods.

Cluster sampling should also be considered when long travel times make the costs of data collection 

for simple random samples unaffordable. This can be achieved by selecting respondents in stages. 

Typically, the first stage is a selection of areas and the second is selection of units within the previously 

selected areas. For example, one can randomly select districts within a state and then villages within 

those districts. A third stage would be to select households randomly in each cluster (village)

True probability selection depends on the prior existence of a sampling frame (i.e. a list of eligible 

subjects), or on the feasibility of generating such a list (e.g. by household enumeration). In many SRH 

studies, it will not be possible to produce a sampling frame, particularly when the enquiry addresses 

activities that are stigmatized, clandestine, or illegal, such as sex work. In such instances, the selection 

of individuals for the study should be pragmatic, or even opportunistic.
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3.2.2 When the study concerns rare, covert, or stigmatized behaviours

It may be appropriate to use the technique of “snowball sampling”, whereby subjects themselves 

suggest other individuals or groups to be recruited. Care should be taken to minimize the danger 

of selection bias. For instance, a study of maternal deaths based on hospital data in a setting where 

80% of deliveries take place at home would suffer from extreme selection bias. A preferable design 

(albeit more expensive) would involve some form of community-based screening to identify maternal 

deaths that were not referred to a hospital. Similarly, results from a study of characteristics of sexually 

transmitted infection (STI) patients based on individuals selected from government clinics would be of 

limited value in a community where most STIs are treated in the private sector.

Methods for sampling groups who are difficult to select by probability sampling have improved con-

siderably in the past decade. Location sampling is well suited for selecting subjects who congregate in 

places that can be identified in advance through key informants and social mapping, such as truckers 

at highway hotels and boarding houses, or sexually active young people at nightclubs and bars (4). 

Once lists of venues have been compiled, together with the approximate numbers frequenting each 

venue, sampling of venues and individuals at selected venues can be performed on probability princi-

ples. If the characteristics of subjects vary by time of day, then this factor has to be taken into account 

using a “time–location” approach (5).

For subjects who do not congregate at particular locations, respondent-driven sampling (a refinement 

of the snowball method) may be the preferred option (6). Sampling starts with the selection of initial 

subjects (or “seeds”), who should be as diverse as possible. These seeds provide a list of eligible sub-

jects from among their acquaintances, from which a small number (typically three) is selected. Each 

of these “second-wave” respondents is similarly asked for further names and three are again selected. 

Successive waves of recruitment are implemented until the desired overall sample size is reached and 

the characteristics of recruits stabilize. Limiting the number of individuals any seed can recruit over-

comes the danger of relying excessively on a few seeds with a large number of eligible acquaintances.

3.2.3 When the objective is population size estimates

Besides information on the extent of risk behaviour and magnitude of ill health among these dif-

ficult-to-reach groups, policy-makers and programme managers also want to know the size of the 

populations engaging in stigmatized behaviours. Simple enumeration of sex workers can be used if a 

comprehensive list of brothels can be drawn up. However, this may not be valid if a large proportion of 

the sex workers cannot be reached at identified venues and the group is largely hidden.

An alternative would be to draw on multiplier methods, such as when a nongovernmental organiza-

tion (NGO) has contact with 280 sex workers who attended an STI clinic in the last year. When a survey 

among the target group shows that only 20% have used this service, the method simply estimates the 

size as 1400 (280 × (1/20%). Capture–recapture uses the extent of overlap between independent but 

consecutive samples drawn from the same target group as sampling intensity, or the proportion of 

the total population observed in the study.

3.2.4 When “information-rich” cases are required for more in-depth research

Probability sampling is also often inappropriate for in-depth investigation of small numbers of indi-

viduals using “qualitative” techniques (e.g. focus-group discussions or in-depth interviews). In such 

studies, it is usually preferable to purposively select individuals who will illuminate the questions under 

study. Patton (1990) (7) discusses 16 different strategies for purposefully selecting “information-rich” 

cases in evaluation studies. One is “maximum variation sampling” whereby the researcher selects a 

small sample of great diversity. The shared patterns that cut across cases derive their significance and 

importance from having emerged out of heterogeneity.

Another way of purposive sampling is “typical case” sampling, selecting a “case” that is typical of a cer-

tain cluster of characteristics. Key informants in the community may help identify these typical mem-



Social science methods for research on sexual and reproductive health

30

bers of a group under study (e.g. street youth, users of a programme), or a profile of typical cases may 

be available from existing survey data. Theoretical sampling is a technique used in grounded theory, 

guided by the ongoing analysis process during data collection. The sampling is done according to the 

need to verify preliminary theoretical explanations that are grounded in the data collected to date.

A summary of sampling techniques and their merits is presented in Table 3.1.

Table 3.1 Sampling approaches

Approach Purpose When should they be used ?

1. Probability sampling Representativeness When a sampling frame exists, 
and generalizability is a prime 
consideration

1a. Simple random 
sample

Generalization from the 
sample to the population it 
represents

When it is logistically possible to do 
fieldwork; subgroups of interest are 
sufficiently large

1b. Stratified random 
sample 

Increases confidence 
about representation of 
important subgroups; 
and increases sampling 
efficiency

When it is possible to generate sample 
frames for important segments of the 
population; allows for oversampling of 
small subgroups of interest

1c. Cluster random 
sample 

To reduce logistical costs 
of doing the fieldwork 

When a simple random sample would 
be too costly 

2. Location sampling 
(venue based)

To reach people with 
behaviour of interest who 
congregate at specific 
places 

When there is no sampling frame 
for probability sampling; when risky 
practices are concentrated in specific 
locations 

2a. Time–location 
sampling 

To reach different sub-
groups of people with 
behaviour of interest who 
congregate at different 
times during the day 

When there is no sampling frame for 
probability sampling; when location is 
the sampling unit

3. Snowball sampling  
(chain referral)

To identify cases of interest 
from people who know 
other people who have 
the experience/exposure 
under study 

When a behaviour/exposure is rare 
and/or not easily identifiable from a 
sampling frame; when people with the 
same exposure/outcome are in some 
way networked

3a. Respondent-driven 
sampling

To identify people of a 
network

When we want to reduce the bias in 
snowball sample

4. Purposive sampling To select “information-
rich” cases most likely to 
illuminate the subject of 
interest 

When doing in-depth research where 
representation is not the prime 
concern

5. Lot quality 
assurance sampling

Monitoring levels of 
coverage

When it suffices to know whether a 
certain predetermined level of coverage 
has been reached
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3.2.5 Use of comparison groups

For purely descriptive research projects, a single sample of the study population may be acceptable. 

Many useful social science studies have been of this type. This approach has limitations, however, as 

difficulties may arise in the interpretation of results. Consider the following example:

Suppose that a community-based follow-up survey of rural acceptors of a new contraceptive 

method gave the following results: percentage of acceptors continuing with the method after six 

months – 65; percentage of continuing users reporting overall satisfaction with the method – 73; 

percentage of discontinuers who cited menstrual irregularities as the main reason for discontinua-

tion – 35.

How are these results to be evaluated? Are they sufficiently encouraging to recommend incorpora-

tion of the method into the national programme, or do they suggest that further modifications to 

the method or services are needed? Does the rather low level of continuation reflect a general lack of 

commitment to the principle of birth planning in this rural population, or method-specific problems?

The main problem in this example is the lack of comparative perspective. What is needed in this 

instance for sound policy-relevant interpretation of results is similar results for rural users of another 

method (or methods), or comparison with urban users of the same method. By such comparisons, the 

performance of the new method can be rated against alternatives. Consider a second example:

A study of risk behaviour among truck drivers showed that 40% reported at least one nonmarital 

sexual contact in the past 12 months and that, of these, 60% had used a condom.

Do these results imply that this occupational group is at particularly high risk of STI/HIV infection and 

therefore should be the focus of special interventions? What is needed in this case is similar data for 

other occupational groups or for the general population.

The various ways in which comparison can be incorporated into a study design are discussed next.

3.2.5.1 Experimental comparisons

In certain circumstances, the classic experimental methods of randomized controlled trials (RCTs), 

as used for vaccine, microbicide testing (see Box 3.3), or contraceptive efficacy, are appropriate for 

social science investigations of reproductive health. The social sciences have a less-developed tradi-

tion of experimental research than do the biomedical and epidemiological sciences, with the result 

that opportunities for experimental study of social or educational inputs in the context of SRH remain 

underexploited.

Although – for obvious ethical and practical reasons – the applicability of this approach is limited, it is 

often feasible and ethical to test the effect of alternative counselling, clinical, or outreach procedures 

on SRH outcomes in a truly experimental manner, by random allocation of individuals, service-delivery 

points, or even communities, to different procedures. Examples include experiments to measure 

the effect of: a risk-reduction programme on young people’s sexual behaviour (10); peer counselling 

alone versus peer counselling plus clinic-based information on sex workers’ use of male and female 

condoms (11); syndromic management of STIs on HIV prevalence (12); participatory women’s group 

sessions for pregnant women concerning birth outcomes (13); and male circumcision for HIV preven-

tion (14, 15).

There has been much debate over whether RCTs and cluster/community randomized trials (CRTs) can 

be usefully adapted to evaluate social interventions, which tend to be complex and involve more than 

one ‘exposure’ that might bring about change. Proponents argue that RCTs offer the best evidence 

of a programme’s effectiveness, by controlling for many potential confounding social factors. At the 

same time, however, the complexity of the interventions makes it critical to integrate a good process 

evaluation in the research (see Box 3.4). This approach helps to assess whether all activities were deliv-

ered as planned and with high quality, and to trace the “mechanism of action” by which the interven-

tion acted on behavioural and health outcomes.
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Box 3.3 Randomized controlled trials to test the effectiveness of vaginal microbicides

Nonoxynol-9 is a spermicide that has been available as a contraceptive since the 1960s. Several 

studies have shown that nonoxynol-9 protects against Chlamydia trachomatis and Neisseria 

gonorrhoeae, and in vitro it has shown anti-HIV activity. An observational study among female 

sex workers in Cameroon has shown a protective effect against HIV-1. Because of known dose-

dependent effects of the spermicide, a new low-dose vaginal gel was formulated as a female-

controlled prevention method. In two safety trials, nonoxynol-9 gel showed no adverse toxic 

effects compared to a placebo.

To test the effectiveness of nonoxynol-9 gel, a randomized, placebo-controlled, triple-blinded 

trial was conducted among 892 female sex workers in Benin, Côte d’Ivoire, Thailand, and South 

Africa. Women were allocated randomly to intervention and control arms (neither the woman 

nor her doctor knew whether she received the gel or the placebo); everyone enrolled in the 

trial underwent educational sessions on safer sex and were treated for STIs if needed. At the 

end of the trial in 2002, when the results were unblinded, HIV incidence was shown to be 

higher among the women in the nonoxynol-9 gel arm as compared to the placebo arm. The 

effect was explained by lesions caused by frequent use – the incidence in women who applied 

the gel more than 3.5 times a day was 3.5 times higher than among women who used fewer 

applications.

Since women may not always have power to negotiate condom use with their partners, the 

search for an effective female-controlled microbicide continues. At the start of 2007, another 

large-scale effectiveness trial testing a cellulose sulfate gel (with no known abrasive effects) 

was halted because the HIV infections were again lower among the placebo arm. A second trial 

testing the same product was halted as a precautionary measure.

Source: (8, 9)

 

True experimental research requires very careful ethical consideration, detailed advance planning, and 

rigorous adherence to agreed allocation procedures. Indeed, a concern raised by opponents of RCTs 

is that the quality of the intervention may be hampered by this rigidity. It usually demands a major 

commitment by those undertaking the intervention (e.g. clinic staff or schoolteachers), although trial 

design should attempt to minimize the inputs required of such staff.

The Cochrane Collaboration (18) is a database that systematically reviews RCTs using a standard 

format. It covers a wide and expanding range of topics, many of which are relevant to reproductive 

health (19).

Not all interventions need the same strength of evidence. When the potential for adverse outcomes 

is low, the intervention is more feasible in terms of resources, the greater the size for potential effect; 

and the intervention seems acceptable to various stakeholders, the lower the threshold of evidence 

of effectiveness required (20). For example, RCTs are essential when testing new drugs, because of the 

potential of severe adverse consequences. However, adverse outcomes from most social interventions 

may be less dramatic and a quasi-experiment might be preferred because it is less costly and simpler 

to design.
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Box 3.4 Using randomized controlled trials for social interventions

The Intervention with Microfinance for AIDS and Gender Equity (IMAGE) offered poor women 

in rural South Africa group-based lending and participatory training sessions concerning both 

gender issues and HIV. Subsequently, the training was followed by six months of community 

mobilization, during which programme participants identified local problems and addressed 

them collectively. Examples included organizing marches to raise awareness of violence against 

women, and arranging meetings to demand better treatment by health-service staff. The inter-

vention aimed to empower women through economic assistance and skills-building, thereby 

reducing their vulnerability to intimate partner violence (IPV) and other social factors that put 

them at risk of HIV infection.

Eight villages were randomized, so that four received IMAGE and four served as control sites 

that received the intervention only following the study. Baseline and follow-up surveys of sexu-

al behaviour and reported IPV were conducted, and results compared, after two years, between 

paired intervention and control villages. Improvements in indicators for empowerment were 

observed among participating women, and the incidence of IPV in the intervention villages was 

reduced by 55% from the previous year.

Interpreting these statistical findings requires in-depth exploration of how the intervention 

was delivered and how it affected women’s vulnerability. Qualitative methods were employed 

throughout, in order to capture the process of the intervention. These methods included direct 

observation of participatory training sessions, focus-group discussions held with groups of 

women with shared loans, and feedback sessions with project staff.

Additional focus-group discussions were held to explore specifically local meanings of 

“empowerment” and its effect on women’s daily lives. Analyses demonstrated that women’s 

self-confidence was improved by contributing an income to the household and relying less on 

other community members. The analyses also found that interactive training – while uncom-

fortable at times – increased the women’s awareness of how cultural norms shaped their vul-

nerability to violence and HIV, and gave them skills to begin challenging previously accepted 

behaviour, and educating family members.

Source: (16, 17)

3.2.5.2 Quasi-experimental comparisons

Natural variation in services or procedures can sometimes be studied in a quasi-experimental manner. 

For instance, clinics or schools might vary in their staffing patterns, procedures, or curricula, in ways 

that are likely to affect SRH. The effect of these variations on SRH outcomes can be studied as if they 

were the subject of a true experiment. The validity of such quasi-experiments depends on how closely 

the allocation of individuals to different treatments corresponds to random – or chance – alloca-

tion. The ability of individuals to choose the type of doctor, counsellor or educator, or contraceptive 

method, clearly invalidates the principles of experimentation and makes it difficult to isolate the effect 

of the service characteristic or intervention on some specified outcome from the effect of individual 

attributes.

In social science research, “before-and-after” comparisons are more commonly used to assess the 

effect of interventions than are true randomized experiments. As implied in the name, this type of 

research involves both measurements of selected outcomes before an intervention and re-measure-

ment after the intervention. For instance, use of condoms by male factory workers can be measured 

before and after a condom-promotion campaign. However, the validity and generalizability of results 

from very simple before-and-after comparisons of this type are unsatisfactory for a number of reasons.
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First, any change cannot be attributed unambiguously to the intervention. Condom use, for instance, 

may be increasing throughout the entire country. Evaluations are therefore considerably strengthened 

by using comparisons in the research design (i.e. repeated measurement of condom use in a similar 

factory where no promotion is made). Second, it is dangerous to generalize on the basis of changes 

observed in only one unit (in this example a factory). For instance, the impact of the intervention 

may have been conditioned by special circumstances (e.g. an enthusiastic manager or installation of 

a condom-vending machine). Repetition of the intervention in other factories is needed to enhance 

confidence in results and permit generalization.

The validity of quasi-experiments may also be improved by process evaluation (i.e. monitoring the 

ways in which the intervention is applied) and by repeated measurement of key outcomes to estimate 

trends (time-series as opposed to baseline and endline measurement only). Other considerations in 

the design of experiments or quasi-experiments include the monitoring of costs; the feasibility of 

sustaining the intervention (if successful) after the end of the study; and the feasibility of replicating 

the intervention on a larger scale.

3.2.5.3 Use of comparison groups in non-experimental research

Comparison groups can be incorporated into non-experimental research studies in a myriad of ways. 

It is often desirable to match study and comparison groups according to characteristics that may 

influence the outcome of interest but that are of no interest to the research question. For instance, a 

study to assess the effect of contraceptive sterilization on specific “quality-of-life” indicators might 

use a comparison group of individuals matched on age, number of children, and marital status. Note, 

however, that interpretation of any differences between the two groups is far from straightforward. 

Persons who opt for sterilization are a self-selected group and may differ from other individuals in 

ways that may not be attributable to the effect of the chosen contraceptive regime.

Selection of subjects and comparison individuals (or controls) can be made on the basis of the out-

come or dependent variable of interest. Such designs, called case–control studies, are commonly used 

by epidemiologists to study risk factors for specific diseases. In this instance, the subjects, or cases, are 

individuals who have been diagnosed to have an illness or medical condition, while controls have not 

been thus diagnosed. This method of enquiry is particularly useful for research on relatively rare repro-

ductive health outcomes, such as infertility, and reproductive cancers (21) or neonatal deaths (22), and 

should be more widely used by social scientists.

3.3 What information will be needed?

The aim and objectives of a study will determine the types of data that need to be collected and the 

methods to be used. One particular problem of much SRH research stems from the sensitivity of the 

information that is required (e.g. sexual behaviour, abortion, STIs). Special procedures may be needed 

to minimize the reluctance of individuals to talk about experiences or behaviour that may be embar-

rassing or socially disapproved.

One approach is to use highly skilled interviewers who can create rapport with respondents and 

gain their trust. The age and social identity of the interviewer and interviewee should be matched as 

closely as possible. Repeated visits may be necessary to break down barriers, and a more informant-

led approach to discussion is likely to be more successful. Gradually, the interviewer can start probing 

more actively, to get to the information of interest.

An alternative strategy for eliciting information on sensitive topics is to create conditions of anonym-

ity. For literate populations, the self-completion questionnaire is one option that is particularly well 

suited for institutional settings such as schools. The method has been successfully adopted for semi-

literate pupils by reading out questions in classrooms (23) (see Box 3.5).
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In richer countries, computer-assisted self-interview (CASI) is increasingly used. With CASI, questions 

are shown on the screen and answers entered via the keyboard or via touch-screens. This method has 

been adapted for illiterate populations by adding an audio dimension to the computer programme, 

but this approach may not work well in populations that are unaccustomed to computer technology 

(25, 26). A cheaper and perhaps more effective alternative is to combine face-to-face interviews with 

the secret ballot box method for the most sensitive questions: respondents indicate their answer by 

placing a coloured strip of paper (or similar device) into the box in a way that is shielded from the 

interviewer (27).

Box 3.5 Use of multiple methods to collect sensitive information

The collection of trustworthy information from young people about their sexual and repro-

ductive lives is often problematic. One study in rural northern United Republic of Tanzania 

deployed an unusually wide range of complementary methods of investigation, involving 

structured face-to-face interviews, self-administered questionnaires, in-depth interviews, and 

participant observation.

Because the teenage respondents were semi-literate, self-completion methods were adapted; 

investigators read out questions to single-sex groups of students, who then recorded answers 

on their individual questionnaires. In-depth interviews were preceded by approximately one 

hour of rapport-building (chatting and sharing snacks). The recording of complex sexual histo-

ries was facilitated by the use of simple symbolic drawings of partners. The same researchers 

who conducted the in-depth interviews later spend a total of 56 person-weeks of participant 

observation, which involved living with families – often sharing a bedroom with a young per-

son of the same sex, and sharing in normal everyday activities. Information was recorded in the 

form of daily field-notes.

In this study, the method of participant observation appeared to yield the most valid informa-

tion. The authors argue that, in studies of sensitive behaviour, multiple methods ideally should 

be used in concert, and that biological data on pregnancy or infection are extremely valuable 

in permitting at least partial checks on the validity of behavioural reports. Lack of highly trained 

staff should not preclude the use of qualitative and observational approaches. The 12 second-

ary-school graduates collected qualitative information that was as valuable as that collected by 

university graduate researchers.

Source: (24)

3.3.1 Clinical or laboratory data

Some social science investigations may involve collaboration with biomedical scientists and involve 

clinical examination of subjects and the taking of specimens for laboratory testing. Such studies 

require careful decisions concerning the timing of the social science component in relation to the 

medical examination. The two types of data may be collected independently (e.g. women interviewed 

at home and subsequently invited to attend a clinic for examination) or simultaneously, although large 

gaps in time may lead to discrepant results. Community-based studies that involve medical examina-

tion and/or specimen-taking can encounter severe problems of compliance. Not surprisingly, individu-

als, particularly those who are suffering no discomfort or symptoms, may be reluctant to undergo 

intimate examinations, particularly if this involves travelling to a health facility.

Experience suggests that close engagement by the research team in the community (or working with 

existing community-based organizations that are already offering health care to those with problems), 

as well as holding special clinics at local level, may help to overcome the problem of low participa-

tion rates. Less-invasive techniques (e.g. urine, blood, or saliva samples) typically will result in higher 
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participation than highly invasive techniques (e.g. the taking of vaginal smears). In some settings, clini-

cal samples are most easily obtained by the participants collecting their own samples – for example, 

in urban Bangladesh, women in one STI prevalence survey collected their own vaginal swabs in their 

own homes (28).

The technology of obtaining biomedical samples has developed greatly in the last two decades and 

continues to evolve rapidly. Complex diagnostic tests that require the culture of organisms are being 

replaced by molecular-based tests using urine and blood, which can be collected more easily at the 

community level. However, it should be noted that these tests are still expensive and beyond the 

budget of many research studies. The advent of the HIV pandemic and the increased priority attached 

to investigation of other STIs underline the need for more community-based studies in which both 

behavioural and biomedical data are collected.

Scientists planning to study reproductive morbidity should be aware that different approaches to 

diagnosis usually yield very different results. In studies of gynaecological morbidity, for instance, self-

reported symptoms of infection (e.g. vaginal discharge accompanied by lower abdominal pain) tend 

to be inconsistent with the diagnoses obtained by clinical examination or by laboratory tests (29, 30). 

Furthermore, the correspondence between clinical diagnosis and laboratory tests is often low (see Box 

3.6). Many infections are asymptomatic and not even detectable by an experienced clinician.

Box 3.6 Reported symptoms of ill health and biomedical definition of disease (diagnosis of 

pathology)

In the mid-1990s, with increased attention being devoted to reproductive health and STIs, 

prevalent complaints of abnormal vaginal discharge among women in South Asia suggested 

large hidden burdens of reproductive tract infections (RTIs), including STIs. However, a weak 

agreement between reported symptoms and laboratory-confirmed infection was shown in 

many settings.

In a cost-effectiveness study among low-income Bangladeshi women, it was asserted that 

application of the World Health Organization (WHO) algorithm for syndromic management of 

abnormal vaginal discharge would result in nearly 90% of treatment costs being spent on unin-

fected women. Such overtreatment carries financial considerations in already overstretched 

health services. Furthermore, the social costs of incorrectly diagnosing a woman with an STI 

are severe in a culture that places extreme value on sexual chastity, and may put women at 

increased risk or fear of gender-based violence.

Complaints about vaginal discharge – and its equivalent in men, “semen loss” – have been 

invariably associated with feelings of “weakness”. In fact, the ethnographic and psychiatric lit-

erature in India recognized long ago the cultural representations of semen loss as an idiom for 

psychosocial distress. Both women and men attribute weakness to loss of genital fluids, which 

are given significance as sources of vitality.

A population-based cohort study in Goa among 3000 women made it possible to study the 

contribution of infectious, reproductive, and psychosocial risk factors for new episodes of 

abnormal vaginal discharge. Variables independently associated with vaginal discharge were 

poor mental health, bacterial vaginosis (but none of the other four RTIs usually considered to 

have an infectious cause), concerns about spouse’s faithfulness, and factors related to social 

marginalization in Goa (Muslim religion and illiteracy).

Given that none of the women were diagnosed with STIs, concerns about a husband’s extra-

marital affairs probably reflected psychological concerns about marital conflict. The authors of 

this study concluded that the complaint may have been a somatic presentation of depressive 

and anxiety disorders, or a cultural idiom giving meaning to another somatic complaint (such 

as tiredness, i.e. weakness).

Source: (31–34)
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It is also true that individual perceptions of discomfort or illness often have no biomedically identifi-

able cause. This lack of correspondence does not mean that self-reported data on gynaecological 

morbidity are without value. Moreover, many sexual ill-health concerns go beyond infections, and 

people do seek care for psychological concerns involving sexuality. Self-perceived discomfort or 

abnormality is both a reality to the sufferer and the spur to seeking health care. It thus constitutes an 

important domain of study to understand cultural meanings of symptom complexes – for example, to 

distinguish SRH from mental-health causes.

3.4 How will information be collected?

An account of the methods of enquiry at the disposal of social scientists is provided in Chapter 4. In 

this section, a brief review is given of the major considerations that determine methods of collecting 

the required information.

Structured interview surveys are most appropriate under the following conditions:

 the subject matter of the enquiry is familiar and relatively well explored;

 a suitable vocabulary for communicating with respondents has been established;

 there are reasonable grounds to expect that responses will be reliable and valid;

 numerical results are needed (e.g. in order to measure the incidence or prevalence of some condi-

tion or behaviour in the study population, or to estimate the effect of an intervention);

 the central purpose of the enquiry is descriptive, rather than attempting to explain behaviour;

 a sampling frame is available, and subject recruitment does not pose special problems.

When these conditions do not apply, other techniques of social investigation may be preferable. In 

contrast to the structured-interview survey method, many of the qualitative alternatives (e.g. in-depth 

interviews, focus-group discussions) have the following potential advantage:

 they can provide understanding of the social and cultural context in which decisions are taken and 

behaviour occurs;

 because of their flexibility, they encourage discovery and further investigation of the unexpected;

 they can elucidate complex sequences of events and decisions (as, for instance, may occur in 

health-seeking behaviour);

 they can probe more deeply into the factors underlying decisions or attitudes;

 several different methods can be used in tandem to check validity of interpretations (the principle 

of triangulation).

Investigators should always consider the merits of using both structured survey and non-survey 

methods in a single design, for several reasons. Funding agencies increasingly favour multimethod 

approaches. The generation of both quantitative and qualitative findings in the same study may serve 

varied purposes. They may corroborate each other, and thus enhance confidence in the conclusions. 

The qualitative data may elaborate associations found in the numerical results, for instance by illumi-

nating causal pathways. The two types of data may differ in focus but complement each other. Finally, 

they may conflict (35), which challenges the researcher to continue investigating the issues, and 

guards against accepting erroneous or biased results.

The combination of the two approaches may be achieved in many different ways. Pelto and Cleland 

(36) identified eight models of integration, of which the following three are the most common.

 The two approaches are separate but complementary – a good example is an investigation of post-

partum contraception in Bangladesh, with equal weight given to surveys and qualitative inquiry. 

The in-depth interviews provided clear and culture-specific explanations for the patterns found in 

the numerical analysis (37, 38) (see Box 4.12, page 74).
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 Qualitative data collection precedes the quantitative phase, and is used to sharpen quantitative instru-

ments and identify appropriate local language for the instruments – this strategy is very common, but 

the qualitative phase risks being perfunctory, superficial, and unreported; exceptions include stud-

ies of men’s sexual behaviour in India (39), of spousal negotiation about reproduction in Uganda 

(40), and of domestic violence in Zimbabwe (41).

 Qualitative studies follow quantitative data collection, to seek explanation and understanding of the 

quantitative results – this combination may take several forms: for instance, a survey may be used 

to identify cases of particular interest, which are then followed up for more intensive investigation. 

Alternatively, a survey may reveal unexpected patterns that stimulate an unplanned additional 

qualitative phase to seek explanations: for example, work on adherence to vitamin A supplementa-

tion in an RCT in Ghana (42).

3.5 Where will information be collected?

Social science investigation of SRH can range from an intensive study of a few individuals or a single 

community, at one extreme, to studies based on nationally representative samples or multinational 

studies at the other. Choice of geographical scale depends on the research objective and, of course, 

on the funding available. Generally, descriptive studies (e.g. a SRH needs assessment) require wide 

geographical coverage in order to be useful. Conversely, studies with an explanatory focus may be 

conducted in a more restricted area, or population, if it is reasonable to assume that any causal effects 

found in one area are likely to apply in other areas. Multicounty studies are common in biomedical 

research, but are regrettably rare in social science investigations of reproductive health.

Many social science investigations are performed at the community level – in urban neighbourhoods 

or villages – and interviewing is typically carried out in people’s homes. In other SRH studies, it may 

be appropriate to interview individuals at a health centre or hospital. It is important to ensure that a 

reasonable degree of privacy is available. Investigators should also be aware that some individuals 

recruited at a health facility may be unable or unwilling to participate in a long interview.

3.6 Over what time span should information be collected?

A major question for many social science investigators is whether to employ a prospective design, 

involving repeated measures collected during the study, or to rely on a single cross-sectional 

approach, where information is gathered at one point in time. The advantages of the former include 

the ability to detect changes over time, the avoidance of long recall periods, and the opportunity to 

collect extensive data by distributing topics among several separate interviews.

Prospective designs are particularly valuable in studies of episodes of reproductive morbidity and 

associated health-seeking behaviour and expenditure. They are also well suited to investigation of 

obstetrics: a cohort of pregnant women can be followed up until delivery and puerperium. The major 

disadvantages include: high cost; a prolonged data-collection phase; problems of sample attrition, 

because of follow-up losses; and the risk that the behaviour and attitudes of respondents will be 

modified by repeated interviewing. In addition, processing and analysis of data from prospective stud-

ies are relatively complicated. Files must be linked and merged, and the sheer volume of information 

that may be collected poses problems. Analytical techniques can also be more complicated.

In contrast, single-round surveys are cheaper, logistically and analytically less complex, and quicker 

to complete. They provide a valid cross-sectional picture, but lack the ability to analyse process or 

change and are more vulnerable to recall lapse and rationalization than are prospective studies.

Finally, it should be emphasized that prospective and single-round designs are not mutually exclusive. 

For example, a main sample can be interviewed once and a subsample selected and followed up.
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3.7 How many individuals or other units should be studied?

A key decision in study design concerns the number of units – usually individuals or couples – that 

need to be studied. Quantitative studies that are too small may fail to detect relationships with an 

acceptable level of statistical confidence. Conversely, studies that are too large waste resources. More 

importantly, such studies may be of low quality because of the difficulty of maintaining high stand-

ards of data collection when the numbers of investigators and subjects are large.

3.7.1 When individuals are sampled for representation in quantitative studies

Decisions about sample size depend upon the objectives of the study. If the key objective is to meas-

ure the prevalence or incidence of some condition or behaviour in a population, the choice of sample 

size is relatively straightforward. The investigator needs only to make an informed guess about the 

expected value of the survey estimate and of the extent of imprecision that can be tolerated. A stand-

ard formula can then be applied.

Similarly, in quantitative studies with a central hypothesis there are well-established ways of calculat-

ing required sample sizes. In such studies, the hypothesis usually relates to an expected difference 

between two groups (e.g. trained traditional birth attendants use a new razor to cut the umbilical cord 

60% of the time compared to untrained ones at 40%, or women who have been visited at home by an 

outreach worker are twice as likely to adopt contraception as are other women).

In this type of study, the standard approach is to choose a sample size that will be able to detect a dif-

ference of a given magnitude with a stated probability of obtaining a statistically significant result (the 

power of the study). Standard formulae can be used, and these are available in the computer package 

Epi Info (43).

However, many social science studies of SRH are not designed to measure the prevalence of one out-

come or to test a single hypothesis. Rather, they may have multiple objectives and many subgroups of 

interest. In these circumstances, choice of sample size becomes more a matter of judgement than the 

application of a standard formula. One good rule of thumb is to select a sample size that will result in 

sufficient representation of important subgroups to sustain separate numerical analyses for them.

For instance, a population-based survey to investigate morbidity and health-seeking behaviour will 

need a sample that is sufficiently large to identify enough individuals who have experienced some 

recent (e.g. within the preceding six months) morbidity to sustain a numerical analysis of health-

seeking. If another objective of the study is to compare the quality of care received by those who go 

to a public-sector health facility with that received by those who go to a private-sector facility, then 

the sample size must be sufficiently large to generate enough cases of each type of care to permit a 

numerical comparison.

How many is enough? There is no fixed rule to answer this question. Most decisions in social science 

investigations are based on a trade-off between the need to contain costs, on the one hand, and the 

desire to have a sufficient representation of different types of respondents, on the other. A sensible 

guideline for population-based surveys is to choose an overall sample size that will generate at least 

50 individuals in each important subgroup – because smaller numbers will greatly restrict analysis and 

reduce the chance of establishing statistically significant results.

Using the example above and the criterion of a minimum of 50 individuals, the calculation of sample 

size might proceed as follows. First, informed guesses have to be made about the proportion in the 

sample who have at least one illness or health problem in the past six months; and the proportion of 

these who visit a private practitioner versus a public-sector   health facility.

Assume that the first proportion is 0.20 and the second is 0.30. These informed guesses imply that a 

sample size of 833 individuals (50 ÷ [0.20 × 0.30]) is required to generate 50 respondents who have 

visited a private practitioner for some illness episode in the last six months. The important comparison 
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of the quality of care will thus be based on the reported experience of these 50 individuals and the 

larger number (160–170) who have visited a public-sector facility. Of course, if funds and other fac-

tors permit, a larger sample size will have advantages, but a sample size of about 850 will suffice for a 

simple comparison.

3.7.2 When individuals are purposively sampled in qualitative studies

For non-quantitative studies, study size is an equally important feature of design but there are no pre-

cise rules to provide guidance. Both data collection and analysis tend to be time-consuming; hence, 

study sizes are usually small. But clearly, very small studies provide an inadequate basis for generali-

zation. Ideally, qualitative studies should continue to collect data from groups or individuals until no 

new information of importance is encountered. The aim should be to obtain information from typical 

members of each category of interest, as well as to identify some outliers for comparison.

This broad guideline is of little help in preparing research proposals and budgets, though it is always 

prudent to allow the maximum possible flexibility in data collection. Faced with this dilemma, inves-

tigators must apply their experience, judgement, and common sense in deciding the numbers to be 

investigated. Where focus-group discussions are to be used, it is dangerous to rely on only one discus-

sion for each study population. The minimum should be two or three focus-group discussions. When 

the method comprises interviewing of individuals, the minimum number should be higher (e.g. 10 or 

more) per study population, because the circumstances and behaviour of individuals are more vari-

able than is the case with group discussions.

3.7.3 When services or locations are sampled

For assessing health-care services and community health care, an increasingly popular sampling 

strategy involves lot quality assurance sampling (LQAS). Initially designed to test the quality of a lot of 

goods produced in industry, when applied in health-system evaluation, a “lot” can be a supervision or 

a catchment area. In LQAS, a small sample is randomly selected and performance is judged “accept-

able” or “unacceptable” against a predetermined coverage target – for example, 80% tetanus toxoid 

coverage among women of childbearing age (rather than estimating immunization coverage with a 

certain precision).

The unit of analysis is a geographic enumeration area, either a residential area (e.g. village, neighbour-

hood), or a “hot spot” where higher-risk groups congregate (e.g. a collection of bars in a red-light dis-

trict, a truck stop, cruising sites where men who have sex with men meet). A “hot zone” is a collection 

of “hot spots” (i.e. brothels or bars). In residential areas, census data can be used as a sampling frame, 

while in the case of “hot spots”, an accurate list of high-risk meeting places needs to be drawn up.

Data from various catchment areas of the programme/intervention can be combined in coverage 

estimates for an entire programme. Although mainly used by health-service management for better 

targeting, LQAS surveys have been used to assess disease burden (e.g. for neonatal tetanus mortality), 

and researchers increasingly use them for measuring spatial variation in behaviour change (44, 45).

3.8 Reliability and validity of results

In broad terms, the quality of data obtained in social science investigations will depend on careful 

preparation, piloting, and pretesting of instruments, adequate training and supervision of fieldwork-

ers, and careful data management.

In assessing the quality of data, investigators should (wherever possible) examine the internal consist-

encies of results, and their consistency with independent sources of evidence (see Box 3.5). Internal 

consistency checking can take several forms, including comparison of results of different questions 

or data-collection methods, comparison of results obtained from members of the same household or 

marital partnership, and comparison of results from the same questions asked of the same individual 

on separate occasions.
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Research designs may also incorporate special checks on the quality of data. Interview responses 

can sometimes be compared to medical records. A subsample of survey respondents can be re-

interviewed using an abbreviated version of the original questionnaire to assess test–retest reliability. 

Alternatively, measures of validity can be obtained by more intensive interviewing of a subsample. The 

need to maximize the reliability and validity of results is an important facet of study design. Triangula-

tion, or the examination of the topic of interest using different techniques of investigation, is a power-

ful way to assess the validity of results.

Box 3.7 Observing clinical quality and evidence-based procedures in Egypt

The Egyptian Government has devoted considerable effort to improving emergency obstet-

ric care to reduce maternal mortality. Until recently, however, little was known about medical 

practices for normal delivery. Researchers documented normal labour and delivery practices 

in Cairo’s El-Galaa Teaching Hospital, which trains more than 200 doctors and delivers approxi-

mately 20 000 women annually.

During the study, 176 women were observed from admission to discharge. The research 

showed that many hospital practices deviated from standards of evidence-based medicine. 

For example, oxytocin was used in 91% of observed labours compared to 15% of labours in the 

United States of America. Oxytocin is used to augment poorly progressing labour, but inappro-

priate use can cause fetal distress, uterine rupture, and postpartum haemorrhage.

Contrary to guidelines, the drug was given before labour could be assessed, in spite of good 

progress, or before a woman’s water had broken. By contrast, oxytocin can also be used after 

a baby’s birth and before the placenta is delivered, to prevent postpartum haemorrhage – the 

drug was used for this purpose in only 15% of deliveries.

Discussions with providers using qualitative techniques indicated that those providers felt that 

– with up to 100 daily obstetrical cases – bed shortages made the use of oxytocin necessary. 

Moreover, hospital staff found it difficult to monitor women experiencing normal labour while 

managing emergencies. The research team worked closely with hospital management from the 

outset, and the hospital implemented improvements.

Source: (46–48)
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This chapter briefly describes the major data-col lection methods 

and research strategies, discusses their main requirements in terms 

of staff skills and analysis, and highlights their main advantages and 

limitations.

4.1 Introduction

Social scientists have at their disposal a range of data-collection methods and related modes of 

analysis. As noted earlier in Chapter 3, the choice of the main method will depend on the aims of the 

enquiry, but a mix of methods may well be the most rewarding option. For instance, the structured-

survey approach, while suitable for measuring the incidence of a specified condition or behaviour, 

is often unsatisfactory for full investigation of motivations, beliefs, and values that may have a major 

influence on behaviour. Alternative approaches, including in-depth individual interviews, focus-

group discussions, and various types of observation, can complement larger-scale structured surveys. 

Table 4.1 outlines the main approaches thought to be relevant when collecting different types of 

information.

Table 4.1 Main research techniques for obtaining information

Problem Approach Research technique

To obtain reliable infor-
mation under controlled 
conditions

Test people in a laboratory Laboratory experiment, 
simulation

To find out how people 
behave in public

Watch them Natural observation

To find out how people 
behave in private

Ask them to keep diaries Personal documents

To learn what people think Ask them Interview, questionnaire, 
attitude scale

To find out where people go Chart their movements Behavioural mapping, 
trace measures

To identify personality traits 
or assess mental abilities

Administer a standardized 
test

Psychological testing

To identify trends in verbal 
material

Systematic tabulation Content analysis

To understand an unusual 
event

Detailed and lengthy 
investigation

Case-study

Source: (1)

Chapter 4
Methods of data collection and analysis
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All too often, social scientists working in the field of sexual and reproductive health (SRH) rely exclu-

sively on one method without considering the possible contributions of other approaches. The cost 

of data collection certainly restricts choices, but the training and methodological competence of the 

researcher in either survey or ethnographic research are often more decisive influences on the selec-

tion of methods. Thus, for example, a researcher with competence in survey research may tend to 

formulate the research problem in such a way that it will be amenable to a survey approach (2).

Whenever possible, this bias should be overcome by discussing the research problem and methodol-

ogy with researchers from other disciplines and forming multidisciplinary collaborations (see Box 4.1).

Box 4.1 Linking epidemiology and ethnography: caesarean sections in Brazil

Research in Brazil linked epidemiological and ethnographic methods to investigate why some 

women prefer caesarean sections. It also assessed how medical decisions are influenced by 

patients, doctors, and the sociomedical environment. The ethnographic study randomly 

subsampled 80 of 5304 women who were part of the epidemiological birth cohort, and inter-

viewed 19 medical staff. Both epidemiological and ethnographic studies showed that higher-

income and more highly educated women had caesarean sections more often than other 

women. Lower- and middle-class women feared poor-quality care and medical neglect, and 

sought caesarean sections to avoid these fears. Those with social power at home used medical-

ized health care to increase the odds of obtaining a caesarean section, and seeking medical-

ized health care remained significantly associated with type of birth after controlling for family 

income and maternal education. Variables pertaining to women’s role in negotiating medical 

risks were much stronger correlates of caesarean section rates than were income or education.

Source: (3)

This chapter first describes data-collection techniques. Various research strategies or approaches, 

which typically combine different methods in a systematic way, are then discussed. Structured sur-

veys, which use standardized questionnaires, are considered first. The main qualitative data-gathering 

methods, including individual and group interviews, direct observation, and participatory activities, 

are then outlined.

The organization of data collection is very different for structured surveys than for most types of 

qualitative research. In surveys, when the questionnaire is prepared, trained interviewers are sent 

out to collect the data. Analysis is performed by the researchers when the fieldwork is completed, 

and data are entered into a computer database for statistical manipulation. In qualitative studies, the 

researcher is necessarily more involved in the fieldwork, because analysis is partly completed during 

data gathering.

Indeed, the researcher’s ongoing analysis and interpretation guides subsequent data collection. Quali-

tative research generates field-notes and transcripts of interviews. The analysis of these text-based 

data is very different from the statistical analysis of survey data, although it is increasingly common to 

use qualitative analysis software to manage all the data produced. This chapter concludes with a sec-

tion concerning issues involving analysis and interpretation.

4.2 Tools and techniques

4.2.1 Structured interview surveys

Structured interview surveys involve questioning respondents in a highly standardized manner. 

With this approach, the precise sequence and wording of questions, and the methods for recording 

answers, are specified in advance on an interview questionnaire. The overall objective is to obtain 
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directly comparable data from each respondent, by minimizing the variability of the interview situ-

ation. This approach requires that questions be asked in exactly the same manner in each interview, 

and that the social and geographical setting of interviews be similar across respondents.

For instance, it is likely that interviewing in a clinic will yield different responses to certain topics as 

compared with home interviewing. Accordingly, it would be unwise to mix these two settings in the 

same survey. Similarly, the degree of privacy might affect responses. The presence of clinic staff or 

family members within earshot carries obvious potential implications for the willingness of respond-

ents to reply honestly to certain questions. For these reasons, it is highly desirable that all interviews 

be conducted in privacy. While most enquiries involve interviewing respondents in their own homes, 

in some circumstances it may be preferable to interview individuals away from home. For instance, 

teenagers or men may feel more comfortable talking about sexual behaviour when interviewed away 

from the domestic setting.

This objective of standardization also implies that the merit of a survey will depend greatly on meticu-

lous preparation of the instrument. In general terms, the instrument should be designed to meet the 

requirements of four categories of people: the analyst; the interviewer; the respondent; and the data 

manager. To meet the analyst’s requirements, the precise information required to achieve the study 

objectives must be decided. Questions must relate directly to key indicators. For the interviewer’s 

needs, the flow of questions and interviewer instructions must be both clearly specified and condu-

cive to creating and maintaining rapport. Questions must be unambiguous, relevant, and easily com-

prehensible. Lastly, to facilitate the job of data management, careful forethought must be given to the 

recording of answers, construction of coding categories, and entry of results into a computer-readable 

medium.

The development of a questionnaire may involve the following steps. The developer should:

 compile a list of topics, or hypotheses – based on the study objectives – to be canvassed in the 

survey;

 discuss these topics or hypotheses with other interested parties, and refine them as necessary;

 conduct exploratory research in the form of unstructured interviews and/or group discussions, in 

order to identify other topics of potential importance and to establish methods for measuring the 

concepts – these methods should be developed in ways that will be locally relevant and under-

stood by respondents, with special attention to vocabulary;

 prepare a first draft of the questionnaire, translate (and back-translate for checking purposes) into 

local languages where appropriate – a small-scale pretest should then be conducted;

 prepare a revised draft with instructions for interviewers, and conduct a pilot survey under field 

conditions – preferably using interviewers who will also be part of the main survey;

 carry out a hand analysis of the pilot survey and – on this basis and from extensive debriefing of 

interviewers – finalize the content of the questionnaire;

 consult data-processing personnel on the final design of the questionnaire, in order to minimize 

the risk of problems at the data-entry and editing stages.

There exists a huge literature on the design of questions and questionnaires. Some of the essential 

points emerging from that literature are summarized next. The following questions can be used as a 

checklist of issues to consider.

 Can the question be shortened by eliminating unnecessary words or by disaggregating the ques-

tion into several different questions? Similarly, does the question contain several different themes 

or concepts that might confuse the respondent?

 Is the question neutral, or does it mention only one of the possible answers – thereby increasing 

the chance that this answer will be chosen?
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 Does the question contain an implicit assumption that may not be valid? For instance, the question 

“What side-effects did you experience?” assumes that some side-effects did occur. Similarly “For 

how long did you breastfeed your child?” carries the assumption that weaning has occurred.

 Does the question define, where necessary, what is meant by certain terms? For instance, the 

phrase “family planning” can have a variety of different meanings. Past experience suggests that in 

order to obtain reliable information concerning knowledge or use of methods, it is necessary to ask 

method-specific questions. Similarly, the question “Do you work?” is extremely vague.

 Does the question use local terms and words that are familiar to the respondent? For instance, it 

may be necessary to use slang terms or words that may be considered rude in some settings but 

that will be more meaningful to specific groups of respondents (e.g. transgendered people).

 Does the question pose an unnecessary burden on the respondent to recall several different ele-

ments simultaneously before attempting a response? For instance, the question “How much did 

your last visit to the clinic cost?” requires the respondent to recall the occasion of the last visit, 

together with resultant travel and clinic costs. In this instance, it is preferable to ask a series of more 

simple questions. Examples might include: “When did you last visit the clinic? How did you travel to 

the clinic? How much did you pay for the transport? Did you have to pay any money to the clinic?”. 

Such disaggregation assists the respondent in recalling relevant details and should yield data of 

higher reliability than a single, inclusive question.

 Does the question elicit answers that are sufficiently precise to meet analytic objectives? This point 

is particularly important in the investigation of ill health. Answers such as “irregular bleeding” or 

“backache” are too vague to assess objective or subjective importance. Irregular bleeding may 

refer to variability in the length of menstrual bleeding or to spotting between menstrual periods. 

Similarly, backaches may range from minor discomfort to severe functional incapacity. A series of 

very detailed questions is required for useful investigation.

 Is the phenomenon observable? (Can the question be asked directly?) One can ask respondents 

whether they have used a condom, but the question “What is your attitude to condoms?” would 

be difficult to answer. However, replies to a series of statements such as “If I loved someone I would 

rather not use a condom than risk losing this person”, “It is not ‘cool’ to use condoms”, or “It is very 

embarrassing to obtain condoms” can be combined into a score for a multi-item scale. The indi-

vidual statements of such a scale could be answered by “Yes” or “No”, or by “Likert scale” response 

options ranging from strongly agree to strongly disagree. It is best to use both positive state-

ments (where agreement reflects a positive attitude) and negative statements (where disagree-

ment reflects positive attitudes). By combining the response to all statements, the resulting score 

becomes a reflection of the (underlying) attitude towards condoms.

 For questions for which the need for probing is anticipated, are illustrative probes printed on the 

questionnaire? Similarly, where verbatim recording of all answers to a question is required, is this 

requirement made clear to the interviewer by a written instruction?

 When answers are pre-printed on the questionnaire, are they comprehensive and mutually exclu-

sive? Is it made clear to the interviewer whether these answers should be read out loud or not?

 Do questions follow a logical and natural sequence? Are “skip and filter” instructions clearly 

displayed?

The above checklist may assist researchers in avoiding some of the more obvious pitfalls, but practi-

cal experience is also extremely important. Above all else, a well-constructed questionnaire requires a 

firm and detailed grasp of analytical requirements – which determine content – and the imagination 

to see questions and their potential difficulties, from the viewpoint of the average respondent, which 

in turn determines the precise wording of questions.

In the excitement of developing a questionnaire, training interviewers, and organizing fieldwork, it is 

easy to overlook data-processing and analysis requirements. Yet it is precisely at these later stages of 

survey implementation that prolonged delays most frequently occur, resulting in delayed publication 

of results.
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In reality, data processing starts at the outset of fieldwork, when all completed questionnaires should 

be checked for completeness, legibility, and consistency. Errors detected at this stage by interviewers 

themselves, or by supervisors, can be corrected, if necessary, by a revisit to the respondent. Unless 

errors are detected immediately, it may become extremely expensive or impractical to conduct re-

interviews. Seriously flawed questionnaires may have to be discarded. More details on data-entry and 

editing checks are provided in the next chapter.

The extent of coding (i.e. the conversion of answers to numerical form) depends on the design of the 

questionnaire. Open-ended questions – those requiring the recording of verbatim answers – always 

require coding, and this aspect of survey processing requires considerable skill and supervision. How-

ever, closed questions – those with precoded responses – may need no coding at all, provided that the 

questionnaire is designed appropriately.

When personal mobile technology (mHealth) such as digital assistants (PDAs) or mobile phones are 

used for data collection, the interviewing process and data entry are combined in one step. The ques-

tionnaire is converted into a number of screens; skip patterns, as well as filters and range checks, are 

programmed – greatly reducing the potential for mistakes. The programming of PDA questionnaires 

can be complex, and logical checks must be tested before a team is sent to the field.

Ideally, supervisors should be involved in testing the questionnaire form. The training of fieldworkers 

to work with mHealth tools may take longer than training them with paper questionnaires, but the 

quality of data recording is greatly improved. Both interviewers and supervisors need access to suf-

ficient troubleshooting documentation – more on this topic is provided in Chapter 5.

4.2.2 Self-completion methods

In highly literate study populations, self-completion questionnaires may be an appropriate method of 

obtaining simple data. The main advantage of this method is that it avoids the potential embarrass-

ment of face-to-face dialogue and can guarantee complete anonymity. It is therefore particularly use-

ful in collecting data on sensitive topics such as sexual behaviour or abortion. The main disadvantage 

of this approach arises because little or no explanation of difficult questions or of probing can be com-

municated, and respondents themselves have to follow skip and filter instructions. For these reasons, 

self-completion questionnaires should be short, simple, and very easy to follow. When it is possible 

and acceptable to use computer-assisted self-completion questionnaires, skips can be programmed 

automatically and probes may point to inconsistent answers – thereby overcoming many of the prob-

lems with paper-based self-completion versions.

As with self-completion questionnaires, the use of diaries requires literacy. This approach also relies on 

highly motivated respondents. The main contribution of diaries to SRH research lies in their potential 

to record accurate information about relatively frequent events or episodes such as coitus, suckling, 

or symptoms of illness that may be difficult to recall in interviews. The diary approach may be used in 

combination with a survey or other forms of data collection (for an example of this approach, see Box 

4.2). In illiterate study populations, the self-completion diary method can be approximated by ticking 

the occurrence of an event against a picture, or by frequent repeated interviews that ask for a day-by-

day recall of relevant events.
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Box 4.2 Diaries versus questionnaires: sexual behaviour of Gambian sex workers

The occupational behaviour of Gambian female sex workers was investigated by examining the 

proportion of sexual contacts between sex workers and their clients in which a condom was 

used. The factors influencing condom use among these groups were also determined. Several 

different social science methods were used in this study, including a questionnaire, personal 

interviews, observation, informal conversations, and diaries of sexual contact.

First, a questionnaire was given to 181 sex workers, asking about their work – for example, 

number of clients, use of condoms. Sexual-contact diaries were later introduced. Fieldwork-

ers visited sex workers daily and compiled diaries for them, in which they recorded the type of 

sexual contact (with client or boyfriend), the price paid, and whether a condom was used. This 

technique was used to record 24 000 sexual contacts over a 14-month period.

To cross-check the diaries, fieldworkers waited outside the sex workers’ rooms at night and 

attempted to interview all clients. The men were asked to answer a short anonymous question-

naire, including whether they had used a condom and how much they had paid.

Results showed that in the initial questionnaire, sex workers tended to exaggerate their num-

bers of clients and that the sexual-contact diaries gave a more accurate picture of their activi-

ties. Diaries showed that condom use varied according to the type of partner: 84% with clients 

versus 4% with regular boyfriends. Condom use decreased from 91% with the first client of the 

evening to 37% with the tenth client. Condoms were used more often when clients paid higher 

charges and when clients were in high-class bars. Clients reported lower condom use than the 

sex workers did in their diaries.

These results have been used subsequently by the Gambian Government and World Health 

Organization (WHO) projects as background information for their sexually transmitted infec-

tion (STI) control programme. This programme includes free condom distribution and health-

education campaigns.

Source: (4, 5)

4.2.3 In-depth individual interviews

In-depth interviews follow a conversational style rather than a question-and-answer format. They can 

range from very open respondent-led conversations, in which questions emerge from the immediate 

context, to the more interviewer-led semi-structured approach. In a typical semi-structured interview, 

the interviewer is prepared with a number of topics to be investigated but has no list of precise ques-

tions. The interview itself takes the form of a one-sided conversation, in which the interviewer encour-

ages the respondent to talk freely, and merely guides the discourse towards new topics from time to 

time. The order in which topics are discussed usually does not matter but, for reasons of comparability, 

it is important to ensure that all topics of interest are covered. It is preferable to start the interview 

with subjects that are not sensitive and that are likely to interest the respondent. This tactic helps to 

establish a rapport with the respondent, which is vital to the success of interviewing.

In-depth interviews may be conducted with key informants or with cases. Key informants are people in 

the community who are knowledgeable about the topic of interest and/or about local cultural beliefs. 

The researcher establishes a special rapport with these informants, who will provide general informa-

tion. In contrast, in case interviews, respondents are encouraged to report on their own behaviour, 

and to relate – step-by-step – the processes surrounding an episode or event of particular relevance. 

This approach is particularly suited to investigating reproductive morbidity and associated health-

seeking behaviour, or to elucidating major decisions such as those to seek sterilization, get a human 

immunodeficiency virus (HIV) test, or have an induced abortion. For an example, see Box 4.3.
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Box 4.3 Case-studies: decision-making on abortion in Nepal

A study on abortion decisions among young couples was conducted a year after abortion 

was legalized in Nepal (in 2002), when services were still not fully developed. A survey among 

young married women (n = 997) and men (n = 499) showed that 49% of ever-pregnant women 

and 32% of men with ever-pregnant wives had experienced unintended pregnancies. Although 

108 women and 49 men had considered abortion, and 27 and 11 attempted abortion respec-

tively, only 9 women and 5 men reported successful abortions.

Thirty case histories (of 19 women who had experienced unintended pregnancies and 11 men 

who were involved in them) were collected according to detailed guidelines. Included in the 

case histories were reasons for and consequences of unintended pregnancies, actors in them, 

and factors influencing the decision to induce abortion.

The majority of women initially did not share with anyone the fact that they were pregnant, and 

several had tried to self-induce an abortion. In a few cases they had contacted health providers 

independently, but needed consent of the husband to proceed. These cases involved women 

who feared their husbands might suspect extramarital sex as a reason for their desire to termi-

nate the pregnancy, or who feared that their husbands would either not consent to – or would 

feel an overwhelming pressure from the extended family to accept – a child.

The husband was usually the first person to be consulted and the one who took the final deci-

sion, even though he may have consulted his wife and listened to others’ opinions. Mothers-in-

law and other female relatives may have been confided in as well. Health-care providers also 

had an important role in the decision whether or not to carry on with the pregnancy.

Misconception about the negative impact of abortion on future fertility and health was shared 

by providers and clients. Both cost and lack of knowledge of an abortion provider seemed 

far more prominent reasons than were suggested by the survey results for not terminating a 

pregnancy. The data from these in-depth interviews show that the decision-making process is 

complex, dynamic, and situation specific.

Source: (6)

With particularly complex or sensitive topics, it is advisable to conduct repeated interviews with the 

same respondent, to allow greater trust and rapport to evolve. The aim is to elicit as much narrative 

as possible. The emphasis is on getting people’s own perspectives on events or episodes of illnesses, 

and on gaining a rich description of the context and situations in which these events and actions 

are taking place. Repeat contact with the same respondent will allow a deeper understanding of the 

underlying motives of behaviour, since the researcher has ample opportunity to probe for explana-

tions, resolve apparent contradictions, and obtain additional examples of events or actions. Attitudes 

and beliefs are often expressed spontaneously by informants while relating a specific life event, illness 

episode, or interaction with a health-care provider.

Sometimes judgements and attitudes can be explored in a less personal way by introducing vignettes 

into the interview. These are short hypothetical scenarios, often based on previous research findings. 

These scenarios can involve a hypothetical character in a specific situation, to whose predicament the 

interviewee is asked to react.

In-depth interviews may be audio-recorded, written down in the form of notes, or both. If notes are 

taken, they should be expanded as soon as possible after the end of the interview, while the inter-

viewer still remembers key facts and phrases. The merit of audio-recording interviews is that it allows 

all members of the research team to listen to the flow of discussion and the exact vocabulary used 

by informants. Moreover, no information is lost because of inattention or selective perception of the 
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interviewer. However, audio-recorders may increase intrusiveness, especially when discussing sensi-

tive topics in SRH. In such cases, taking field-notes and expanding them later the same day will be the 

better option.

The main advantage of in-depth interviewing over struc tured questionnaires is the ability to provide 

insights into:

 the context in which behaviour occurs;

 respondents’ own perceptions and explanations;

 the broader structural determinants (e.g. power relations) of behaviour.

Other advantages can include:

 respondent determination of the salience of topics and themes;

 greater depth and detail of information;

 greater opportunity to share and understand the viewpoints of respondents and how their beliefs, 

experiences, and vocabulary relate to wider issues;

 the possibility of discovering the unexpected, which is precluded in a highly structured approach.

There are, of course, some disadvantages. The successful application of this method requires highly 

skilled and trained interviewers, who themselves must understand the purposes of the research, and 

indeed must become part of the research team rather than being merely mechanical data-collection 

agents. In-depth interviews produce a very large amount of information for each respondent, and 

methods of recording and analysis are time-consuming.

Accordingly, sample sizes are usually small, typically in the range of 10–60 respondents. Inevitably, this 

feature raises doubts about the representativeness of results, and great care should be taken to mini-

mize these doubts by careful selection of respondents. This can be done by sampling “typical” cases 

as mentioned in Section 3.2. However, when the objective of research is the understanding of social 

processes, representativeness is not the prime issue in sampling and should not subsequently become 

so at the later stage of interpretation. Data interpretation also demands high-level skills and this will 

be further discussed in Section 4.4.

4.2.4 Focus-group discussions

Focus-group discussions share many of the features of individual  interviews. However, as the name 

suggests, enquiry takes place within small groups – usually involving 6–10 respondents. Discussion is 

guided by a facilitator, and it is best to have an observer to take notes.

Focus-group discussions are used primarily to investigate a range of opinions or practices, or nor-

mative aspects of behaviour. Focus groups permit exploration of ways in which people interact in 

discussion of a topic, and of the extent of agreement in opinion and attitude. One advan tage of group 

over individual settings is the greater breadth of ideas, opinions, and experiences that are likely to be 

expressed. The content of an individual interview is limited by the experiences, the recall, and the con-

ceptual and verbal abilities of a single person. A group discussion obviously involves a bigger pool of 

experiences and verbal talents. However, respondents are more likely to present beliefs that are con-

sidered acceptable within the wider group than to admit to socially stigmatized behaviours or views.

An example of why such behaviour of individuals should not be investigated by this method is 

described in Box 4.4. Group discussions are generally less appropriate than individual interviews for 

investigation of very sensitive subjects, such as non-marital sexual behaviour, STIs, or abortion. There 

is the danger that among groups in which members know each other, some socially disapproved 

behaviour of one individual might be exposed by another group member. The investigator should 

carefully consider the ethics of including sensitive topics for discussion, and may have to opt for other 

more appropriate ways of data collection.
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Box 4.4 Focus-group discussions

Research was conducted in Malawi, to identify locally appropriate communication chan-

nels for passing on information about HIV/acquired immunodeficiency syndrome (AIDS) and 

promoting risk reduction behaviour among adolescent girls in rural areas. In total, 120 in depth 

interviews and 32 focus-group discussions were held, collecting data concerning the social and 

information networks of unmarried adolescent girls (three age cohorts).

Research focused on how they learnt about their sexuality, their perceived risk of HIV infec-

tion, their experience with sex, and the skills they use to avoid infection. The study was also 

designed to indicate differences between actual behaviour and idealized social norms, and to 

discover the extent of knowledge concerning menstruation and sex, and about the use of the 

condom.

It was found that whereas most of the girls admitted in private interviews that their friends had 

told them about menstruation, in the focus groups the girls followed the public standard of 

behaviour which prohibited discussion of menstruation around or by the pre-pubescent girls. 

When the girls were asked about the initiation ceremony, they revealed some information indi-

rectly during the interviews but revealed less during the focus groups.

Similarly, when the girls were asked about sexual-enhancement techniques, contraception, and 

abortion, their answers followed the same pattern. They admitted to more knowledge privately 

in interviews than they did in focus groups. Also, the girls in the older cohorts had more specific 

knowledge about these topics as well as about STIs and AIDS.

In conclusion, the focus groups elicited more socially “correct” answers and produced good 

data on social norms, but the one on one interviews provided good data on actual knowledge 

and experience. Therefore, community based research on sexuality and reproduction should 

include both methods of data collection.

Source: (7)

Focus-group discussions are sometimes viewed as more attractive than individual interviews because 

they are quicker and cheaper to conduct for the same number of respondents. This is a false economy, 

however, since the unit of analysis is not the individual but the group.

As a research method, focus-group discussions involve a degree of risk and unpredictability, and 

therefore should not constitute the sole method of enquiry in most studies. While they can be very 

successful in eliciting a wealth of information at a low cost, they may also be dismal failures. If mem-

bers of the group remain ill-at-ease with each other, if discussion is dominated by a single individual, 

or if the topics evoke limited interest, then little of value will emerge. These risks, however, can be 

reduced by careful planning and skilful conduct of the discussion.

The choice of venue for the discussion is an important practical con sideration. It should be neutral 

with regard to the substance of the discussion (i.e. not held at a health facility if the topic is quality of 

care or health-seeking behaviour). The venue should also be informal and congenial. Small logistical 

details, such as provision of refresh ments or attendants to take care of young children, can be critical 

to the success of focus groups. In cultures where punctuality is not customary, special efforts may be 

needed to ensure that participants arrive at the required time.

The mode of selection of group members also demands careful planning. In general, groups should 

be as homogeneous as possible in terms of gender, educational background, economic and marital 

status, and other relevant characteristics of the participants. This homogeneity will reduce the danger 

that discussion is inhibited by considerations of status or hierarchy. On the other hand, mixed groups 

can provide interesting insights into how different types of people interact and discuss particular top-

ics. Such mixed groups may also elicit a wider range of responses.
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Is it an advantage or disadvantage for participants in a group discussion to know each other? Some-

times participants are selected from among the membership of organizations such as mothers’ clubs 

or support groups for people living with HIV/AIDS, or from the same community. This familiarity may 

reduce initial tension or embarrassment but also has attendant drawbacks. Social alliances or ten-

sions, of which the research team is unaware, may distort interactions, and the presence of members 

of the same social community may make disclosure of disapproved attitudes more difficult. For these 

reasons, it may be preferable to hold discussions among people who do not know each other.

The value of group discussion can be increased by skilfully using stimuli to discussion. Scenarios or 

stories can be related (e.g. “agony-aunt” letters) to obtain reactions. Pictures, clips, or videos may be 

shown for the same purpose. Occasionally, it may help to display items or products. For instance, a 

discussion of how microbicides may be delivered in future could be enlivened by showing a range of 

devices.

The performance of the facilitator is vital to the success of a group discussion. The task does not 

require high academic qualifications but demands considerable communication skills. Adding a sec-

ond researcher – the ob server – to assist in time-keeping, indicating important neglected topics, and 

suggesting other ways in which the discussion might be improved, can be helpful.

The following are tips for good facilitation skills:

 be sufficiently familiar with the subject matter to pose relevant questions, but do not present your-

self as an “expert”, as this might intimidate participants;

 ensure that you remain the leader of the group and are able to curtail irrelevant discussion and 

broach new topics;

 do not allow your own opinions to become apparent by express ing open agreement or disagree-

ment with opinions of participants, or by repeatedly seeking the contribution of particular indi-

viduals whose viewpoint concurs with your own;

 encourage all to participate, and do not allow one person to dominate the discussion;

 avoid a group “question-and-answer” format, by encouraging discussion among participants;

 control the time allocated to each topic;

 be alert to emerging new information or perspectives and ensure that these are discussed in 

depth; conversely, do not allow the discussion to dwell at length on topics that have been explored 

fully in previous sessions and for which the prospects of fresh insights appear slight;

 avoid inadequate discussion of a particular topic, by having a list of possible questions to rekindle 

interest; for example: “Suppose a woman found that her husband objected to use of a contracep-

tive method, what might that woman do? How could she respond?”;

 avoid questions that invite closed responses such as “yes” or “no”.

Analysis and interpretation of group discussions is similar to the steps already described for unstruc-

tured individual interviews, although it is usually not possible to link opinions and information 

gleaned to the individual char acteristics of particular participants. Holding focus groups is time-con-

suming – and, again, implies that the number of discussions will typically remain in the range of 3–20.

Tape-recording is rather more important in group dis cussions than in individual interviews, because it 

is difficult to take comprehensive notes during a group discussion. Time must be allowed for transcrip-

tion, which may have particular challenges for the transcriber. For example, the transcriber must try to 

differentiate several speakers, and to identify when one participant has finished speaking and another 

has begun.
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4.2.5 Structured qualitative methods

Language and local vocabulary describing illnesses, behaviours, or other matters of interest are often 

important in SRH research. The correct terminology and commonly used expressions are important 

for framing useful questions on knowledge, attitudes, and behaviour that are included in survey 

research on health-related questions.

A productive open-ended interview technique is free-listing, whereby the informants are asked to 

list items (e.g. all reproductive illnesses they know, or terms for reproductive tract infections [RTIs], or 

traditional medicines). Often the question of interest needs some prompting or disaggregation. For 

instance, questions on quality of health services could be broken up into several questions (e.g. “What 

do you like about the health-care providers?” or “What do you like about the environment of the 

clinic?”; “What do you not like about the health facilities in your neighbourhood?”; “How would you 

wish to be treated?”).

Free-listing aids in defining the “domain” and its boundaries. The subject matter of interest will be 

defined by the informants in their language, using culturally relevant categories, rather than by a list 

of items based on the preconceptions of the investigators. When several informants are asked and a 

stable list is obtained, the salience of an item (e.g. illness) is determined by the number of respondents 

mentioning it and by its position on the list. Usually approximately 20 respondents are sufficient to 

generate a stable list, although lists can also be generated through group activities or games (such as 

drawing the human body and listing all the terms for the sexual and reproductive organs).

Pile-sorting is a technique whereby informants systematically group items into categories. The items 

or concepts produced by the free-lists are written on index cards (either as words, or as pictures when 

working with illiterate informants) and respondents are asked to group the cards into separate piles 

so that items in one pile are more similar to each other than to the items in other piles. For example, 

participants could be asked to classify the physiological terms for sexual and reproductive organs as 

“acceptable” or “vulgar”, according to local mores.

The criteria for similarity can be left to informants to decide, and at the end of the sorting exercise the 

researcher asks why things were grouped in the particular piles. The reasons mentioned for group-

ing call attention to features or characteristics of which the researcher may not have been aware. The 

results of the pile-sort exercise can be analysed by looking at similarity matrices showing how many 

times each item was sorted with each of the other items.

Paired comparisons, and rating and ranking, can be done after pile-sorting, using the same index 

cards and asking the informants to rank them according to the degree of severity (e.g. of symptoms) 

or frequency (e.g. types of clients visiting sex workers). People respond easily to card-sorting, and 

additional questions can be asked systematically in relation to the cards (e.g. “Why is this disease less 

severe than the other?” and “In what way do these clients differ from the others?”).

Other systematic data-gathering methods typically used in participatory research (discussed in Sec-

tion 4.3.1) involve a strong focus on visualization. Participants are asked to express their ideas through 

drawing pictures, maps, or storylines that illustrate their perceptions of a given situation or provide 

local information.

The best example is social mapping. A group of informants is asked to draw a representation of the 

community, with attention to its social aspects, infrastructure, and resources – indicating, for example, 

all health-care providers. These visual presentations create a common framework for sharing informa-

tion, and provide a basis or trigger for discussion between health planners or researchers (outsiders) 

and their beneficiaries or informants (insiders).

Other data-gathering operations include wealth ranking to conceptualize wealth in a community and 

show its distribution; seasonal analysis to study variation in agricultural labour or income, and time 

lines and trends to discuss recent changes in economic conditions or changes in behaviour. Trends in 
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the use of condoms in recent years can be described by sex workers, using physical representations to 

bring across the point that four years ago nobody was using condoms, whereas now many sexual acts 

are protected.

Many valuable new insights may be derived from the interactions and discussions that take place 

during the process of producing a map or diagram. These insights may, in turn, provide the researcher 

with a lead to be followed up during further interviews with informants, to gain information on indi-

vidual experiences of issues raised in group analysis.

Mapping can also be used to visualize the reproductive system, for example when discussing repro-

duction and birth with women. These drawings or “body maps” reveal the ways in which women 

conceptualize their bodies, which may have implications for a deeper understanding of reproductive 

morbidity or family planning (an example of this approach is presented in Box 4.5).

Box 4.5 Using drawings to complement interviews

Although Jamaicans had a good knowledge of and access to contraceptives, their use of contra-

ceptives was poor. A study on “Social and cognitive aspects of female sexuality in Jamaica”, was 

done to determine the reasons for the poor utilization of Jamaican family-planning services. 

The researchers used open-ended interviewing and drawings to discover the images and 

concepts Jamaican women had of their bodies and how they thought contraceptives work – 

including such methods as the pill, Depo-Provera (injectable contraceptive), and the intrauter-

ine device (IUD).

The authors’ hypothesis was that the women’s concept of reproductive physiology would 

influence the way they used contraceptives. The authors also used closed-coded questions in 

interviews to obtain non-sensitive, factual information. The initial pilot study used semi-struc-

tured, conversational questions and drawings to understand the domain of the enquiry, what 

questions to ask, and how to ask them.

The interviews began with topics that were meant to make the woman feel more comfortable 

and to assure her that the investigators were interested in her concepts and did not care if her 

ideas were medically correct or not. The woman was then given an outline of a woman’s body 

and was asked to draw “what women are like inside”.

The interviewers asked probing questions such as “Where does the baby grow?” and “Why do 

women bleed every month?”. Once the most complete drawing was finished, the authors asked 

if the woman had ever used contraceptive devices before and, if so, which ones. She was then 

directed back to her drawing and asked to explain how she thought that contraceptive worked 

in her body.

The drawings offered insights into women’s concepts. For example, many women showed birth 

control pills as working mechanically and actually blocking the sperm from entering the uterus. 

Concerned that there would be too big a blockage over time, several women periodically 

stopped taking the pill to decrease the pill load.

Other women thought that the IUD was inserted in the vagina and could poke the man during 

sexual intercourse. The authors concluded that the Jamaican health system needed to provide 

more understandable sexual and contraceptive education to alleviate the misconceptions that 

deter women from contraceptive use.

Source: (8, 9)
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4.2. Observational methods

 Observation involves systematically watching people and events to find out about behaviour and 

interaction in natural environments. Direct observation can be applied in a structured manner to the 

analysis of specific situations and interac tions. In the present context, such structured observational 

techniques are most useful for investigation of client–provider interactions.

Direct observation is to be distinguished from the classic research strategy of ethnographers (termed 

“participant observation”), whereby – to a greater or lesser extent – the observer becomes part of a 

study community, and aspires to see the world through the eyes of its members. The ethnographer is 

in fact the instrument of data collection, who observes people in their environment – while also mak-

ing use of in-depth interviews and life-histories – during a prolonged period of fieldwork. An alterna-

tive strategy involves employing local community members as observers and requesting that they 

keep regular journals documenting conversations and events that are witnessed in everyday life and 

relate to particular topics of interest (see Box 4.6 for an example).

Box 4.6 Fieldworker journals: an innovative approach to participant observation

Participant observation is a stable research tool of social anthropology. The researcher actively 

participates in the everyday life of the community under study and interacts with others in a 

natural and unstructured way, in order to gain an insider’s understanding of local dynamics, 

beliefs, and behaviours. An adaptation of this approach involves a direct request to community 

members to keep detailed journals in which they note down conversations held, opinions over-

heard, and actions observed that relate to a specific health issue of interest.

A recent study in Malawi requested local high-school graduates to keep observational journals 

on AIDS and family planning. The young people mentally recorded any references to these 

topics in local events they witnessed, or snippets of dialogue they overheard as they undertook 

regular daily activities such as shopping in local markets, travelling on public transport, collect-

ing water, or socializing. They did not write down their observations in public, but waited until 

they had the privacy to open their notebooks and reconstruct their memoirs in as much detail 

as possible.

Over 700 journals in total were produced by 22 “journalists” over an eight-year time period. 

An overwhelming wealth of data was generated, covering a wide range of topics from sexual 

relationships and activity, socioeconomic livelihoods, and local perceptions of people living 

with HIV.

Researchers did not provide formal training to fieldworkers, because they sought to elicit com-

munity views on issues of sexual health as seen through the eyes of the participant observers 

themselves. Similarly, the language of the journals was kept in the basic English in which they 

were written, to preserve authentic terminology. All identifying names, however, were made 

anonymous, to protect the confidentiality of both the fieldworkers and the individuals men-

tioned in the journals.

Data analysis is ongoing, and has enabled exploration of numerous social and cultural domains 

that influence health outcomes. For instance, the diary transcripts provide evidence for how 

economic transactions play an important role in Malawian sexual relationships. These econom-

ic transactions represent a complex web of interdependency and support that is oversimplified 

when characterized as “sex work” or a manifestation of male control over female sexuality. As 

such, greater nuance is required when HIV-prevention programmes target transactional sex as 

a direct risk factor for infection.

Source: (10); see also (11) for further detail on the longitudinal study.
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The essential requirement for clinic-based observations is unobtru siveness. The presence of an 

observer is always likely to cause some reaction or changes in behaviour, and it is important that this 

“contami nation” be minimized. The dangers of altered behaviour are probably greater in the case of 

the provider than in that of the client. The latter is already in an unfamiliar setting and may pay little 

attention to the presence of a third person, or not see anything unusual in the arrangement. Con-

versely, clinic staff will be far more conscious of observers and their purpose in being there. However, 

it is not easy to maintain artificial standards of behaviour for prolonged periods, and therefore any 

initial contamination is unlikely to persist.

As with interviewing techniques, observation may be structured to differing degrees. When the 

research issues of interest are well established and can be clearly specified, a detailed checklist can 

be prepared and observational data recorded in the form of ticks or checks on the form. For instance, 

it may be of research interest to measure the precise advice or warnings about side-effects that are 

given to acceptors of a new contraceptive method or a complex antiretroviral therapy regimen. In 

such cases, a complete list of possible side-effects is prepared, and the observer enters a check against 

each one mentioned by clinic staff.

Similarly, a comprehensive list of possible treatments or responses to each type of side-effect can be 

prepared and a check entered for each one mentioned. Such highly structured observation yields 

quantitative data (e.g. the percentage of all consultations where an increase in menstrual bleeding 

was mentioned as a possible side-effect) and can be conducted by well-trained research assistants. 

Box 4.7 provides an example of an observation checklist.

At the other extreme are more exploratory, less-applied types of observation, in which the objective 

is to assess the more subtle and qualitative aspects of client–provider interactions. Here, the focus of 

inter est will be not only upon what is said but also on the non-verbal behaviour of both parties. In 

fact, the main advantage of observational methods is the possibility of relating what people say to 

what they actually do. This type of observation demands experience, considerable skill, and powers of 

interpretation, and should only be attempted by experienced members of the research team.

The mystery (or simulated) client technique is a specialized form of observation. In SRH research, it has 

been applied most often to investigation of client–provider interaction. Clients/fieldworkers are sent 

to service providers to request information, and they are debriefed after the visit. The clients do not 

reveal to the provider that they are participating in a study. The characteristics of those sent to act as 

clients may be a critical determinant of the quality of care they receive (see Box 4.8 for an example of 

this approach).
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Box 4.7 Extract from a structured observation form to assess quality of care in sexually 

transmitted infection diagnosis/treatment

HEALTH FACILITY SURVEY

OBSERVATION

COMPLETE THIS SECTION BEFORE OBSERVATION:  

Observer’s code   

Facility number   

Health -care provider (HCP) code   

  

Profession of HCP (nurse = 1; doctor = 2)  

Sex of HCP (male = 1 ; female = 2)   

Patient characteristics  
 
1. Sex (male = 1; female = 2)  

2. Age (less than 30 years = 1; 30 or over = 2)  

3. Marital status (married = 1; other = 2)  

 

4. Other relevant circumstances relating to last sexual contacts 
(e.g. prostitute, truck driver, victim of assault) 

5. Presenting STI complaint 

Observation

 
 

6. Are the following issues addressed:

Nature of present symptoms?

Onset or duration of symptoms?
 

History of recent sexual contacts?

7. Are patient’s genitals fully exposed, with female patient lying down?

8. Are examination gloves used?

9. Are the external genitalia thoroughly examined for discharge and lesions, i.e.

FOR UNCIRCUMCISED MEN, is the foreskin retracted?

FOR WOMEN, are labia separated and inspected?  

Observation number

  (1 of 4 pages of observation checklist)      Source: (12)
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Box 4.8 The use of the mystery client method in Jamaica

Medical stores and pharmacies are a major source of SRH products (including contraceptives) 

in many countries, yet little is known about this means of access. A research group in Jamaica 

wished to find out whether staff at such outlets were able and willing to advise women with 

contraindications not to use oral contraceptives. The group was equally interested in whether 

staff would deny the pill to sexually active teenagers without contraindications.

The team decided that the mystery client approach, together with exit interviews with both 

customers and staff would be an appropriate study design. A sample of pharmacies was 

selected on the basis of sales-volume data, and informed consent was obtained from owners 

or managers. Four women were trained as mystery clients. Three adopted roles of potential 

new users; one was a heavy smoker, another was hypertensive, and the third was an adolescent 

with no contraindications. The fourth woman was trained to act the role of a continuing user 

who was experiencing nausea brought on by two months of pill use. Visits took place at various 

times of the day and at weekends.

All four mystery clients were trained to ask to see pharmacists themselves when entering 

pharmacies, and to seek advice about pill use. The hypertensive client requested that her blood 

pressure be taken. The smoker paraded her habit, typically by carrying a packet of cigarettes 

in her hand. The adolescent volunteered the fact that she was aged 16 years. Details of each 

encounter were recorded immediately after leaving each pharmacy, by means of checklists and 

open-ended comments.

The results showed that most pharmacists correctly advised the hypertensive and smoking 

clients to use an alternative method of contraception to the pill. However, some unjustifiably 

denied access to the healthy teenager. In general, the information given by pharmacists about 

the pill was inadequate.

Source: (13)

The main merit of the method is that it minimizes the problems of bias that are encountered in direct 

observation. It is generally acceptable to use simulated clients to gain a “snapshot” of how certain 

conditions are treated within an area, but not to evaluate the performance of individual providers. For 

instance, sending simulated clients to pharmacies to record what pharmacists recommend for urethral 

discharge gives a good indication of whether self-treatment for STIs is effective in the community. 

It would be inappropriate, however, to apply disciplinary measures to individual pharmacists who 

did not adhere to standardized protocols or best practices, unless they have already been warned in 

advance that simulated clients may be used as a formal procedure for staff appraisal.

4.2.7 The use of health-facility records

The role of clinic records in social science investigations depends very much on the scope and pur-

poses of the investigation. Some studies will rely entirely on secondary data analysis of pre-existing 

records. The feasibility of such analyses depends on the quality of health-facility records. In many 

settings, records are scantily kept. Another problem is to establish whether items that are not record-

ed are absent or just not established (e.g. does no mention of a history of migraine mean that the 

client had none, or that the client was never asked?). In other studies, new information collected by 

clinic staff on medical and per sonal characteristics, compliance with the schedule of revisits, and the 

occur rence and treatment of morbidity, may form an important part of the study (see Box 4.9 for an 

example).
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Box 4.9 Participant observation, use of client records, and semi-structured interviews: 

illegal abortion in Cali, Colombia

Abortions are illegal in many Latin American countries, yet there is a significant demand for 

abortions. In the 1980s, it was estimated that at least one third of all known pregnancies in Latin 

America ended in abortion. This research used a combination of both qualitative and quantita-

tive methods to examine the decision process that women used to determine the outcome of 

an unwanted pregnancy and the steps they took to obtain illegal abortions.

Semi-structured interviews were conducted among 108 women recruited from a slum in Cali, 

Colombia. These women were asked about the circumstances under which they determined 

how they would approach their unwanted pregnancy. They were given the opportunity to 

discuss issues in detail during these interviews. The interview topics were in five sections: gen-

eral background, attitudes and values (especially on sexuality and contraception), projective 

stories (hypothetical incidents describing intra-family conflicts to clarify the range of decision-

making norms), day-to-day decision-making, and unwanted pregnancy and abortion decisions. 

Participant observation within the respondents’ households helped to clarify their interview 

responses in the context of their daily lives. In some cases the investigator was able to witness 

first-hand women’s decision-making about unwanted pregnancies.

The results showed that the Cali women were intensely aware of their menstrual patterns and 

an extensive pharmacopoeia of folk medicines. These remedies were used to bring about 

menstruation if it was late and pregnancy was unwanted (menstrual regulation). Many abortion 

decisions were made based on the woman’s self-perceived economic status. Conjugal stability 

was a critical factor in accepting or terminating a pregnancy. Finally, the study also documented 

the significant health complications arising from the abortions.

The investigators wanted to gauge how representative the study population was of the larger 

population of women within the barrios. Therefore, they checked neighbourhood clinic records 

to document the demographic characteristics of women who visited the health centre for 

gynaecological check-ups or problems and to obtain contraceptives. The clinic records showed 

that the sample of study respondents was similar to the larger slum population in age and 

number of pregnancies, live births, and abortions.

Source: (14–16)

In general, it is advisable to confine recording of information by clinic staff to simple, factual informa-

tion, and to design correspondingly clear and simple recording forms. Questions requiring verbatim 

recording of answers and attitudinal questions should be minimized. These restrictions on the data-

collection contributions from clinic staff stem from practical considerations. Clinic staff have other 

duties and priorities that take precedence over research, and therefore it is inappro priate to burden 

them with an extensive additional task. Moreover, it is not a good idea to combine the roles of coun-

sellor and research investi gator. Very different skills and outlooks are needed for these two tasks and it 

is therefore unlikely that both can be performed simultaneously with success.

4.2.8. Mapping health facilities and services

Mapping and visual presentation of spatial information has become more widely available through 

the rapid development of geographic information systems (GIS). These are databases for storing, man-

aging, and using spatial information. For example, positions of health-facility coordinates are taken 

using global positioning system (GPS) devices and entered so that locations/types of health infrastruc-

ture can be presented with demographic data by administrative level (district – sometimes even vil-

lage) and other health data, such as surveillance information for infectious disease programmes. This 
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makes it possible to study the relationship between population need (demand) and delivery-system 

coverage (supply) and, for instance, to examine the equity of spatial access to health care (17).

WHO has designed “The HealthMapper”, a user-friendly GIS data-management and mapping system 

specifically customized for public health users. Data on epidemiology and on interventions are eas-

ily updated and analysed, with immediate visualization in the form of maps, tables and charts. The 

HealthMapper is available on the WHO website (18). 

The HealthMapper determines geographic distributions of disease and supports monitoring of 

diseases and interventions over time, thereby improving targeting of interventions. WHO also assists 

countries to perform service-availability mapping in order to assess the availability and coverage of 

specific public and private health resources and facilities in a given district. The census questionnaires 

are administered using PDAs, and spatial coordinates are recorded using GPS devices.

4.3 Research approaches

The various research approaches that we elaborate on next make use, in some way, of a mix of the 

tools and techniques discussed in the previous sections.

4.3.1 Rapid appraisal and participatory approaches

There are various approaches or strategies for applied research. These are sometimes referred to as 

methods, but in fact all combine a range of qualitative and quantitative data-collection techniques. As 

set out at the beginning of these guidelines, social research aims to study how technology, interven-

tions, and services can be adapted to suit local communities. Some of these research approaches ana-

lyse the community, and others concentrate on services and service delivery, while the policy arena is 

the focus of a third kind.

Participatory research started with rapid rural appraisal (RRA), whereby multidisciplinary teams col-

lected data from people in the community. The expansion of this method towards more active 

participation and involvement of community members as partners in information collection, analysis, 

and the decision-making process, resulted in participatory rural appraisal (PRA) or participatory action 

research (PAR).

Participatory research draws on a range of methods for conducting interactive data collection, with 

the aim of encouraging people to analyse their own situations, evaluate constraints and opportunities, 

and identify feasible responses. These methods are innovative adaptations of conventional methods 

(e.g. social mapping, as discussed under structured qualitative methods in Section 4.2.5).

Participatory research is more a commitment to empowerment and a tool for community develop-

ment than a research strategy as such. The priority is to generate information for action rather than for 

the advancement of knowledge as in basic research (see Box 4.10). Theoretically, local people should 

control the different stages of the research process, but much of what is called participatory research 

is still designed, led, and managed by scientists (19).
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Box 4.10 Participatory research and action

Using participatory methods to monitor the progress of interventions and to evaluate their 

outcomes can help improve programme effectiveness and sustainability. Involving staff at all 

levels of implementation in analysing strengths and weaknesses can build management skills 

and instil a greater sense of ownership.

Since 1994, the national reproductive-health programme in the United Republic of Tanzania 

has used a participatory approach to assessing and improving its quality of services. Using 

guidelines developed as part of Engender Health’s client-oriented, provider-efficient COPE 

(client-oriented, provider-efficient) strategy, staff review the services offered, discuss areas of 

concern, gather information on clients’ perspectives, and develop action plans with clear steps 

for overseeing progress. The focus of evaluation has become less whether externally set targets 

have been reached, and more an opportunity to analyse the meaning of quality in each clinic 

context and how best to set and reach standards.

Some of the specific adaptations made to intervention activities include repairing faulty 

equipment (such as a leaking water tank); fundraising for specific facility improvements (e.g. a 

drainage system); and putting new infection-prevention protocols into place (including both 

heavy-duty gloves for mortuary workers and increased sharps-disposal locations).

In keeping with a participatory approach, staff of the facilities adopted the process in differ-

ent ways. Some conducted formal COPE assessments on a regular basis, while others initi-

ated less-structured consultations with staff. In most cases, however, the participatory quality 

assessments appeared to have improved accountability, built staff confidence and initiative, 

and strengthened skills at the clinic level for collecting and interpreting data for programmatic 

change.

Source: (20)

Focused ethnographic studies (FES) are yet another type of rapid-appraisal procedures that apply 

ethnographic research techniques to address issues of relevance for the planning of intervention 

programmes. The focus is on the specific questions to be answered, providing clear targeting for the 

data-collection process. Guidelines for a specific problem area may serve as the basis for data collec-

tion and analysis, and allow researchers with little training in ethnography to carry out the FES. The 

research protocol is intended to be adapted and modified for each investigation, allowing discovery of 

the “unexpected”.

The data gathering in FES always starts with interviewing key informants. First, health professionals 

or administrators working in the area of interest are interviewed. When the topic of interest is health-

care-seeking behaviour, the views of these informants may well be biased, but they are nevertheless 

helpful in pointing to structural determinants of non-use of health services (as opposed to individual 

determinants).

Secondary types of key informants are then identified; examples include outreach workers who work 

on small community programmes, or people involved in the local scene such as vendors or taxi driv-

ers. These key informants can give a guided tour through the village or neighbourhood, and introduce 

the researcher to informants in the target population – the main source of information. Social map-

ping and direct observation of physical characteristics of clinics, equipment, and people’s actions and 

interactions, complement the information derived from the interview techniques. Local contextual 

information becomes very important for interventions aimed at certain target groups with high-risk 

behaviour.
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Social maps on “where men go for sex” can produce very interesting results. The organization of com-

mercial sex may be different in different locations and this variation has implications for the interpre-

tation of data on attitudes and behavioural patterns. These structural factors (power relationships, 

physical access to services or condoms, economic factors) may be more important determinants of 

behaviour than the individual ideational ones. For instance, when non-use of condoms is studied, the 

availability of condom outlets in the community may be more important than the attitudes expressed 

by either sex workers or their clients.

Many “rapid-appraisal procedures” are not rapid. Relative to traditional ethnographic research, the 

term may be correct, but for researchers trained in survey research, the fieldwork and analysis of data 

may be overwhelmingly slow relative to their expectations. This is particularly true when many inter-

views and group discussions need to be transcribed and analysed.

Situational analysis is an approach developed to collect data on the availability, functioning, and qual-

ity of family-planning services at the service-delivery level. A handbook for situation analysis to assess 

family-planning and reproductive-health services (21) provides an inventory, interview schedules, and 

observation guides that can be adjusted for each setting. This handbook specifies an interrelated set 

of instruments:

 an inventory of facilities available and services provided at the service-delivery point;

 an observation guide for studying interaction between family-planning clients and service 

providers;

 an exit interview form for gathering information from clients just before they depart;

 an interview form for staff who provide services.

A similar set of guidelines, termed a “needs assessment”, has been developed for maternal health ser-

vices (21). These guidelines contain a set of instruments that is similar to that in the situational analysis 

handbook but which is directed at maternal health services and goes further to explore the policy 

arena and central-level services.

4.3.2 Policy analysis

Policy analysis is a broad field, which encompasses a wide range of approaches and methods – mainly 

from the social sciences. Policy analysis may be primarily aimed at understanding how policies are 

made and the factors that influence their implementation. More practically, it may also seek to utilize 

tools to provide analysis that offers information and options to policy-makers for problem-solving.

Introducing change to a specific policy, such as reproductive health, is a political process. A focus on 

political analysis is therefore one approach that is receiving increasing attention by policy research-

ers. This has led to a growing body of work that aims to analyse the linkages between the context, 

processes, actors, and content of health policies. Political analysis is essentially concerned with the 

distribution and use of power, and the extent to which this explains how and why specific policies get 

onto the policy agenda can change over time, or can be overlooked by decision-makers.

The types of methods for conducting policy research are both qualitative and quantitative. These 

methods include interviews, document analysis, focus group discussions, stakeholder analysis, Delphi 

methods, surveys, and questionnaires. In general, they rely heavily on the interpretation of events, 

testimonies, and documentation by key informants, and on the insights of the researcher.

Examples include how legal reform of abortion occurred in Nepal due to pressure by the medical 

community and nongovernmental organizations (NGOs) (22); and how scientific knowledge translated 

into global policy “best-practice” guidelines, leading to the rise and fall of the STI syndromic manage-

ment approach (23). Health and social policies do not always produce the effects they intend, and can 

occasionally result in unforeseen negative consequences. Documenting how health-related policies 

can inadvertently cause harm to the very people they hope to assist can be an important role for 

research, and should contribute to advocacy for the removal or reform of poor legislation and practice 

(an example is illustrated in Box 4.11).
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Box 4.11 Assessing policy outcomes

In recent years, much international attention has been devoted to human trafficking and the 

risks posed to victims’ mental and physical health. In 2000, the United Nations Protocol to pre-

vent, suppress, and punish trafficking in persons, especially women and children (24) demonstrated 

international commitment to combating trafficking.

Human trafficking can involve exploitation of migrants in domestic labour, construction, fishing 

and agriculture, the sex industry, and other areas. However, it is usually sex work that receives 

most attention.

Staff from an HIV-prevention programme working with migrant Vietnamese sex workers in 

Cambodia investigated the extent to which the women with whom they worked had experi-

enced coerced migration, exploitation, and abuse. Qualitative methods (including focus group 

discussions with 72 sex workers and 28 in-depth interviews) found that sex workers crossed the 

border with a parent, aunt, or other community member and knew they would work in broth-

els, although they did not always appreciate how difficult conditions would be.

Only 6 of 100 study participants reported having been betrayed or “tricked” into sex work. 

From the sex workers’ own perspective, the greatest threat to their safety and health came 

from police crackdowns and anti-trafficking “raids” by NGOs, which resulted in forced trans-

fer into “rehabilitation centres” from which they had to escape or pay bribes to return to the 

brothel.

Similarly, researchers working in Mali undertook research to better understand the situation 

of young migrants working on cocoa plantations in Côte d’Ivoire, after stories in the local and 

international press began drawing attention to “child slavery”. Again, a survey of over 1000 

migrants found fewer than five who fell under the study’s definition of having been trafficked, 

which included deceit, exploitation, or withheld payment for work.

Attempts to prevent trafficking in Mali presented barriers to safe migration for the young 

people, who relied on intermediaries to negotiate their transit and employment. Such inter-

mediaries could be classified as “traffickers” under new legislation, and anti-trafficking surveil-

lance committees that were established to protect children began to act against all migration, 

with little understanding of whether exploitation had occurred. As a result, young people were 

resorting to more independent means of traversing the border, including relying on corrupt 

officials to provide forged documents.

Both these studies demonstrate that anti-trafficking policies that are not based on a sound 

understanding of local conditions not only fail to prevent abuse, but can in fact exacerbate 

exploitative situations and potentially lead to adverse health outcomes. Systematically docu-

menting such examples can shed light on how well-meaning approaches can result in harm. 

The real challenge, however, lies in presenting such evidence in a way that will bring about 

policy change.

Source: (25, 26)

Drawing on these various methods, some useful conceptual tools have been proposed. These tools 

serve primarily to systematize the process of analysing policy by elucidating important dimensions for 

consideration. A proposed framework for policy analysis includes looking at the interactions of con-

text, content, process, and actors (27). Others have found it helpful to broaden the dimension of actors 

to include institutions, resource flows, and systems.

Another useful tool is political mapping. This tool was developed to assist decision-makers in analysing 

the political dimensions of health policy, in order to plan actions to manage the political environment 

(28). Its descriptive and explanatory components can be used as a research tool for describing the 
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consequences, actors, resources, and networks involved in a particular decision, or indeed to explain 

how and why a particular decision was reached.

Political mapping involves the following six steps of analysis conducted with existing documents and 

interviews with policy-makers:

 determining policy consequences;

 drawing a position map;

 conducting stakeholder analysis;

 preparing a policy network map;

 performing a transitions assessment;

 developing strategies for change.

Free software for political mapping is available at http://www.polimap.com/.

4.4 Analysis and interpretation

4.4.1 Survey data

A well-designed survey based on a conceptual framework of factors influencing the outcome of inter-

est is relatively straightforward to analyse, even though it is time-consuming and demands statistical 

skill. Once the data are entered (using any database programme) and the data file is clean, the final 

step before the main analysis is to derive from the raw data those variables that are required as direct 

inputs to tabulations and other analytic data classifications.

Variables may be derived from the raw data by combining answers from several different questions, 

by forming aggregate scores from lists of opinion items, by simple mathematical manipulations (e.g. 

calculation of durations from calendar dates of successive events), and – in a multitude of other ways – 

by rearranging items for analytic convenience.

The analysis itself will typically progress from straightforward tabulations to more advanced tech-

niques. Statistical analysis can be conducted using software such as STATA, Epi Info, SAS, and SPSS 

(Statistical Package for Social Sciences). The kind of statistical procedures that are used to describe a 

variable or to draw inferences from empirical data depends on the “level of measurement”.

The nominal level of measurement is the simplest and least versatile, whereby measurement results in 

assignment of an entity or a respondent to a category. Religion is a variable measured on the nomi-

nal scale with categories such as “Hindu”, “Muslim”, “Catholic”, etc. Sex is also nominal, consisting of 

two categories, female and male. The numerical codes assigned to these categories (e.g. female = 1, 

male = 2) have no quantitative meaning, and there is no specific order in the categories of a nominal 

variable.

Education and socioeconomic status are variables that are measured on the ordinal level, since the 

categories imply an order or a rank – for example, the level of education increases from no education 

to primary, secondary, and finally higher education. The intervals between the categories in an ordinal 

variable do not represent equal amounts: progressing from low to middle income does not represent 

the same increase in “quality” as going from middle to higher income.

Variables with values increasing by constant amounts are measured on the interval level. If these vari-

ables have the additional feature of a true zero point then they can be measured on the ratio level, 

the most flexible and sophisticated level of measurement. Examples are age and body weight, since 

these variables cannot take negative values. It is possible to say that a 20-year-old person is twice as 

old as a 10 year old. When age is recoded in age groups (e.g. “<20 years”, “20–24 years”, “25–29 years”, 

“30+ years”), the variable becomes ordinal. Most data about reproductive health that are collected by 

interviewing respondents result in nominal or ordinal levels of measurement.
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Univariate analysis is the first step in data study: examining the distribution of each variable in terms 

of the frequency of its categories. The number of cases in each category can then be expressed as 

percentages of the whole sample. At this stage, some data problems may become apparent.

Codes that reflect missing data for a variable (e.g. for questions answered by certain respondents, but 

skipped by others as they were not applicable) may appear as just another category. This problem is 

easily overcome by specifying the value as missing in the SPSS command. For variables with missing 

values, the frequency command in SPSS produces the percentage of each value in the total sample as 

well as the percentage of each valid value (i.e. excluding the missing value).

Other problems may not be easily resolved, and lead to elimination of the variable for further analysis. 

For example, if most of the cases fall into just one category, or if a large proportion of respondents 

have given an answer classified as “other” (due to poor design or pretesting of the survey instrument), 

it will not be feasible to look at differentials according to this variable.

For nominal data, frequency tables are the only way to describe or summarize the distribution of a 

variable. For interval variables such as age, duration of marriage, or weight, which typically have large 

numbers of different values, mean values can be calculated as a way to summarize the data. Other 

measures of central tendency are the mode and the median. Measures of dispersion, such as a range 

or a standard deviation describe the spread or variation of a distribution.

The next step is bivariate analysis. With this approach, cross-tabulations (also called contingency 

tables) show relationships between two variables and give a clear and easy-to-understand picture of 

the sample data. When looking at the variation of educational attainment by residence, the two cat-

egories “rural” and “urban” define the columns, and the three categories “no education”, “primary edu-

cation”, “secondary+ education” define the rows. Cases are assigned to the appropriate cell, according 

to their values for these two variables.

The first column gives the educational distribution of rural respondents, and this distribution can be 

compared to that of the urban respondents in the second column. Since the total number of rural 

and urban respondents may not be equal, the comparison of the number of cases in each cell may 

be difficult to evaluate. However statistical packages have commands to calculate column and row 

percentages. A column percentage will give the distribution of the row variable (education) for each 

level of residence (column), so, for the top left cell, the number of rural respondents with no education 

is divided by the total number of rural respondents.

The percentages within a column add up to 100%. The row percentage would give the proportion 

of all respondents with no education living in the rural area. However, when evaluating rural–urban 

differentials, this percentage makes little sense, since it will be largely determined by the proportion of 

the total sample living in rural areas.

A chi-squared test (χ2) is used to test whether there is an association between the row and the column 

variable (i.e. whether the distribution of education varies by residence). This statistical test compares 

the observed numbers in each of the cells of the contingency table with the numbers to be expected 

if there were no differences between the educational attainment in urban and rural respondents. The 

larger the differences between observed and expected values, the larger the value of the χ2 and the 

less likely it is that the difference is due to chance.

The probability of getting these different distributions by sampling variation (when in fact the distri-

bution in the total population would show no difference between urban and rural areas) is called the 

significance level of the result. If the probability of an outcome occurring by chance is less then 0.05 

(1 in 20), the observed difference is said to be statistically significant at the 5% level of confidence. 

The smaller this probability, the more significant the result, and the less likely it is that the association 

between the variables in the sample simply happened by chance.

The fact that two variables show a strong relationship does not necessarily mean that the one causes 

the other. They may both be strongly associated with a third variable, which is said to “confound” the 
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relationship. Age and education, for example, may be important confounding factors to consider. The 

interpretation of these relationships is the most challenging part of the analysis.

The analysis and interpretation should be guided by a conceptual framework which specifies the links 

and pathways by which variables are related, as well as which other variables need to be taken into 

account. Where there are multiple variables contributing to or confounding an outcome, multivaria-

ble-analysis techniques are required to assess which factors are the strongest determinants or predic-

tors. For binary outcomes (where an event or characteristic occurred or not), logistical regression is an 

appropriate technique for controlling simultaneously for several confounding variables, since it allows 

determination of the minimum number of predictors that are most strongly related to the outcome 

variable. These more sophisticated analyses require strong statistical skills.

If the questionnaire had multi-item scales to measure self-efficacy or attitudes (or other unobservable 

latent variables), scores need to be computed. If agreeing with a majority of the items implies high 

self-efficacy, numerical values are assigned (e.g. strongly disagree = 1, disagree = 2, agree = 3, strongly 

agree = 4). If some statements are phrased in the negative, reverse scoring (by re-assigning values in a 

Likert scale: 1 = 4, 4 = 1, 2 = 3 and 3 = 2) is needed before computing the combined score.

The internal consistency between items of a scale can be measured to assess reliability (i.e. the extent 

to which a set of scaled items is related to the construct that they are supposed to measure). If items 

on the scale are strongly related to self-efficacy, they will also be strongly related to each other.

Reliability analysis will produce a value for the alpha coefficient. A value of 1 indicates there is no meas-

urement error – all of the variation in scores can be attributed to the true variation across individuals 

on the latent variable. Scores higher than 0.80 are considered very good, while scores under 0.60 are 

not acceptable. It is best to use previously validated scales, as the use of factor analyses to develop 

these scales properly requires advanced statistical procedures such as structural equation modelling.

4.4.2 Qualitative data

Analysis of qualitative material is more explicitly interpretative, creative, and personal than survey 

analysis, since it is oriented towards explanation and discovery. However, this characteristic does not 

mean that it should be less systematic or rigorous. By contrast to quantitative analysis, this approach 

does not begin by testing interrelations between different concepts or variables predetermined by a 

hypothesis – rather, it is inductive in style, which means drawing inferences from observations in the 

data to guide the construction of theory or hypothesis.

Apart from the more structured methods like free-listing and pile-sorting, most qualitative data are 

text based. While computer software (like ANTHROPAC) can be used to analyse similarity matrices for 

pile-sorts, for example, for text-based data, the available software (such as Atlas-ti and NVIVO primarily 

has a data-management function rather than serving as an analysis tool.

The researcher becomes immersed in the data by reading and re-reading transcripts (known as 

familiarization). The aim is to discover important themes, categories, dimensions, and interrelation-

ships. One method for the analysis of qualitative data is grounded theory (29), which emphasizes the 

generation of provisional hypotheses and theories from the data, with subsequent elaboration and 

verification stages. The analysis is iterative, since it is based on constantly comparing, contrasting, and 

conceptualizing.

Similarly, the framework approach (30) compares and contrasts information within and across cases by 

themes. However, this approach allows researchers to predetermine some broad analytical categories 

prior to the analysis process.

Content analysis involves coding segments of text that refer to the various topics and categories. Sub-

sequently, segments on the same topic are sorted and compared across all interviews, with the aim of 

developing theoretical constructs from the data. The coding can be done manually, or with the help of 

computer software.
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The computer software is a data-management tool that replaces the scissors and glue of the tradi-

tional cut-and-paste method; it has no capacity as an analysis tool and resembles a database rather 

than the statistical software programs used by survey researchers. Typed transcripts are prepared first. 

After coding, all instances relating to similar events (i.e. all text segments coded the same way) can be 

retrieved, facilitating the process of comparing, contrasting, and identifying common patterns. When 

there is a large volume of textual information to be analysed, computer software is invaluable in assist-

ing the interpretative process by allowing researchers to scan and conceptualize data more systemati-

cally, giving other members of the research team easier access to the data for checking the validity of 

the analysis.

Analysis does not start once the coding is finished: reading and re-reading of the transcripts, and cod-

ing, are integral parts of the analysis process. The reliability of analysis and interpretation is enhanced 

by an independent assessment of the transcripts by another researcher. This implies that all members 

of a research team should take part at all stages of the analysis, and that there should be no division of 

labour – such as a research assistant reading and coding, with the principal investigator then interpret-

ing the data.

Social science research usually involves an element of subjectivity. In qualitative data analyses, the 

researcher’s interpretation does not provide the only possible explanation for results. However, when 

a hypothesis emerges, and it is plausible and potentially useful to the aims of the enquiry, that hypoth-

esis can be elaborated and verified.

Investigators need to be constantly on guard against the danger of using evidence selectively to 

support their theories. In survey research, personal judgement enters in as well: the investigator’s 

assumptions are implicit in the conceptual framework and determine which data will be collected 

and analysed. The phrasing of questions and coding of responses are both prone to prior assump-

tions. However, it is easier in quantitative work than in qualitative work for another researcher to check 

how selective the investigator has been in conceptualizing the research questions and tabulating the 

results.

In presenting qualitative research, the credibility of findings is enhanced by providing a full descrip-

tion of the methods, sampling procedures, and assumptions made during analysis, and by giving 

plausible and coherent explanations. In the research report, a clear account of negative or deviant 

cases that contradict the main explanatory scheme should be provided, together with an interpreta-

tion of why the data vary.

Inconsistencies between findings serve as a check for errors of reasoning, leading to refinements 

in theory or adding qualifications to the explanations. Scientific rigour can be maximized by care-

ful checking to ensure that interpretations and conclusions are supported consistently by different 

strands of evidence. This brings the discussion back to triangulation. The use of multiple data sources 

and methodologies, and the use of several researchers to interpret them, will maximize the validity 

and consistency of the findings. This system of cross-checking fosters scientific rigour in interpreting 

qualitative data and observations.

Can the presentation of qualitative analysis contain a numerical element? It is perfectly valid to report, 

for example, that 12 out of 24 women interviewed reported a negative experience with a health 

worker – provided that this question was addressed in each interview. It is not correct, however, to 

conclude that 50% of the women in the community experience problems with health workers, as the 

interviewed women are not statistically representative of the population but were sampled purpo-

sively (such as by age, marital status, distance to clinic).

When drawing conclusions from focus-group discussions, the groups and not the participants are 

the unit of analysis. Computer-assisted analysis of transcripts makes counting coded segments very 

appealing, but investigators should use strict standards of interpretation. When studying changes in 

norms concerning sexual behaviour, at least two researchers should examine all focus-group discus-

sions independently to interpret how many of the groups, for instance, held the predominant view 

that it is acceptable for unmarried couples to engage in sexual relationships. Although the diversity 
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of views should be discussed, counting coded segments with expression of negative opinions versus 

occurrences of positive opinions can be very misleading – as for example when one participant has 

simply reintroduced the same issue repeatedly throughout a discussion.

Chapter 3 stressed the importance of integrating qualitative and quantitative methodologies. In the 

interpretation of survey findings, in-depth interviews – conducted in parallel with or following a larger 

enquiry – may act as a partial check on the validity of the larger enquiry. Conversely, survey results can 

put qualitative findings into perspective. Findings from in-depth interviews can be used to explain 

anomalous or unusual statistical relationships (see the example of this approach illustrated in Box 

4.12). Illustration of statistical findings with quotes from interviews permits a more vivid communica-

tion of research findings that links theories and numbers back to the social world.

Box 4.12 Integrating qualitative and quantitative research: postpartum contraception in 

Bangladesh

Data from in-depth interviews were integrated with the data from demographic and health 

surveillance and surveys to study postpartum contraceptive use in two Bangladeshi popula-

tions: rural Matlab and Dhaka slums. The in-depth interviews with 39 women who had adopted 

contraception during amenorrhoea and another 34 women who had begun using contracep-

tion after resumption of menses were analysed to identify the main dimensions of women’s 

understanding that shape preferences and behaviour in the period following childbirth.

Most women prefer to delay adoption of contraception for several months after birth, and 

many opt to start following resumption of menses. Adoption of contraception during amenor-

rhoea is more common among women who have a history of conception prior to menses and 

therefore perceive themselves at higher risk, and among those who strongly wish to avoid 

another pregnancy.

The patterns of timing of adoption of contraceptive use postpartum are described using the 

surveillance and survey data. By 6 months after the most recent birth, nearly 30% of amen-

orrhoeic women in Matlab had adopted contraception – compared to approximately 5% in 

Dhaka. By 12 months postpartum, these proportions were 50% versus 10%.

Comparing these patterns to those in national survey data shows that early adoption in Matlab 

is atypical for Bangladesh. The differences in prevailing understanding of perceived risk of con-

ception from the qualitative interviews can explain the current patterns. Strong motivational 

and educational efforts by Matlab providers show that women in Matlab are more likely than 

women in Dhaka to perceive a personal risk of conception during postpartum amenorrhoea. 

This perception leads to a greater adoption of contraception during and before resumption of 

the menses.

Multivariate logistic regression analysis revealed significant differences between subgroups of 

users within the two study populations. Qualitative interviews revealed that women perceive 

modern methods of contraception (particularly the pill) to be harmful to breastfeeding, and the 

quantitative data showed a clear peak in adoption of contraceptive methods at the time of sup-

plementation of the child’s diet with foods other than breast milk.

Source: (31)
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Further reading
Practical hands-on field guides

FOCUS on Young Adults (all available online from Pathfinder International, www.pathfind.org) has a 

series of toolkits with many example instruments covering most data-collection methods, adapted for 

use with young people:

 Focus Tool Series 1: Shah MK et al. Listening to young voices: facilitating participatory appraisals on 

reproductive health with adolescents. Atlanta, CARE International, 1999.

 Focus Tool Series 2: Nelson K, MacLaren L, Magnani R. Workbook 1: Planning for an assessment and 

collecting data. Washington, DC, FOCUS on Young Adults, 2000.

 Focus Tool Series 5: Adamchak S et al. A guide to monitoring and evaluating adolescent reproductive 

health programs. Washington, DC, FOCUS on Young Adults, 2000.

Family Health International (recently renamed as FHI 360) also has useful field guides for both behav-

ioural surveys and qualitative research:

 Family Health International. Behavioral surveillance surveys: guidelines for repeated behavioral surveys 

in populations at risk of HIV. Arlington, Family Health International, 2000 (http://www.fhi.org/en/

hivaids/pub/guide/bssguidelines.htm, accessed 5 November 2010).

 Ulin PR et al. Qualitative methods: a field guide for applied research in sexual and reproductive health. 

Research Triangle Park, Family Health International, 2002.

Measure Evaluation has a Compendium of maternal and newborn health tools (http://www.cpc.unc.edu/

measure/publications/html/ms-02-09.html, accessed 5 November 2010).
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These include the following topics:

 programme performance and context including costing tools;

 facility-based/provider assessment;

 population-based surveys of knowledge, attitude, and practice;

 maternal health outcome including mortality and morbidity;

 inventory of tools for assessment, monitoring, and evaluation in neonatal health;

 links to other online resources.
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This chapter summarizes the steps involved in preparing a proposal 

and implementation of fieldwork.

5.1 Preparation of a research proposal

Research proposals require a well-articulated and realistic time table. Such a timetable is essential for 

planning the project and for formulating and evaluating its budgetary allocations. The best way of 

presenting the timetable is to list (vertically) every step of the study (e.g. developing data-collection 

instruments; recruiting/training interviewers; piloting and revising data-collection instruments; identi-

fying and selecting sample populations; conducting fieldwork; supervision; data entry/analysis; report/

paper writing; dissemination), and the months (horizontally) during which the study will take place (see 

Table 5.1). 

 

Table 5.1 An example of a timetable for project activities

Item

Intervals of time

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18

Design qualitative 
topic guides 

x

Train qualitative 
interviewers

x

Conduct focus-
group discussion

x

Conduct in-depth 
interviews

x x

Transcribe 
qualitative data

x x x

Analyse qualitative 
data

x x x x

Design 
questionnaire

x

Recruit interviewers x

Train interviewers x

Conduct pilot 
project

x

Collect data x x x x x

Enter data x x x x x

Analyse data x x x x x

Write papers/
disseminate data 

x x x x x

Chapter 5
Practical aspects of research planning and implementation
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An entry should be made in the cell(s) corresponding to the month(s) during which each step will be 

carried out. Overlapping of steps should be checked to ensure that they follow a logical sequence. For 

example, staff cannot be trained to fill out forms before the forms and the manual are finalized. Time spent 

on planning and piloting research is never wasted; all too often, poorly planned research generates useless 

results – an outcome that could have been avoided with more thorough preparation. The involvement 

of policy-makers and programme staff early in the research process will facilitate later dissemination of 

results, and increase the chances that they will be translated into policy or programmes.

At the outset of the study, a copy of the timetable should be exhibited at the research site (clinic, nongov-

ernmental organization [NGO] office, community centre) and at research headquarters, so that staff can 

ensure that the correct steps are completed, and are being carried out on schedule. It will sometimes be 

necessary to make adjustments based on field experience, such as allowing enrolment to continue for a 

longer period than originally planned.

A detailed presentation of the budget is another critical step in preparing a research project. This step 

should follow a detailed study design. The major steps in the timetable must be reflected in budget 

entries. The study design should provide information on the number of respondents, estimated number 

of home or health-facility visits, forms and other materials to be printed, laboratory costs, treatment costs, 

computer supplies, communication/transportation costs, transcription and translation costs, etc. The num-

ber and duration of contacts (with respondents or records) should be used to estimate staff costs.  

It is helpful to show this information in detail (see Table 5.2).

Table 5.2 An example of a timetable for project activities

Budget categories Year 1 costsa 
(12 months)

Year 2 costsa 
(12 months)

Total costsa

A. Labour costs

Principal investigator – 1 × 13 months (not 
charged to study)

— — —

Qualitative researcher – 1 × 14 000 per month × 6 
months)

14 000 56 000 70 000

Fieldworkers – 15 × 300 per day × 20 days — 90 000 90 000

Supervisors – 2 × 450 per day × 60 days — 54 000 54 000

Entry clerk – 2 × 400 per day × 6 months 4000 48 000 48 000

Secretary – 0.5 × 8000 per month × 6 months — 20 000 24 000

B. Travel

Pilot study 20 000 — 20 000

Per diem and local travel for fieldworkers – 22 
persons × 100 per day × 40 days

— 132 000 132 000

C. Consumables

Printing/questionnaires — 6300 6300

Administrative supplies 1700 13 000 14 700

Computer software — 6000 6000

D. Equipment

One laptop computer and printer (not charged to 
study

— — —

E. Dissemination

Presentation to stakeholders (60 people) — 700 700

Communication/mailing reports 2000 40 000 42 000

F. Miscellaneous 1000 5000 6000

TOTAL 42 700 471 000 513 700

a Exchange rate: US$ 1= 25 units of local currency.

Detailed guidelines and resources for submitting research proposals to the World Health Organization 

(WHO) can be found online (1). 
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5.2 Supervision of research: data-quality checks

An important requirement of research is that it obtains high-quality data. Several approaches can 

increase the likelihood of meeting this requirement. Techniques that rely on the study design and 

data-collection instruments are discussed in Chapter 3. As noted in Chapter 4, studies involving a lone 

researcher require continuous self-critique. For research conducted by a team, supervision and data-

quality checks are critical components of the process.

The major functions of field supervisors are to:

 liaise with com munity authorities, where necessary;

 solve unexpected problems;

 check completed work;

 implement quality-control pro cedures.

In the case of large surveys, the latter may involve revisiting a small proportion (5–10%) of respond-

ents to ensure that the correct person was indeed interviewed, and to recheck answers to a few key 

questions. Knowledge by interviewers that their work is subject to such checking acts as a powerful 

disincentive to dishonest or shoddy work.

However, re-administering a subset of questionnaires is only possible in situations where there is a 

comprehensive sampling frame from which to draw respondents, such as household or school-based 

surveys. It would be both inappropriate and logistically unfeasible to revisit respondents from hard-

to-reach or marginalized groups, such as sex workers or street children. In these cases, it is unlikely 

that any individual could be easily located a second time, and this approach might also threaten the 

relationship of trust developed through the use of peer interviewers or those with “privileged access” 

such as the staff of outreach organizations. In such cases, field supervisors should carefully debrief 

fieldworkers after interviews and check completed questionnaires carefully – paying attention to skip 

patterns, missed questions, or incomplete responses.

For qualitative fieldwork, supervision should focus on the process of data collection, and encourage 

fieldworkers to reflect on emerging findings, adaptations to the study design that may be neces-

sary, and potential sources of bias being introduced. The supervisor should observe interviews, focus 

groups, or participatory sessions where his/her presence will not be unduly disruptive, and offer feed-

back to fieldworkers on facilitation style. This feedback might determine whether the fieldworkers 

maintained a neutral, encouraging attitude; probed for additional information; used ‘open’ questions; 

and (in group settings) were able to foster discussion among participants and avoid the discussion 

being dominated by a small number of individuals.

Supervisors should also check notes recorded by interviewers or observers for completeness, and 

review transcripts once they have been prepared from tape-recorded interviews or focus groups. 

It is also particularly important in qualitative research for the supervisors to include fieldworkers in 

ongoing discussion of findings and their relevance to the study objectives, as initial analysis can help 

guide ongoing data collection by identifying new types of people for inclusion or topics for further 

exploration. Difficulties in recruiting certain participants or including sensitive topics also need to be 

addressed by adapting methods or procedures to improve data collection and reduce potential bias.

Supervision provides opportunities to continue training, correct mistakes, and reinforce standards. 

Frequent supervision is needed, especially during the initial months. Responsibilities of the supervi-

sors should be defined in detail. How often will they visit each study site, or consult with fieldworkers 

or health-facility staff? Will there be non-scheduled visits? What will be checked each time? What will 

be done with staff who consistently underperform?

The nature of the study design, and the number of sites/personnel involved in the study, will deter-

mine the super visory structure. Participatory observation approaches use the investigator both as the 

data-collection instrument and as the means of quality control and analysis. In a small-scale single-site 
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study, it may well be sufficient for the principal investigator to perform the supervisory role. If health 

facilities are involved, it will be necessary to have a responsible person who is facility based, in addi-

tion to the principal investigator who is in overall charge.

If more than one site or more than one country participate (in a compara tive study), more elaborate 

supervisory measures must be considered. For instance, it may be necessary to have regional supervi-

sors. In multinational studies, one principal investigator will be responsible for each national com-

ponent. Multisite studies may require a technical coordinator who will act as the main link between 

the research institute, or the sponsor of the study, and the participat ing organizations or clinics. The 

coordinator should be an experienced professional, ideally with some knowledge of the language 

spoken in the country to be visited (or of the common language used in a multilin gual region), and 

should have research experience.

A timetable for visits should be agreed upon early in the study, and a check list prepared to define 

the purpose and scope of visits. Supervisory reports should include information on all items in the 

predetermined supervisory checklist, and on any other aspect of the study that may seem important. 

The development of the study according to the timetable should be examined during the visit. The 

coordinator will discuss and suggest solutions for problems encountered. Research sites and health 

facilities must be visited in order to obtain a first-hand feeling of the difficulties in the field. Occasion-

ally, un scheduled visits should be made, especially where performance is below average or recruit-

ment is behind schedule. Finally, the principal investigator must set aside some time for discussing the 

reports and problems encountered by supervisory staff.

During surveys, it may still be advisable to recheck questionnaires at the survey headquarters, for 

completeness and consistency of answers, even when a rigorous field-checking system has been 

implemented. Experience suggests, however, that the efficiency of such editing is low. The task is 

extremely boring and repetitive and it is therefore difficult to maintain the concentration required to 

spot errors. At the very least, some incentive or reward system should be considered to increase the 

attraction of the work and hence the motivation of staff.

If personal digital assistants (PDAs) have not been used, the next step in the processing of survey data 

is to enter the edited and coded questionnaires into a computer-readable medium. Recent develop-

ments in computer software have made it possible to combine entry with computer editing. Range, 

structure, and consistency checks can be pre-programmed so that the entry of any erroneous value is 

immediately flagged on the screen. This interactive entry/edit method has the benefit of producing a 

“clean” data file at the outset. However, there are disadvantages. The detection of errors slows down 

the rate of data entry, and resolving those errors requires the presence of staff who are more senior 

and experienced.

Depending on local circumstances, it may therefore be preferable to enter data without checking, or 

to restrict checking activities at this juncture to simple edits (such as range checks) that should have a 

low error rate, and where those errors can be resolved in a straightforward manner. With this strategy, 

the main editing will be performed on the whole data file or in batches. Error lists will need to be pro-

duced, the file subsequently updated, and checks re-run until no further errors are detected. Serious 

consideration should be given to double-data entry to avoid data-entry errors. Free software available 

online has excellent double-entry features (2).

It should be stressed that the editing of lengthy and complex questionnaires, particularly those that 

collect information about logically related dates and durations such as birth or contraceptive histories, 

can be an extremely demanding and time-consuming task. Advance planning is essential, and precise 

rules have to be specified to resolve errors that arise from missing, partially complete, or inconsistent 

data.

The equivalent procedures of transcription (and sometimes translation) of qualitative data are similarly 

time-consuming and require specific skills. Transcribing interviews from tapes will usually take 3–4 

hours per hour of recorded material; this process may take even longer for group discussions where 

the transcriber must identify several different voices. Ideally, the person transcribing data should 
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be familiar with the topic of investigation, and therefore able to identify reproductive-health termi-

nology, including local slang or informal language. If this is not possible, research staff will need to 

review the transcripts carefully and work with the transcriber to identify where errors may have been 

introduced.

Transcription protocols should also be prepared in advance to provide a standardized method of 

recording non-verbal events such as long pauses, laughter, interruptions, etc., as these events may be 

relevant to analysis. If transcripts must be translated into another language, careful attention must be 

paid to finding words that are as close as possible in meaning to the original terms used. Translation 

inevitably introduces bias at the data-analysis stage, as language is an integral component of culture 

and provides nuance and local understandings of concepts and events that cannot be directly cap-

tured through translation.

5.3 The role of research staff/interviewers

In many social science studies of sexual and reproductive health (SRH), the main task of research staff 

is to gather information by various types of interviewing, usually in the community. This communi-

ty-based data collection may be supplemented by facility-based research activities, or various forms 

of record review or content analysis. The attention paid to quality and motivation of research staff is 

likely to have a direct impact on the quality of research results. However, the importance of research 

staff is often overlooked, training provided is often cursory, and staff are not engaged in the research.

Regardless of precise arrangements, it is vital that a clear demarcation of roles and duties be specified 

and understood. This is especially the case where research staff are working alongside other profes-

sionals who are providing services. A good working re lationship between clinic and research staff 

should be established, and it is important to avoid the impression that the research team are assess-

ing the quality of service providers’ work, because this impression may lead to suspicion and lack of 

coopera tion. A thorough briefing of clinic staff and training, where relevant, should minimize this risk. 

If establishing the quality of care is the objective of the research, even more careful attention needs 

to be given to methods and working relationships and to ensure that results are presented in non-

judgemental ways. Research staff should also be aware of their responsibility to help maintain good 

relationships with the community where research is being undertaken.

The main practical considerations for research staff consist of recruitment, training, and logistics of 

fieldwork. Because of variations in local circumstances and possible study designs, it is difficult to offer 

precise recommendations on these issues. Instead, some of the major options are described below. 

Supervisory and quality-control procedures in the field also involve research staff, and have been 

discussed in Section 5.2.

Field staff recruited for the study should be of the same sex as the respondents, should speak the 

same language/dialect, must be available for the entire duration of the fieldwork, and must be literate 

and reasonably numerate. Subsistence costs can be minimized by the recruitment of local residents, 

though delicate issues of confidentiality are raised when subjects and field staff know each other per-

sonally. In some settings, researchers should be married if they are to elicit information on matters of 

sex and reproduction, although experience in many surveys suggests that mature single persons are 

capable of interviewing respondents on these subjects, and in some cultural contexts will not present 

any barriers.

If the approach to addressing sensitive subjects involves trying to establish rapport with respondents, 

serious consideration should be given to making interviewers as similar to respondents as possible, in 

terms of – for example – age, caste, ethnic group, and other features that may enhance communica-

tion. Prior research experience is usually an advantage, but in practice is difficult to find. It is essential 

that staff are motivated.

Recruitment may be implemented by advertisement. Alternatively, it may be possible to employ an 

available pool of people (such as schoolteachers during vacation time) or staff from organizations that 
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work with particular target groups (such as homeless youth, men who have sex with men, refugee 

communities). All applicants should be thoroughly screened, and a slight surplus above actual require-

ments should be recruited to offset dropouts during the course of the study.

In-depth training, proper field supervision, and some type of quality-control checks are important 

determinants of data quality. Only well-trained and motivated research staff can be expected to 

produce high-quality research results. The length of training itself may vary between a few days and 

several weeks, depending on the prior experience of the trainees and the complexity of the task. 

Regard less of its duration, the main emphasis of the training should be on practical work. Classroom 

teaching will be essential for explaining aims and tech niques, but the skills of investigation can only be 

learnt by experience. The use of role-play in training (with practical exercises and “learning by doing”), 

and the pilot study are invaluable tools for gaining experience.

Research staff should be familiarized with the objectives of the research, and with the main con-

cepts and issues being studied (e.g. different methods of contraception, various reproductive tract 

infections [RTIs] and the symptoms they produce, and side-effects of different antiretroviral thera-

pies). Research staff should also understand the meaning of each question and the information the 

researchers are attempting to obtain.

If questionnaires are to be coded in the field, thorough training concerning this function needs to be 

given. As discussed previously, much of the information sought in SRH research is sensitive and diffi-

cult to measure. Special attention needs to be given to training research staff to elicit difficult infor-

mation, probe sensitively, and assist recall of dates. Finally, research staff need to know how to avoid 

placing respondents in threatening situations, how to attempt to ensure privacy, and what to do when 

respondents seek referral, information, or services. Sufficient time should be allowed for retraining 

after the pilot study, should the need arise.

When PDAs or tape recorders are used for data collection, logistical planning must include extra 

batteries and tapes. Depending on power availability, a charger for use in a car may also be needed. 

Interviewers must feel thoroughly comfortable inputting data into the PDA, to avoid fear of technol-

ogy among respondents. Supervisors and interviewers need to be relatively computer-literate, so that 

they can troubleshoot in the field. For qualitative research, digital recorders are increasingly replacing 

tape recorders, and staff must have opportunities to practise using the recorders, downloading the 

data onto computers, and saving back-up copies of data.

Precise fieldwork logistics will depend upon the geographical clustering of respondents, the sample 

size, the required timing of data collection in relation to the date of initial acceptance, and whether 

the study is cross-sectional or prospective. The greatest practical difficulties are likely to be encoun-

tered in surveys in which respondents or clients who have been selected from a health-facility register 

are small in number but widely scattered, and/or when repeated home visits or contacts are required. 

In these instances, it may be inefficient and expensive to retain full-time field staff. Instead, a system of 

part-time employment may need to be devised, and considerable responsibility for the scheduling of 

interviews delegated to the field investigator.

The number of interviews that can be carried out each day is best estimated by pretesting the ques-

tionnaire or topic guidelines for length, and then factoring in time for transportation to, from, and 

between respondents, missed appointments, social courtesies, and breaks. Focus groups or partici-

patory sessions require further scheduling to invite participants to attend at a specific time, provide 

reminders, and (in some cases) collect respondents to bring them to a central location and then offer 

transportation home afterwards.

Some studies will be carried out in health or other organizational facilities, and even require collabo-

ration of service-delivery staff to implement aspects of the study. When such staff are not directly 

part of the research staff, special consideration needs to be given to their role, because their attitude 

towards the study may influence the quality of facility-based data. These workers rarely have any train-

ing in research methodol ogy, and it is often difficult for them to understand the potential contribu tion 

of social research or its procedures.
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One potential danger of such studies is that facility staff may pay special attention to the research-

study population and provide a better quality of care, more thorough investigation, and better record-

ing of information. This tendency can distort the results of the research. To address these problems, it 

is essential that health or other service staff involved in the study are provided with a full briefing and 

relevant training. They should be told of the study’s purpose, and should receive some informa tion on 

research methodology, techniques of interviewing, and instruc tions for completing the forms. Staff 

should also be well acquainted with the timetable, and know the procedures to be observed at each 

follow- up visit. Information on the new method should also be provided, and staff should understand 

why they are involved and what they may gain through their involvement.

Training must be a continuous process, both because existing staff tend to forget the study proce-

dures and because new staff require briefing. This continu ous training is also important in order to 

avoid mistakes that may jeopardize the study. Written instructions (in the local language) are also 

helpful. During training, the importance of following agreed clinic protocols should be emphasized. It 

is also important to emphasize the need to implement informed-consent procedures, fill in the forms 

correctly, provide the client with adequate information and support, and register the users’ addresses 

as completely as possible, to facilitate their retrieval when appropriate.

It is vitally important that facility staff remain motivated throughout the study. If new routines are 

introduced to help accomplish the study’s purposes, they should be clearly defined in terms of which 

workers do what and when, as well as the various steps to be followed by clients when they initiate a 

method or during follow-up. Changes should be kept to a minimum, however, and special care should 

be taken to avoid overburdening staff with long working hours or with activities for which they are 

not prepared or remunerated.

5.4 Recruitment of subjects

Once staff training has been completed and all necessary equipment/supplies are available, the 

recruitment of subjects may begin. This recruitment should follow pre-arranged ethical standards, 

which are discussed in Chapter 6. Occasionally a screening form should be completed, in which all the 

factors defining eligibility of the study population are recorded. If the subject fulfils the requisites for 

participating in the study, informed consent (written or verbal) should be obtained (see Section 6.3).

Success in attaining the desired sample size depends not only on the ratio of observed to expected 

eligible respondents (and sampling proportion among eligible respondents), but also on the motiva-

tion of respondents to participate. In addition to information given by research staff, health personnel 

from SRH services (e.g. maternal and child-health clinics, family-planning clinics, sexually transmitted 

infection [STI] services), friends, relatives, influential members of the community, mass media, or oth-

ers can transform motivation into action.

Information, education, politeness, and kindness will probably be incentives for respondents to allow 

repeated contacts in prospective studies. Short waiting periods, the assurance that complaints will be 

taken into account and treated, and that respondents can discontinue with an intervention when they 

wish, will also act as facilitators. Such compensation is preferable to monetary incentives, which are 

also discussed in Chapter 6.

5.5 Report writing, publication, and communication of results

The central purpose of applied research is to provide information that can be used to provide practical 

guidance on interventions related to reproductive health. Communication of results to the people and 

institutions involved in the planning, policy-making, and management of SRH services is thus a vital 

part of the entire research endeavour.
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However, researchers often fail to ensure proper feedback of their results because they do not suf-

ficiently understand the priorities, constraints, and needs of policy-makers. Above all else, policy-mak-

ers must be provided with research briefs. These briefs should include the principal findings of the 

study in a succinct, clear, and easily understandable form – together with practical recommendations. 

It is often easier to achieve these features in a presentation with audiovisual aids than by a written 

document. Communication between re searchers and policy or programme staff should be a dialogue, 

wherein both sides explore the complications of the study for future action. During this dialogue, 

researchers are more likely to exert influence if they demonstrate an understanding of the financial, 

political, and managerial constraints under which SRH services are provided and new policies are set.

Policy and programme staff involved in the design of the study should be kept informed about its 

progress. This approach will facilitate the wide dissemination of the principal results. Accordingly, pro-

gress re ports (usually every 6–12 months), which include information on what was done, the problems 

encoun tered, and how these situations were resolved, should be presented not only to the sponsoring 

institution but also to other relevant agencies. Information on every step that should be under way or 

completed, according to the timetable, must be reported. Problems encountered and the modifica-

tion of future activities should also be mentioned.

Most sponsors will require a final report. The purpose is to provide a full description of the study, its 

objectives, the process of implementation, and the results obtained. Therefore, the final report should 

be comprehensive, with all key items included in the progress reports covered again in a systematic 

manner. All alterations to the original protocol that occurred during the development of the study 

should be mentioned. The reasons for any changes should be explained, as should any effect they 

may have on the results and/or the comparability of the data.

The central part of the final report should present in detail the main analyses and conclusions. The rel-

evance of the study results for the health services, region, and/or country – as well as for future studies 

– should be discussed. The report should conclude with recommendations (based on the conclusions 

of the study) and next steps to be taken. Recommendations can be based on any particular aspect 

or knowledge gained during the study, so that future research may be improved in such aspects as 

training of personnel, midway evaluation, motivation of users to return for follow-up, counselling to 

improve continuation, revision of questionnaires, selection of personnel, and so on.

The final report to be presented to the sponsoring institution(s) involves objectives that differ from 

those of a publication or a paper prepared for a scientific audience. Usually, it contains more details or 

information than do articles published in scientific journals. The study’s results should also be dis-

seminated among the appropri ate participating staff. After having devoted many hours of work to 

the project and thereby gaining an insight into some problems from their own perspective, they are 

entitled to be informed of the project’s outcome.

A policy-oriented discussion with health planners and programme managers should be scheduled 

once the report has been completed. The purpose of this discussion should be to ensure that the 

results are widely known by the relevant national authorities and agencies.

Finally, publication of key findings in a scientific journal is highly desirable. Such publication ensures 

wider access to findings than does a final report alone. This step requires tactful negotiation about 

authorship and the choice of a suitable journal. Journals provide guidelines to authors (with details on 

length, format, authorship, illustrations, and references), which should be read prior to commencing 

writing. Other methods for dissemination should also be considered – including mass media, internet 

sites, newsletters, and conferences. Some databases, such as Popline, the Department for International 

Development (DFID) AIDS Portal, ID21 and HealthStar, catalogue “grey literature” in the area of SRH, 

and it may be useful to forward information to them.
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Chapter 6
Ethical issues

6.1 Introduction

Ethical considerations are essential in research. As in biomedical research, ethical procedures in social 

science research are established in order to protect individuals’ physical and mental integrity and to 

respect their moral and cultural values, religious and philosophical convictions, and other fundamen-

tal rights (including respect for privacy and the opportunity to pursue the highest attainable level of 

health care).

Unlike biomedical research, however, the potential risks to the research subject are not usually physi-

ological. Rather, researchers need to be aware of the dangers of exposing the subject to potential 

psychological or social harm or inconvenience.

Ultimately, social science research is carried out to benefit many individuals. Although there is rarely 

a direct benefit for individual respondents, participation in research affords them an opportunity to 

offer valuable information that may contribute to improving other people’s lives.

Researchers have an ethical obligation to pursue a study that has potential benefit to human beings. 

At the same time, they have an obligation to ensure that the design of the study is appropriate to its 

objectives, so that individuals are not subjected to unnecessary or unproductive research, and that the 

results of the study are disseminated.

6.2 Recruitment of subjects

In social science investigations of sexual and reproductive health (SRH), subjects or respondents are 

often recruited at the community level (e.g. by household listing or through “snowball” sampling). 

They may also be recruited at health centres, hospitals, or through health-promotion organizations. 

When recruiting in clinics or hospitals, it is extremely important to reassure patients that their willing-

ness to participate in the study has no implications for the health care or advice that they are seeking.

Medical records of individuals are confidential documents, and should not be used by social scientists 

as a means of recruiting subjects. Only medical staff should have access to records with identification 

details retained, and only medical staff should have the freedom to use them for research purposes, 

with ethical approval.

Recruitment of respondents from an earlier survey raises ethical problems. Individuals should not be 

re-interviewed unless their permission was explicitly obtained in the earlier enquiry. Of course, the 

confidentiality of the information that they provided at the earlier enquiry should be respected.

Some research designs call for a two-phase approach. In the first phase, a large survey is fielded to 

identify individuals of particular interest. In the second phase, these individuals are re-interviewed 

at greater length to provide greater depth of information. If the criteria for selection for interview 

are sensitive (e.g. recent experience of abortion, sexually transmitted infection [STI], or undergoing a 

human immunodeficiency virus [HIV] test), great care should be taken to avoid inadvertent identifica-

tion of such individuals by the selection process.
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In some circumstances, it may be necessary to conduct “decoy” interviews with other individuals so 

that inquisitive or curious members of the community are unable to discern the true rationale for the 

selection of individuals for re-interview. In community-based studies on domestic violence, only one 

woman per household should be interviewed, in order not to raise suspicion or discomfort for the 

respondent when other family members know the questions that she was asked.

Financial or other inducements to participate in studies should be avoided, although it is reasonable 

to compensate participants for costs incurred. Special care must be taken to ensure that compensa-

tion is not used as a way of recruiting study subjects to meet sample sizes, or as a way of keeping them 

in the study. Patients should volunteer freely for the study and should be free to leave it at any time.

Compensation should not be interpreted or used as an incentive for participating in the study. Any 

compensation should only be to defray extra costs or loss of benefits, such as transportation, return-

ing to the clinic and being examined more often than regular users, medication for side-effects, and 

time lost from work or from family responsibilities. Such compensation must be reasonably related in 

amount to these types of expenses. In resource-poor communities, unduly generous compensation 

may have a coercive effect, with individuals being denied a genuine choice to decline.

6.3 Informed consent

The process of seeking informed consent for a research project will involve consulting national and 

regional research bodies, as well as community leadership (1). The purpose of consent procedures is 

to protect the rights of the participants in the study. However, informed consent can only be granted 

when individuals know what they are agreeing to do.

The consent process must provide information that is clear, forthright, and understandable by the 

potential respondents. There is great value to simple, clear statements about the purpose of the study, 

and these statements should be uncontaminated by jargon. With participants who have little or no 

education or literacy, pictorial diagrams illustrating the benefits and risks of the study can be used 

during the informed-consent process, and also given to participants as a reminder.

A critical feature of consent is the ability of respondents to give – or withdraw – it freely. While it is usu-

ally well understood that researchers must make it clear that individuals are not obliged to participate, 

it also must be made clear that subjects may terminate their participation at any time, or refuse to 

answer any specific question to which they object.

The consent process is very important, and it is essential that everyone involved in a research project 

understands it. The consent form is an instrument through which the researcher communicates neces-

sary information to a respondent. Signed informed consent in a self-completed questionnaire is not 

specifically warranted, because respondents can exercise this right by not completing or returning the 

questionnaire.

A sample consent form, including the points noted above, should usually accompany a research 

proposal or be submitted upon acceptance of the proposal (see Box 6.1 for an example). Templates 

designed by the WHO Research Ethics Review Committee can be accessed online (2). 

Occasionally, a signed consent form might be the only identifying material in an otherwise confi-

dential research project, and a verbal consent might offer more protection. Equally, in some settings 

(perhaps because of political history), people may be unwilling to sign a form, even with adequate 

explanation. Again, verbal consent may be obtained in such cases. Whether a signed or verbal consent 

procedure is used, the subject should be provided (in writing) with the objectives of the study and 

his/her rights. For illiterate study populations, these procedures should be followed in verbal or visual 

form.
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Box 6.1 Consent form

Statement of the study

Purpose

We invite you to participate in this study of “Community needs and people’s perspectives on 

family planning and sexual health”. The objective of this study is to examine the needs of users 

and non-users of contraception with regard to family planning and sexual health, including 

STIs/HIV.

Procedures

Specifically, we will ask you for information about knowledge, attitudes, and needs in terms of 

family planning and sexual health, as well as background characteristics. Should you agree to 

take part in the study, there is a chance that we will contact you again to re-interview you in a 

more detailed way. The interview will take XXX of your time and you may find some of the questions 

asked sensitive in nature. It is possible that your partner will also be interviewed, but this will not be 

done by the person who interviews you and your responses will not be revealed to your partner.

The information that you provide during the study will be kept confidential. Only the interview-

er and researchers will have access to the questionnaires. This information will be destroyed on 

completion of the study.

Benefits of the study

By participating in this study and answering our questions, you will help to increase our under-

standing of the needs of the community in terms of family planning and reproductive health. 

We hope that the results of the study will improve and make more acceptable the services cur-

rently available to you.

Your participation in this study is voluntary and you have the right to refuse to participate 

or answer any questions with which you feel uncomfortable. If you change your mind about 

participating during the course of the study, you have the right to withdraw at any time. The 

decision to withdraw will not affect any future medical care you should require.

If there is anything that is unclear or you need further information, we shall be delighted to 

provide it.

[Interviewer asks if the respondent has any questions and provides the necessary clarifications].

Declaration of volunteer:

I have understood that the purpose of the study is to examine the needs of users and non-users 

of contraception with regard to family planning and sexual health, including STIs/HIV. I realize 

that I might be contacted again in a few weeks to be re-interviewed in a more detailed way.

I have read the above information, or it has been read to me. I have had the opportunity to ask 

questions about it and any questions that I have asked have been answered to my satisfaction. I 

consent voluntarily to participate as a subject in this study and understand that I have the right 

to withdraw from the study at any time without in any way affecting my further medical care.

Signature of volunteer:    Signature of investigator:

Date:       Date:
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Social science projects may ask about sensitive subjects such as sexual behaviour or contraceptive 

practices. While there is no reason to assume that subjects will find such questions objectionable, they 

may be concerned with that part of the interview that is especially sensitive. It may therefore be desir-

able to remind individuals that this is a voluntary activity, and they may skip any questions they find 

objectionable.

For each potential participant, the following must be stated:

 the objectives of the study, what will happen during the course of the study, and any potential 

benefits or risks to the participant;

 participation is voluntary and the participant may refuse to answer questions or withdraw from the 

study at any time;

 all records will be kept confidential unless otherwise explicitly stated.

The investigator must be prepared to answer clearly all questions relating to the proposed study.

The study of young people raises special problems of informed consent. Should the consent of the 

parent or guardian be obtained, in addition to that of the child or teenager? And if so, at what age are 

individuals considered to be sufficiently mature to give autonomous consent? Research supported 

by the World Health Organization (WHO) defines a child as a young person below the age of 18 years 

(as set out in the Convention on the Rights of the Child). When research involves children, an informed 

assent form is suggested in addition to the consent signed by parent or guardian. This informed assent 

form should be used with children who are able to understand the research purpose and can thus 

agree or refuse to participate in the study (3). 

However, given the importance of understanding patterns of sexual behaviour among young people, 

WHO and the Joint United Nations Programme on HIV/AIDS (UNAIDS) waive parental consent when 

young respondents are able to understand the risks and benefits of participation in the research. 

Those who lack this capacity can only participate with parental consent. In these studies, access to 

psychological and social support services is essential – as participation may necessitate referral. Inter-

vention services that will assist at-risk adolescents in changing their behaviour are also needed (4).

6.4 Confidentiality and privacy

Confidentiality of data is one of the foundations of sound research and ethical behaviour. Researchers 

must explain to subjects the procedures that will be followed to ensure privacy during data collection, 

and subsequent protection of confidentiality of data after collection. If any other persons besides the 

investigator will have access to data with identifiers, those persons and their reason for access must be 

specified to the subject. If personal identifiable information must be maintained for some time, simple 

procedures should be used for assigning code numbers and then separating the identifying informa-

tion to keep it detached from the data to be analysed. Finally, subjects need to be informed for how 

long personal identifiable data will be maintained, and when and how such data will be destroyed 

after they are no longer needed.

Privacy during the interview process must also be safeguarded. The interview should be held in a loca-

tion that is feasible for respondents to attend, in a place where their identity will not be linked to the 

study, and where anonymity will be maintained. For this reason, a public facility may not be an appro-

priate place to conduct an interview. If the respondent agrees, the home or another neutral meeting 

place may be more feasible.

The principle of privacy should be considered, consistent with the objectives and nature of the study 

and the local sociocultural context. For example, privacy may not be considered breached if the 

respondent is surrounded by young children during the interview, or if the topic of the study deals 

with simple socioeconomic and demographic characteristics. For sensitive topics like gender-based 

violence, the interviewer may reassure the respondent in advance that the topic of conversation will 
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be changed if the interview is interrupted. A diversionary questionnaire on a less sensitive topic (e.g. 

menstruation) can be kept at hand to enable an alternative conversation in case of interruption.

In focus-group discussions, privacy cannot be maintained, because data collection takes place in 

groups. This lack of privacy is of little concern when discussions cover social norms and culturally 

acceptable opinions or practices and when no direct information about the participants is obtained. 

However, potential participants should be informed about the nature of focus-group discussions and 

that discussions will be held in the presence of others. Participants should also be discouraged from 

sharing personal information or disclosing knowledge of named individuals’ behaviour or experienc-

es. The facilitator must attempt to steer conversations away from specific examples, to remain at the 

level of what people say or do “in general”.

6.5 Risk assessment

Researchers need to anticipate how involvement in research may have unexpected negative conse-

quences for both respondents and fieldworkers. These risks could be physical, social, or psychological, 

and should be communicated clearly so that all concerned are in a position to judge whether or not 

to participate. Respondents with traumatic experiences may be affected when the interview discusses 

abuse, and they may need assistance. If local services for this purpose are not available, short-term 

support mechanisms of trained counsellors should be set up. Information about available services 

needs to be given to all participants.

Research on violence and abuse may raise issues for interviewers and others involved. An opportunity 

to reflect on their own experiences and judgements should be created during the training sessions, 

and continued support during regular debriefing sessions may be necessary.

6.6 The right to care and treatment

Since research participants are at times encountered in the context of medical care, it is extremely 

important that the investigator makes it clear that participation is not linked to their current – or future 

– care. In many cases, subjects are selected and contacted through neutral settings such as household 

samples. However, when there is any possibility that the research topic could imply that their partici-

pation might be linked to medical care, it must be clearly stated that the two functions are independ-

ent and that the participation of respondents would not be detrimental to their future access to health 

services.

Studies conducting clinical or laboratory examinations are likely to encounter individuals with disease. 

Staff of these studies incur an ethical obligation to ensure that appropriate treatment is available and 

that it is provided for such individuals.
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Annex
International sources of sexual and reproductive 

health information

 AIDSPortal – http://www.aidsportal.org/

 Campaign to End Fistula – http://www.endfistula.org/publications.htm

 Center for Communication Programs, The John Hopkins Bloomberg School of 

Public Health – http://www.jhuccp.org/

 Center for Development and Population Activities: http://www.cedpa.org/

 Center for Reproductive Rights: http://www.reproductiverights.org/

 East–West Centre Program on Population – http://www.eastwestcenter.org/

research/research-program-overview/population-and-health/

 EngenderHealth – http://www.engenderhealth.org/

 Faculty of Sexual and Reproductive Health Care of the Royal College of 

Obstetricians and Gynaecologists – http://www.ffprhc.org.uk/

 Family Health International – http://www.fhi.org

 Gender and HIV Web Portal (hosted by the United Nations Development Fund for 

Women [UNIFEM]) – http://www.genderandaids.org/

 Guttmacher Institute – http://www.guttmacher.org/

 Knowledge for Health (hosted by John Hopkins Bloomberg School of Public 

Health) –  http://www.k4health.org/k4h 

 Immpact: a global research initiative for the evaluation of safe motherhood inter-

vention strategies – http://www.immpact-international.org/

 Initiatives in Reproductive Health Policy and Dialogue (IPAS) – http://www.ipas.

org/

 International Center for Research on Women (ICRW) – http://www.icrw.org/

 International Council on Management of Population Programmes – http://www.

icomp.org.my/

 International HIV/AIDS Alliance – http://www.aidsalliance.org

 International Planned Parenthood Federations – http://www.ippf.org/en/

 Johns Hopkins Programme for Information and Education – http://www.jhpiego.

jhu.edu/ 

 Management Sciences for Health – http://www.msh.org/

 MEASURE – http://www.measuredhs.com/ 

 Partnership for Maternal, Newborn & Child Health – http://www.who.int/pmnch/

en/

 Pathfinder International – http://www.pathfind.org

 Policy Project – http://www.policyproject.com/

 Population Action International – http://www.populationaction.org/

 Population Council – http://www.popcouncil.org/
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 Population Reference Bureau – http://www.prb.org/

 Population Services International (PSI) – http://www.psi.org/

 Program for Appropriate Technology in Health (PATH) – http://www.path.org/

 Realising Rights – http://www.realising-rights.org/

 Reproductive Health Online – http://www.reproline.jhu.edu/

 Reproductive Health Outlook (RHO): cervical cancer resources – http://www.rho.org/

 Resources for HIV/AIDS, Sexual and Reproductive Health Integration – http://www.hivandsrh.org/ 

 Sexual Violence Research Initiative – http://www.svri.org/

 Sexuality Policy Watch – http://www.sxpolitics.org/

 United Nations Population Fund (UNFPA) – http://www.unfpa.org/






