Expert Exchange Forum Comments
Susan Mitchell
02/05/08 3:49PM

Phil mentions that social marketing has successfutived into offering more provider-
dependent family planning methods such as injeetadhd IUDs. I'd be interested in
hearing from Phil, or others participating in thanference, on what you see as the
challenges and lessons learned from social magkbese products.

Denise Averbug
02/07/08 12:27PM

Bruce mentions the important role government neéegday in scaling up social
marketing programs, citing the case of India. Whatild it take to make this happen in
other countries?

Mary Segall
02/28/08 6:10PM

Building on that idea...
In response to Conference Administrator (4)
What is DKT's experience with providers of servites

How does DKT manage ensuring quality of injectalfl@spo-Provera)?

Mary Segall
02/28/08 6:27PM

Building on that idea...

In response to Conference Administrator (8)

Reed, | was wondering about your ideas in termensfiring that not only are the
products "quality products” but the way that tlaeg provided to the client is also
"quality"?

What experiences have you had in introducing spegeibducts for new borns - products
to promote the health and wellbeing of newborns?

John Harris
02/29/08 4:03PM
Building on that idea...

Reed, you recommend a type of social marketing &vbecial marketers don't market
any (in-country) products or services themselvéss $ounds like a good way to reduce
risk for the social marketing organization, whilengrating significant overheads. In this



model, do social marketers plan and coordinate etsulike the Soviet Union did, or do
they take a "meetings for all" approach like the?JN

Bruce Mackay

03/03/08 10:37AM

Next steps...

In response to Denise Averbug (9)

Denise,

| think there are three things the sort of peopgh®\Wwg onto this sort of website can do.

1. Be aware of how narrow a segment we are, andipeoourselves and each other to
get out more.

Like all great initiatives, social marketing hashealriven by pioneers, and spread by
evangelists. These types are still necessaryhleytdre not great ambassadors for the
next stage, for which UNAIDS (bless them) inventteel term 'mainstreaming’. Social
marketers and folks like me who are interestedivege health markets and how they
serve and screw poor people should spend 90% iofsihere time talking to the
unconverted, and only 10% on websites like this.

2. Do attitude research among government policyersalnd budget controllers and
district health team managers, and realise homglydhe associate 'social marketing'
with 'donors’. Think of the problem like an HIV/B$ stigma-reduction campaign, and
being good marketers, start with where the conswmeently is, not where you want
her/him to be. It is not at all self-evident to Byzople that they should give much time
(and certainly not much money) to social markebtngrivate providers (let alone to the
‘health-seeking behaviour which dare not speakatse’, self-medication).

3. ltis actually self-medication which is the bestry-point for changing donor and
government thinking, response and programming. Meatth plans do not start with
health-seeking behaviour. If they did (as they #thotlnen self-medication would be
there at the front of most government health pfanselping the poor, because that is
whatmost poor people do first. So instead of pramgosocial marketing or social
franchising or all these fancy donor-funded fun gathes, we should challenge donors
(especially donors like DFID and the Banks who warfund governments) and
government health planners to really do the 'ewaddrased policy-making' they claim to
promote, and start every plan with the evidenceltdt poor people actuallydo when
they get sick - which is mostly to first buy somablets from a shop, and then seek advice
from an unregistered and often unqualified persbhomthey pay from their own pocket.

Bruce Mackay
HLSP

Francoise Armand
03/03/08 4:48PM
| have a different perspective



HI Bruce,

| read your response to Denise with great intekst.dedicate a lot of time to
"mainstreaming"” efforts on the PSP-One projecitngyo get governments and donors to
recognize the critical role of the private sectopublic health (and by extension, any
social marketing program using private distributas@d communication channels). In
most countries, there is a growing acceptanceigfrtie, which is easy to demonstrate
with the type of market research you mention.

But | have also observed wo diametrically opposatiequally maddening attitudes in
public health circles: 1) Yes, poor people go @ phivate sector for products and
services, and that's a sign that public healthnarog can be farmed out to the private
sector (ie: exit strategy) 2) Yes poor peopleathe private sector but they should not
have to because health products and services shedtde to them.

Doesn't it seem that social marketing has managsttike a balance between these two
extremes? Whether it is NGO-based and subsidizguhrtnership-based and
commercially viable, we are still tapping into whia¢ private sector does best
(responding to demand, making products widely asbks and communicating with
people) and compensating for its drawbacks (lactowErage or high prices). So why do
you think of social marketing as "fancy donor-fudden and games"?

Francoise Armand
PSP-One project

Reed Ramlow
03/05/08 3:40PM
Response to Mary Segall

Thanks for your questions, Mary. To address yaastion on quality, we at AED
believe that we should invest heavily in qualityprovement and quality assurance for
programs that involve service delivery (as weltramitor quality of products that our
partners deliver through a total market approach-all Market Impact”, as we call it). |
am sure you would agree that overall service quéhhich includes a range of factors)
is about the top selling feature for a private tiepfovider, much more important in fact
than the promotion dimension that we admire so nincocial marketing!

For example, under the PSP Nepal Social MarketimagFaanchise (N-MARC) Project,
AED and partners EngenderHealth, Nepal FertilityeG2entre and the Nepal
Contraceptive Retail Sales Company are reinvigogagiforts to improve and assure
quality of family planning and reproductive heattrvices delivered through large
pharmacy-based and clinic-based service delivetyar&s. We recently revised and
updated training and reference manuals, complebadaline quality assessment, and we
are enacting vigorous training programs and extemméa self-assessment quality
monitoring protocols. We believe our investmenii$ pay off with improved quality, as
demonstrated through tracking reports. | shoudd abte that we plan to institutionalize



responsibility for quality assurance for FP/RH s&#s, at least for physicians who
belong to a private provider network supported bWMINRC, within a professional
society, the Nepal Society for Obstetricians andégplogists (NESOG). We believe
such an association with professional societitisaest way forward for sustaining
"fractional” private provider networks and qualitysurance efforts that focus on the
delivery of specialized services, such as famignping and reproductive health.

To answer your second question, | have had experienthe social marketing of the
Clean Home Delivery Kit (CHDK) in Nepal, the first its kind in the world. This kit is
a potential lifesaver for both mothers and newbasg helps prevent septic infection, a
major cause of maternal and neonatal death in Neffa¢ vast majority of births take
place in theory "at home" i.e., not in maternityisgs in Nepal. However, the reality is
that many of these deliveries are not "in home" ug widespread cultural belief
...more...

Reed Ramlow
03/05/08 3:45PM
Response to John Harris

To address your question, John, AED acts as are$tdmoker” for a variety of
marketing partners with no stake in any particpladuct or enterprise when we
implement our version of the total market approadhich we call "Full Market Impact”
(FMI). We do not believe an organization couldlftate a total market approach any
other way. If the facilitating organization hasgucts in the mix, that is akin to letting
the "fox in the henhouse". The other partnersjqdarly commercial organizations with
"skin in the game" (money invested), will not trtfs¢ "facilitating” organization since
they will see it as looking out for its own marketerests, above all. The FMI model or a
genuine total market approach is fundamentallyga é&nterprise model that will facilitate
and build the participation of commercial organizas in public health social marketing
programs. Such an approach is the antithesisnormist planning models. In fact, the
more traditional social marketing approaches thgaesze out commercial competition
arguably bear far more resemblance to the stat@pubies that the former Soviet Union
championed.

Francoise Armand
03/06/08 4:37PM
| have a question...

| would like to ask a question to the expert pagrelp (others please feel free to chime
in). Having listened to the other interviews, linetl a few references to the "bottom of
the pyramid" approach. (For those who are unfamigh this concept, the bottom of
the pyramid is the largest, but poorest socio-egoogroup, particularly the four billion
people who live on less than $2 per day, in devetppountries). This terminology has
been used most recently to describe a new businedsl that targets the poor and hard
to reach. Because this expression is increasimggping into the social marketing
jargon, | am curious to hear from my colleaguestiviethey think this is a truly new



approach, compared to what social marketing progiaawe been doing for 30 years,
minus the profit of course. If it is new, how do imeorporate this approach (business
model targeted to the poor) in our models of intation, and then is it still called social
marketing?

Francoise
PSP-One Project

Jeff Barnes
03/07/08 5:55AM

| would like to pick up the thread of Bruce Mackagomment about starting with health
seeking behavior of consumers. | agree that irt foeger income countries, the majority
of health care is via self-medication through drafggined in a market, lower tier drug
shop and dispensed with advice from someone thatgsalified. As marketers, we
should be responding to consumer behaviors andyaoore to deliver health at these
delivery points most used by the consumers. Howéwn't think social marketing
programs have solved the public health issues drpursuing such a strategy.

Following the principle of first do no harm, socmabrketers have to be careful to avoid
reinforcing health seeking behaviors that leadl toaatment, drug resistence and
complications. If there is no significant riskdelivering products and services at
informal delivery points, we have to make the ppltase. There have been some
successes in this regard (e.g. getting authorizatidnave condoms and ORS sold outside
pharmacies). But what about where there ars?iskan we do more to raise the quality
of service delivery? Or do we support regulatdfgrées that redirect consumers to
providers they "should" be going to?

Susan Wright
03/07/08 8:42AM

| have enjoyed hearing these different perspectivesocial marketing. Reed mentions
the role of targeted subsidies such as vouchergnagin creating more sustainable but
not economically restrictive social marketing pamgs. Since | am in Ghana | can attest
that vouchers have played an important role hepeamiding affordable bednets to
vulnerable populations while also encouraging dgwalent of a range of commercial
partners. That approach has resulted in commaradtet expansion, making ITNs
lower cost and more available for the general pafart. However, since production,
distribution and redemption of vouchers all havgidtical and transactional costs, | have
trouble seeing how that approach could be uselb¥egr cost products such as
contraceptives. On the other hand perhaps voucheaisilar instruments would be a
good approach to subsidize services such as umseit|UDs, sterilization or implants
provided by the private sector. Are there exampfeahis elsewhere?

As a somewhat separate topic, | would be interastééaring about the linkage, if any
between social marketing of roducts or servicesthind party payment schemes - since
such schemes are starting to make more headwagvelaping countries. Thank you.



John Scicchitano
03/07/08 4:20PM

TMI: cost per unit
What do AED's TMI programs cost, per unit of prodsad?

It would interesting to look at total program butigésuch programs, and divide by the
number of units that have been sold in their faoumtries, to examine the marketing
subsidy per unit.

The same question could be asked of voucher progrdamditional social marketing
programs. Choices must be made about which appreadts best, so that limited
resources are allocated to the programs with teevadue.

Jeff Barnes

03/09/08 7:43PM

John you raise an interesting question about caspyoduct sold. Having looked at this
while working with PSI and in other programs, | ¢al you it is not always a
straightforward question. The first problem isatvbosts should you consider-- only
donor costs? Fromthe donor perspective this ntighdll that is relevant. But if you are
trying to analyse costs to draw broader conclusamit what approaches are most cost-
effective, this is not sufficient. Many importasasts are borne by the private sector, by
consumers or hidden in organizational costs theahat always treated in the same way.
The other issue is what time frame you should aw@rsi Many people in the free
distribution camp can show that there cost perdisttibuted is well below that in social
marketing and commercial partnerships. This isbse they have virtually no up front
costs to negotiate partnership agreements, debesoqls or build advertising campaigns.
If one extends the time frame well into the futyrer unit costs of free distribution
programs begin to look less cost effective bec#usas to be repeated over and over
whereas more sustainable partnerships (after hdwgigup front costs) can sustain
product supply and demand creation with no additidlonor support. The key factor in
all approaches is achieving scale. Unit costsiauer competitive until a program
achieves large scale. For this reason, it is itapdmnot to compare results from a
program in India with one in, say, Benin.

Tennyson Levy
03/10/08 2:53AM

Social Marketing & BoPM
In response to Francoise Armand (17)

Francoise,

The bottom of the pyramid in developing countreeséfined as the poor and near poor
who though partaking in the economy do so on amedpndifferent scale. What makes
them a potent market however is the magnitude. & hes consumers who purchase for
immediate consumption given very constrained digplesincome. They utilize



community based retail outlets that know and datéineir simple but specific needs.
They purchase what they want/need at the momenteSoarketers have very
successfully catered to this market recognisingpiwuliarities of this segment. Cigarette
marketers picking up on the habits of small shapgemow resorting to packing ans
selling cigarettes for single stick purchase. Mantdrers of shampoo, detergent and
tomatoe sauce for example market and distributie pheducts in single use satchets.
Food manufacturers eg soup do likewise. Why, becthat is what the market can bear
but it become viable because of volume.

Social marketing programs with the exception of s@mondom marketing efforts have
never really reached down to this market. One waudgle thats because you couldn't do
that with pills.And there in lies the big differendviarketing to the bottom of the

pyramid requires its own unique product configuspdcifically for that market, requires
a specific distribution system that reaches that special retail outlet in the community,
requires acertain degree of risk taking and abdwe@uires a commitment to that
specific consumer.

Its not a matter of low/cheap/price...its the whadekage that has to come together
strategicall to effectively reach the consumehathiottom of the pyramid. So ow do you
do that with the pill. Break the mold.Change theagagm. Market pills in blister packs

of 5 or 7 pills. Compliance? Is it that great witie existing package configuration. Just a
thought

Tennyson Levy
03/10/08 3:01AM
Yes, | agree...

In response to Susan Wright (19)

Agree with Susan that the logistical and transaeficosts associated with vouchers
requires a focused application. In the Philippitiesthrust is to expand the delivery of
long term and permanent methods of contraceptia@ugh the private sector. Given that
these methods have provider costs in addition todyoct” costs vouchers are a prime
consideration. In fact vouchers are likely to pdamajor role in promoting tubal ligation
and vasectomy especially since these are one trer@ethereby negating the logisticals
costs associated with renewable methods. Of cdhbese is always the issue of informed
choice and whether a voucher can be considereacantive rather than a facility. Bright
minds will easily address that issue | am sure.

Reed Ramlow
03/10/08 9:18AM
Response to Susan Wright

Thanks for your question, Susan. | would agreg trathe face, vouchers would seem
to be an impractical solution for lower cost hegltbhducts. However, we are currently
exploring the idea of providing coupons to low-inedsex income workers that would
enable them to get a significant discount on fuitgd female condoms (retail price of



US $1.85 for two condoms), recently launched by @in@ur commercial partners in
Nepal. Given the logistics and transaction costsiypention, we will have to be
innovative on how we design such a scheme. Fanpbka perhaps we could make the
female condoms available at private clinics, amhtbouple the condom discount with a
discounted or free STI check-up/treatment at threccl This way we could get a
"twofer" - increased check-ups/treatments (sineestfidence shows many sex workers
are not reporting to clinics for STI treatment) gmmdvention - at the same time, and
make the logistics/transactional costs of thistiahintervention worth our while.

There is past and present experience of providingkers for health services. The
governments of Korea and Taiwan offered voucherstirilization services at private
clinics, in Central America, there was a schemgrtvide vouchers to sex workers for
STI treatment (hence the idea outlined above). Wed Bank supported a scheme to
provide vouchers for private midwife services iddnesia, and in India there is work in
the area of health service vouchers, as welledtrss there is growing momentum for
using vouchers as a targeted subsidy for the indligrespecific target groups (e.g., sex
workers, pregnant women, mother reporting with ygpahildren for vaccinations) as
opposed to implementing costly and inefficient fiet subsidies” for an entire
population, including those who can afford to paly frice.

Many of us are intrigued at the prospect of thiadty payment schemes for
public/preventive health services in the developirogld, and once these take hold, a
whole new world for the private health sector opgmsnd interventions such as
vouchers would be rendered irrelevant. Don meatidhere could be voucher scheme
for sterilization services in the Philippines (sw@shin Korea and Taiwan). However,
some years ago there was discussion about incaipfeP services in the Philippines
national health ...more...

Reed Ramlow
03/10/08 9:21AM
Response to Francoise Armand

We would all agree that a key rationale for hephtbduct-oriented social marketing over
the years has been to reach the "base of pyraB@P). What is gaining momentum
however is the growing interest of business (mattonal and domestic, big business and
small and medium enterprises) to tap new markets the large base of the pyramid, in
developing and emerging markets to achieve grownce, we have seen for example
the emergence of Hindustan Lever's "Shakti" progaachsimilar programs that aim to
reach the base of the pyramid through communitedasntrepreneurs and the like. For
many years, we have rationalized the introductimh existence of social marketing
organizations to address "market failure" becausgniess ostensibly was not interested
in serving the poor with affordable health productéis increasingly is not the case, as
businesses in developing countries understand #ss market lies at the base, not at the
apex of the socioeconomic pyramid. We are findareprofit businesses can be an
excellent partner in reaching the poor and undeeskwith relatively affordable health
products. Innovative schemes such as vouchersa@mgbns can further stimulate BOP



consumer demand for a broad range of full-pricegtanable” products (with some
limitations as pointed out earlier), while motivagidistributors to extend distribution to
new outlets that serve the BOP, as they "chasedhehers”. We could still call this
"social marketing”, albeit with different and vatiset of partners that is a departure from
the usual way of doing business.

Reed Ramlow

03/10/08 9:38AM

Yes, | agree...

In response to Jeff Barnes (21)

Jeff, | agree with your response. The cost persoid discussion, particularly when
comparing countries and their different cost stites, program objectives and
circumstances (e.g., the state of overall demarstistainability, i.e., maybe you pay
more upfront but you have an exit strategy as opgds recurring costs in perpetuity),
etc is like comparing the proverbial "apples witarmes".

Jeff Barnes
03/10/08 11:30AM
Building on that idea...

To respond to Susan Wright and add to the prewwousments about vouchers....

The use of vouchers for nets does seem to be tkestraightforward application.
However, KfW has developed a very promising modelbuchers for a package of
services that have to be delivered over a givee fiamme. This model can be used to
deliver ART for people living with HIV, for pre angbst natal care (including family
planning services), STI testing and treatment, TBIS-- basically whatever package of
services you want to subsidize. The key is thawvttucher program has to be combined
with a system for accrediting service providershad consumers will know they will
receive quality services at those providers. khsasituation, the voucher serves as (1) a
mechanisms to deliver a subsidy to the target gr@)@n incentive to providers to meet
and maintain quality standards (so they can joohstay in the scheme) and (3) as a
reminder to consumers to receive their servicesrdany to the appropriate timeframe.
The third piece in the model is an independent keumanagement agency, usually an
accounting firm which establishes the redemptidnesaf the voucher by monitoring
provider costs, controls vouchers to prevent frand makes the payments to the
providers. This model is currently being implensshin Uganda and Kenya and |
personally believe it merits wide replication.

Some may object that such a scheme is costlywrgastainable. Voucher programs
should not be judged on their sustainability. Moers deliver subsidies which by
definition are not sustainable in the usual sefigkat term. Moreover, they are a tool
that can be used to enhance the overall sustaiyadfithe provision of products and
services because they stimulate commercial praviasoopposed to crowding it out
which free distribution and highly subsidized pragis are apt to do.

Patricia Allman
03/10/08 12:39PM



Building on that idea...

Building on Francoise's question and Don and Remt'spectives on BOP, I'd like to
offer some insight gained through our ongoing wwith Hindustan Unilever in India.
Through PSP-One India, we are working with Hindndtailever (HUL) to add health
products to the Shakti basket of products. HULd&asbust and profitable pipeline in
place that accesses purchasing power in over 4@j0@@es with populations of less
than 2,000. Their analysis indicates that thesaificient purchasing power in these
rural villages for their products as well as healtbducts - so purchasing power is not a
barrier. We've discussed the commercial opponumith manufacturers of OCs and
condoms - all agree that identifying a price pdinat is both accessible to this consumer
population and commercially attractive is feasibldey are also willing to invest in the
education and marketing required to change behaaiod build the market, which is
what HUL had to do for shampoo and soap. The Bigiggrdle that we've encountered is
regulatory - there are more stringent regulatitwas tjovern the distribution of health
products (through pharmacies or chemist shops)dbasumer goods. While the India
government has exempted small villages from thegelations, Multi-national
pharmaceutical companies are worried that deligettweir products to Shakti
Entrepreneurs could be perceived as breaking etcking the law. We are in an
environment where the President of Pfizer is a Ewyregulatory issues are paramount
for multi-national pharmaceutical companies.

While PSP-One is working around this issue, | velithere are some valuable lessons
learned.

1. It's time to challenge our preconceptions alleeitbarriers to rural areas. That's what
HUL did by building the Shakti pipeline and theg dinding that there is huge
commercial opportunity there.

2. The BOP paradigm of building on existing infrasture works - HUL leveraged
micro-finance programs in rural India by offeringH products as a micro-enterprise
opportunity - PSP-One is now building on HUL's asftructure to add health products.
3. It takes time and persistence to build a nesagigm - HUL spent five years
developing the Shakti model - through trial anadeand pilot testing - overcoming the
challenges of incorporating health products wiketdime and trial and error as well - we
must ...more...

ToniaMarek
03/10/08 3:26PM
Building on that idea...

In response to Jeff Barnes (27)

Jeff, | agree with your perspective on vouchergas wondering if, in this age of
technology, we could not improve on the old faskmbpaper voucher and use cell
phones. For ex. for ART, the prescriptor could tngiata into the patient's phone which
would be linked to a central data system. Whermpttent goes back home and needs to
fill out his prescription, the pharmacist will ctkeand input data (just like a SMS) into



the patient's phone. Data are updated almost ithsthrs way, and you could even set up
reminders such as beeps/messages so that thet jplatsmot forget to go for tests, etc...
This would save administrative costs greatly. hkhtihey are doing something like that in
S. Africa. Do you have more information on this ?

Oladipupo Awosika
03/10/08 4:03PM
Building on that idea...

It has been most interesting listening to all theests. The common thread is a concern
about scalling-up and sustainability. | believeaywas to be found to tap-unto and
integrate the entrepreneural disposition of thallsmall-scale commercial entities in
developing countries. They are familiar with théteal and behavioural tendencies of
the local population. They can be a potent vetlimhards achieving the behavioural
change that is pivotal to sucess of Social margetin

Phil Harvey
03/10/08 4:23PM
Just testing, folks. I'll be back.

Phil

Phil Harvey
03/10/08 4:35PM
A few points in response to various folks:

1. The social marketing of contraceptives (CSM) e@sn marketing to the bottom of the
pyramid for decades. CSM serves 40 million coupidbe developing world, and they
aren't all rich. BOP is a big part of the CSM maikeBangladesh, Ethiopia, Nigeria, a
good many others.

2. It is a cop-out to say that we can't calculateeaningful figure for cost per unit
delivered. SM generally delivers a CYP (100 condatdscycles of pills, etc) for $10.
DKT does it for $2 because our clients in theetween economies (Indonesia,
Philippines, parts of India) pay a significant pafrthe costs. Donor cost (yes, that's the
meaningful figure and should include any local gomeent subsidies) per unit of output
is an indipensible yardstick for measuring success.

3. Some SM programs are (or are becoming) findgaalf-sufficient, even profitable.
What does that make them?

Jeff Barnes

03/10/08 5:36PM

In response to Tonia Marek (29)
Tonia--



Thanks for your contribution. | couldn't agree maiith your idea of replacing the paper
voucher with more up to date technology. In teahssing the voucher as a behavior
change tool, having some physical manifestatiohttfteaconsumer can keep to remind
him/her has its advantages. However, in termgefational use, being able to send
reminders to patients to take their medicationsSSME seems compelling in countries
where cell phones are in widespread use. Youghlgtknow more than | do about the
examples from South Africa, but PSP One is expiptims strategy in India through
intervention with rural saleswomen in the Shaktivoek and using SMS messaging for
promotional messages in the Sathiya campaign. apsrbthers have ideas? Given how
low the costs of cellphones and air time has gnenot unreasonable for programs in
which compliance is critical (ART and TB DOTS) tonsider allocating cellphones to
patients.

Jeff Barnes
03/10/08 6:23PM
| have a different perspective

In response to Phil Harvey (32)
Phil--

| should clarify that | am not saying that we cam'shouldn't measure cost per unit sold.
We should for a number of reasons, the most impbdawhich is to track how our own
programs improve year after year. However, | t&khave to avoid unfair comparisons
in which, say we compare the cost per unit solth@iend of a three year time period
between a commercial approach that is trying tonsgg the market in a smallish country
like Ghana with the unit cost per product sold iarge country under near monopolistic
conditions like Ethiopia. That is definitely comipey apples with oranges.

Bruce Mackay
03/11/08 5:47AM
Building on that idea...

In response to Jeff Barnes (21)

| recall a presentation which Guy Stallworthy ofi@&ve to DFID in London 7-8 years
ago, in which PSI's 'cost per unit' went down inrapressively straight line against just
one very simple (and intuitively obvious) variali@mely 'Years since program started'.

This is one reason why | made the first point | ;madmy opening presentation, that
there is a mis-match between donors, who tendimé #nd act short-term, and building
markets and changing consumer behaviour, whicloageterm. All credit to Phil

Harvey for hanging in there and 'sticking to higttkmg’, but in the grand scheme of
things you need profitable companies or governmg@nmtboth) to take on such
endeavours if you want to get the continuity neddedarge-scale and sustained impact.



| suspect Hindustan Lever has a 20-year or loniger for its Shakti distribution - just
like the toothpaste marketers who | remember angivin a dusty Indian town in 1995 and
putting on a promotional show which was 20-50 timese lavish than the modest
video-van PSI had there for Masti condoms. Somepna the Colgate hierarchy later
told me 'there will be growth in this market forl@ast one hundred years'.

Jeff Barnes
03/11/08 10:15AM

In response to Bruce Mackay (35)

Bruce-- The impressive decline of cost per unid £y many of PSI programs is due in
part to the fact that many of them operate soc@hopolies. Even when commercial
operators take a long term view, competition forketishare rarely allows them to
achieve the steady sales growth and decline inpaysiinit sold that you can achieve
when you dominate the market, subsidize priceridigion and promotion. And I don't
think we should be too hard on donors. Althoughk ihevitable that the commercial
world has a superior business model to the doraddd project, there has been steady
support for social marketing over the past 25 yeaspite of donors having to rely on
somewhat fickle legislatures. PSP-One, for examglhe descendant project of
SOMARC 1, 2, 3 and CMS, going back over 20 years.

Francoise Armand
03/11/08 3:56PM
Here's a new twist...

| have been thinking about Patty's question ablowgdking the mold" of social marketing
and in the back of my mind is Phil's comment tloeia marketing "has been so
consistently successful"..." that everybody is Hosgth it". So instead of answering the
guestion (nice cop-out isn't it?) | am startingscdssion room on this topic. The title of
the discussion is: "Is Social Marketing Stuck ihiae Warp'? To go there, return to the
conference hall and click on "discussion room". Mae there!

Francoise

Craig Lefebvre
03/12/08 8:23AM
| have a different perspective

| wonder whether social marketers are stuck ime tivarp - which | think is occurring in
social marketing no matter where it is practiced # there is a lack of innovation in the
model itself. When we talk about TMA, vouchers amel BOP, my sense is that we are
beginning to explore innovations to the businesdehtor social marketing: How we
deliver value to our clients. What I find is thaivihwe think about that question can limit
our ability to be truly innovative in taking socralarketing from being people talking in
an 'echo chamber' to engaging with the BOP commaitd be sure to read the report
The Next 4 Billion if you're interested in the seti), social entrepreneurs and what will
undoubtedly be a new wave of enthusiasts follovdilgGates' speech at Davos to shift



our focus from one directed solely at consumetseadth information, products and
services to one that also recognizes their importda in the marketplace as potential
producers of them. Mechai Viravaidya was intervidwethe 25 September 2007 issue
of Health Policy. In it he describes the PositiatRership program that he sums up as;
when you're providing health services, the 'welfapproach provides benefits in the
short term only, but if you combine health withante-generating activities, it can be
sustainable in the long term.

Francoise Armand

03/12/08 11:01AM

Yes, | agree...

In response to Craig Lefebvre (38)
Hi Craig,

Thanks for joining us! | am glad you are here bseayou spent a big part of your career
working on domestic (US) social marketing, whiclmsch less product-focused than
what we do in the developing world. | have alwaysfd social marketing programs in
the US and Europe to be justifiably focused on hg the righ buttons” in people, so
they will see the value of changing their behav&w.much of what we do in developing
countries is based on the exchange of goods thatd we lose sight of what the real

goal is: behavior change. In my opinion, the réak $n paradigm has to come from a
better integration of communication, research ged, market-based approaches, but not
just in terms of figuring out the right "model” forarketing products. And you are
absolutely right, its about creating "value" foe thehavior itself.

FYI: | created a discussion room on the "Time Wasgue if you care to join us there.
Francoise

Patricia Allman
03/12/08 11:21AM
| have a different perspective

One could argue that commercial marketing is straggvith a time warp. Technology
is turning traditional marketing on its head. Traalitional constructs for promotion and
distribution have been blown out of the water by ititernet, TEVO and mobile phones.
And billions of dollars are going into the "web'csar - where the business model is still
a big question mark. There don't seem to be deg rwhich presents both challenges
and opportunities. What are the implications fevelopment and for public health? Are
we pushing hard enough to answer these quesitons?

In the '80s projects like SOMARC were pushing tharmaceutical industry into new
territory through consumer advertising (now knowrLa C) and new business models
that reduced margins but grew volume and resultesignificant net growth (arguably
BOP). The commercial, NGO and donor sectors alygd a role in these innovations.
No doubt there is still a role for these "tradia@insocial marketing constructs. But are
we as a social marketing community pushing the lepesto meet the needs of our



constituencies by developing creative solutions ldangerage all of the new tools at our
disposal?

Should we be exploring more efficient distributieamd promotion through technology -
that can result in sustainable lower pricing? Weeleveraging the growth of generics?
Is there a new frontier for family planning prodaithrough biotech? Are we as a social
marketing community pushing the envelope hard en@@r are we still relying on
models that are now 15 to 20 years old (and stillimg about which is better)?

| can barely navigate this virtual conference asohopeful that there is fresh, young
blood out there that understands new technologycandyenerate ideas that will move
the cause forward. Or creative old blood that ustdeds technology and has some new
ideas... If you're out there -- don't be afraigpeak up!

| also posted this in the discussion section...@/lleis is also being discussed.

Lisa Tarantino
03/12/08 5:17PM
Response to Susan Wright

You may be interested in the Romania experienterims of methods to target subsidies
for low cost contraceptives and the employment ihiira party payment scheme. USAID
was highly involved there. Family doctor practieesk under a contract with the
National Health Insurance House there. To expandsacto the underserved, FP
counselling (including some prescriptions and thstion of donated products) was
included in the contract of covered basic servibegtors in rural areas only, where 70%
of the poor live, were given access to donatedM@d purchased contraceptives for
distribution. Later, urban doctors were given cacgptives to distribute to eligible
patients only, such as the officially unemployed aegistered full-time students. While
usage rose among those receiving OCs from famityods, the commercial provision of
FP also grew and is thriving. The Romania systenotgerfect but it is functional,
sustainable, and has succeeded in increasing amecgssage. Someone from JSI or PSI
may have more to add to this.

lain McLellan
03/14/08 12:50PM
Building on that idea...

| have enjoyed discussion on the nuances of diffesecial marketing approaches and
the highlighting of new uses of it. | note Mr. Hags suggestions on treating reaching
policy-makers on social marketing like normal conmigation challenge with obstacles
to overcome. But

| would like to know more on why social marketirdl $ieeds to be sold to policy-
makers and donors considering the proven trackdemiosocial marketing success over
the last two decades? Also, is social marketingrgeits fair share of donor resources?
Why is there still so much opposition on the pdnmnany public health policy-makers to



the approach? What else can be done better explaihsocial marketing is and its
value?

03/13/08 6:09AM

Dear ALL,

| am happy to see a number of familiar names here..

My name is Luise Lehmann, a (female) German coasulvith a background in
communications, media and behaviour change intéoren | am currently involved in
developing a regional model policy on condoms lier Caribbean (CARICOM-
PANCAP) and in preparing expansions of a regiomdlggogramme in Central Africa -
two quite disperse environments! Since the midi9@s/e been assisting German
institutions to develop and evaluate SM programmaesfferent world regions focussing
on reproductive health in its various aspects.

In this conference, | am keen to learn from impletees, programme planners,
visionaries about lessons learned and future trehdscial Marketing. My special
interest is to get SM accepted by Governments dptheir public health goals (which
is not yet universal). Pro-poor and national cogeraspects are an issue in this debate.
Looking forward to the next days and beyond,

Luise

Teresa Carpio
03/13/08 11:33PM

Been visiting the conference hall, nosing abouhexdiscussion rooms, looking at the
exhibits on “display' since Tuesday this week, @mdying it.

Teresa Carpio here, Private Sector Developmenti@jgtat the Office of Health in
USAID Manila. | am an Activity Manager for the Pate Sector Mobilization for Family
Health or PRISM project. PRISM aims at expandirgyritie of the private sector plays in
addressing the demand of the Filipino familiesféonily planning and maternal and

child health services. But | logged in here on myme as someone interested in social
marketing, not just of contraceptives and healtidpcts, but indeed of health policies as
well, as Patricio Murgueytio started discussiontdave been in the "development world'
for nearly 20 years, 17 years outside of USAID, Hredidea of reaching the underserved
in the best way remains a challenge. And the itlegtsevolve to address this challenge
are so exciting and stimulating...

Kudos to PSP-One for this e-conference! You shawdte this a regular thing.



