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Points of intervention and choice

The adoption of family planning can have a di-
rect and important impact on the reduction of
population growth. LDC government leaders,
aware of the potential benefits of family plan-
ning programs and faced with the prospect of
the doubling of many of their populations over
the next 25 years, are giving greater attention to
the status of family planning in their countries.
The findings are often contradictory:

● An average of 50 percent of married
women in LDCs report that they want no
more children, yet from 25 to 90 percent of
these women do not now practice contra-
ception. (Asian and Latin American esti-
mates; data from Africa are not yet avail-
able.)

● Variations in contraceptive use are enor-
mous. Contraceptive prevalence rates
range as high as 70 percent and as low as 2
percent of currently married women in
LDCs.

● Many women in LDCs report having from
one to as many as three more children than
they wanted. The policy implications of this
acknowledged unwanted fertility—of chil-
dren already born–are important in that
resulting fertility rates are one-third to one-
fourth higher than these women desire.

Most women are fecund (capable of bearing
children) from age IS to about age 45 and most
men are able to sire children throughout adult
life. The decision to have a child, or to use a con-
traceptive, is influenced by both past and pres-
ent conditions. Recent research centers on the
four factors that have the greatest direct impact
on fertility (see ch. 4):

● age at marriage and proportion married;
. lactation (breastfeeding);
. induced abortion; and
● contraceptive use.

Efforts to change fertility rates by changing the
relative influence of these factors, which are in
turn influenced by such indirect determinants
as community attitudes about contraception,
levels of education, income, and family relation-
ships (fig. 22) can have unanticipated results.
The socioeconomic determinants affect fertility
in ways that are only partially understood. Nev-
ertheless, their influence is extremely impor-
tant. For example, fertility has declined at a
more rapid rate in Colombia, Thailand, and
South Korea, which have relatively high socio-
economic settings, than it has in the lower in-
come countries of Bangladesh, Pakistan, and
Kenya, but the relatively low-income country of

Figure 22.— The Pattern of Influence of Direct and Indirect
Factors on Fertility
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Indonesia (Java and Bali) has also experienced
rapid fertility decline.

Because contraceptive use has become in-
creasingly important in reducing fertility, fam-
ily planning programs focus on this interven-
tion. Yet policies and programs that are multi-
faceted–that simultaneously take account of
both the other primary factors and the indirect
influences listed in figure 22—are the most like-
ly to be successful. This chapter examines the
results of directed or undirected changes in the
four direct factors listed above.

At least five separate levels of interaction can
be distinguished. Each is a point of both in-
tervention and choice. At each point choices are
available and decisions must be made (fig. 23).
At the government level, a point of interven-
tion/choice is the formation of population pol-

icy. The type of policy and the rationale and
support for that policy influence the country’s
population growth rate. A second crucial point
of intervention/choice is the determination of
the structure, form, and function of a family
planning program. Some governments choose to
keep programs and their implementation entire-
ly under official control; others choose to keep
programs exclusively in the private sector; still
others choose a combined approach. A third
point of intervention/choice is the selection of
delivery system or systems used to implement
the program. These systems include IEC efforts.
Intervention and choice also operate at the com-
munity level. Social structure, culture, personal
networks, and voluntary groups all come into
play, but the most important decision is that of
the individual, who chooses whether to adopt
family planning. All governmental or orga-

Figure 23.—Selected Points of Intervention and Choice

Program Implementation
Contraceptive methods available
IEC activities
Logistical support
Training and infrastructure capability
Demographic data and program evacuation support
Delivery system
User access to delivery points
Data collection/evaluation

Community perspective
1. indigenous social, economic, and political organizations

 2. Midwife and auxiliary health personnel

SOURCE: Office of Technology Assessment
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nizational interventions can be effective only to
the degree that they affect individual behavior.

Fertility change is an interactive, dynamic
process in which individuals, groups, and gov-
ernments seek to modify the attitudes, customs,
and behavior that surround the most personal,

intimate part of human life. Awareness of the
individual and social factors impinging on this
process can help to avoid the mistaken view of
modern contraceptive methods as “technolog-
ical fixes” that can, by themselves, lower fertil-
ity rates. one of the most important and encour-
aging findings of recent years is that family
planning attitudes and behavior can change
rapidly. Population programs thus need to be
designed to take account of individual rights
and cultural values while educating individuals
and helping them to change. This chapter high-
lights the complexity of this process.

Individual concerns: the user perspective

When I think of all the things I ate or swal-
lowed, hoping that they would prevent me from
having another child! But they didn’t work. Now
it is better because I have an IUD. (A village
woman, Mexico) (10)

The perceptions of the individual—based on
the degree of benefit expected from contracep-
tive use, and the expected duration of that ben-
efit—determine whether he or she will use a
fertility planning method. Because individual
fertility behavior is both the impetus for and the
target of family planning systems, individual
needs must be respected and incorporated into
these systems.

Although a significant proportion of males use
condoms and some elect to be sterilized, most
contraceptives are used by women and this sit-
uation is unlikely to change greatly in the near
future. This section is thus devoted to the in-
dividual woman’s perspective. (See Community
Concerns for a discussion of what is known
about male attitudes toward family planning
and use of contraception.)

The myriad influences on a woman’s decision
to adopt family planning include not only the at-
titudes of her husband, family, and social net-
works but also the availability and cost of
methods. Moreover, the impact of various fac-
tors is different depending on her status, age,
and the number of children she already has.
Once she decides to use a method, her percep-

tions and attitudes influence her choice. (See
table 29 for categories of influences.) For exam-
ple, a woman might perceive the side effects (ir-
regular menstrual patterns) of a contraceptive
injection as intolerable over a long period. Yet
she might find them tolerable when she and her
husband have agreed that she will be sterilized
but she must wait 6 months until a sterilization
team visits the village.

Table 29.-Types of Influences That Pertain to
the Acceptance and Continued Use of

Contraceptive Methods
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Latent demand for family planning

WFS data provide good evidence of the latent
demand for contraception in their measure-
ment of the percentage of women who want no
more children yet use no contraception. Al-
though this measure may be inflated because
some women who want no more children
would not use contraception even if readily
available because of pressures from peer group,
family, or spouse, it does provide a useful
estimate of unmet demand for family planning
services.

The proportion of “exposed” women (those
currently married, nonpregnant, and fecund—
capable of childbearing) who want no more
children varies from a low of 17 percent in
Kenya to a high of 74 percent in Korea (table
30). The estimates of unmet demand are con-
tained in column 2 in table 30; they range from

Table 30.—Percentage of Exposed” Women Who
Want No More Children, Percentage Not Currently

Using Contraception, and Estimates of Unmet Need
for Effective Contraceptive in 15 LDCs

Of all currently
married women,
percent who are

exposed and want
no more and are

Of exposed women, not using
percent who want Any Modern
no more children method method

Asia ● nd Pacific
Bangladeshb . . . . . . . .
Indonesia . . . . . . . . . . .
South Korea . . . . . . . . .
Malaysia . . . . . . . . . . . .
Nepal. . . . . . . . . . . . . . .
Pakistan . . . . . . . . . . . .
Sri Lanka. . . . . . . . . . . .
Thailand . . . . . . . . . . . .

Latin America
Colombia . . . . . . . . . . .
Costa Rica . . . . . . . . . .
Dominican Republic . .
Mexico . . . . . . . . . . . . .
Panama. . . . . . . . . . . . .
Peru. . . . . . . . . . . . . . . .

Africa
Kenya . . . . . . . . . . . . . .

64
40
74
46
30
42
62
61

17

22
7

17
21
14
25

NA

47

: :
22
21
27
31
22

NA

a high of 47 percent in Bangladesh and more
than 30 percent in Korea, Sri Lanka, and Peru to
a low of 12 percent in Costa Rica.

Rates of contraceptive knowledge–knowl-
edge of at least one modern family planning
method—are high in these countries, with the
exception of Nepal, where only 21 percent of
women know of a modern method. Rates in
Bangladesh and Indonesia (81 percent), Kenya
(88 percent), and Pakistan (71 percent) fall into
the middle range, but in all other countries for
which data are available, 90 to 100 percent of
women know of modern contraceptive methods
(15).

Women in countries where WFS surveys
were conducted were also asked if their most
recent pregnancy was desired. Although their
answers provide a conservative estimate of un-
wanted fertility because many women are likely
to rationalize a child as wanted after it is born,
the levels of admitted unwanted fertility are
striking (fig. 24). For example, when women in
Peru and Colombia complete their childbearing,
they have an average of 2.75 and 2.19, respec-
tively, more children than they wished to have
(table 31). In national terms, the percentage of
unwanted births constitutes about a third of all
births in Peru and Colombia and a quarter of
those in Panama and Sri Lanka. The lowest rates
of unwanted fertility are observed in Indonesia
and Korea. In Korea, high rates of induced abor-
tion make unwanted fertility rates correspond-
ingly low (50)0

Cultural values and the adoption of
family planning

Why do large numbers of women admit to
wanting no more children or to having more
children than they wanted, yet use no con-
traception despite high levels of knowledge of
contraception? Among the many possible con-
straints to contraceptive use—lack of supplies,
fear of side effects, antipathy of the hus-
band—personal attitudes and customs appear to
play a major role. Individual cultural traditions,
sexual taboos, and attitudes toward menstrua-
tion, sexuality, childbearing, and “proper” sex
role behavior can strongly influence the ac-
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Figure 24.—Levels of Unwanted Fertility in Selected LDCs

I RC
7.47

Sc
5.40 RC SC RC

5.34 SC

6;.16

c

Colombia Panama Peru Indonesia Korea Sri Lanka

ference, London, 1980.

Table 31.— Probability of Ever Having an Unwanted
Birth and the Cumulative Unwanted Fertility Rate per

Woman by Interval (Years) Since the Last
Wanted Birth

Photo credit: Agency for International Development

Village family in a remote sector of Madhya Pradesh, India

Years since
last wanted South Sri
birth Colombia Panama Peru Indonesia Korea Lanka

Cumulative unwanted fertility rate

1 . . . . . . . . 0.03
2 . . . . . . . . 0.31
3 . . . . . . . . 0.55
4 . . . . . . . . 0.73
5 . . . . . . . . 0.89

10 . . . . . . . . 1.48
15 . . . . . . . . 1.93
20 . . . . . . . . 2.19

0.04 0.05 0.01 0.01 0.02
0.20 0.30 0.07 0.09 0.17
0.39 0.80 0.21 0.31 0.37
0.52 0.82 0.32 0.43 0.52
0.64 1.04 0.39 0.53 0.62
1.06 1.82 0.59 0.91 0.98
1.33 2.41 0.72 1.06 1.16
1.55 2.75 0.76 1.12 1.26

SOURCE: C, W. Westoff, “Unwanted Fertility in Six Developing Countries,”
paper presented at World Fertility Conference, London, 1980.
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ceptance and continued use of contraceptive
methods.

Women in the Philippines, Korea, Indonesia,
and Mexico rated the four most important at-
tributes of a contraceptive as: 1) effectiveness;
2) absence of side effects and convenience;
3) route of administration (oral, injectable, or
vaginal); and 4) frequency of use. There were
cultural differences in preference for route of
administration, with the vaginal route generally
least preferred (11). As the most frequent rea-
son cited for discontinuing use of a method is
the presence of side effects (20), priorities may
depend on whether women are simply rating
their preferences for attributes of contracep-
tives in the course of a survey or actually using
a method.

Women’s perceptions of menstruation vary
widely. Because many contraceptives change
menstrual patterns, these perceptions can hin-
der—or sometimes enhance—acceptance of par-
ticular methods. Rural and urban women from
14 cultural groups in 10 countries—Egypt, India
(Hindu High and LOW Caste), Indonesia (Java-
nese, Sudanese), Jamaica, Korea, Mexico,
Pakistan (Punjab, Sind), Philippines, United
Kingdom, and Yugoslavia (Moslem, non-
Moslem)–expressed reluctance to use a method
that produces amenorrhea. They feel that
menstrual bleeding offers regular reassurance
that they are able to bear children and denotes
youth and femininity, provides evidence that
they are not pregnant, and indicates that the
body is eliminating impure blood. Many women
feel that if “bad blood” is not removed, disease,
failing eyesight, and mental illness are likely to
ensue. Women tend to confuse the duration of
their menstrual periods with the amount of
flow. Light bleeding was equated with 1 to 3
days duration and heavy bleeding with 6 or
more days duration (52). If family planning pro-
viders are to be sensitive to individual concerns,
they must be certain that side effects that pro-
duce amenorrhea are fully understood by the
user and that she is aware that she will not suf-
fer disease or hold ‘(impure” blood in her body if
she adopts a particular method. If a method
decreases the duration of flow, the user needs

to be reassured that the flow will not necessar-
ily be less, or that the shorter duration is not
harmful.

Although some women in this 10-country
study believe that menstruation is like an illness,
they do not necessarily behave as though
unwell. Conversely, those not holding this belief
were found to exhibit the greatest behavioral
changes during menstruation. Even though the
women studied said they wanted no changes in
their bleeding patterns, many of them—and
many women in other countries—are currently
using injections and orals that do in fact change
the volume and duration of blood loss and do
sometimes cause amenorrhea. Among the trade-
offs in the process of deciding whether to use an
injection method, efficacy and ease of ad-
ministration may be more important than
changes in menstrual cycle. Such considerations
as need for surreptitious use of a method or un-
availability of other contraceptive methods may
also come into play.

The knowledge that beliefs are often incon-
sistent with behavior can be put to creative use
in the delivery of services. The IUD was unac-
ceptable in the Indian village of Bunkipur
because the indigenous interpretation of its
mechanism of action conflicted with cultural
definitions of health. The people of Bunkipur
divide their world (food, religion, medical
system, etc.) into “cold” and “hot” attributes,
which must be properly balanced in order to
maintain equilibrium. Villagers believe that the
IUD functions by “increasing the heat in a
woman’s genital region above the threshold at
which conception can occur.” Under normal cir-
cumstances this heat production is perceived as
acceptable, but should the individual contract a
disease perceived as hot—such as smallpox,
diarrhea, or venereal disease—the combination
would induce too much body heat and the in-
dividual would die (38). By contrast, perceptions
of hot and cold can evoke a positive reaction to a
device such as the IUD. In one Mexican village,
where the IUD is interpreted as cold and the
uterus as hot, villagers believe that after about 3
months the IUD takes on heat and becomes
compatible with its uterine environment (39).
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An intriguing example of integrating a con-
traceptive into local cultural religious practices
and beliefs comes from the Indonesia family
planning program. A family planning official of
West Sumatra, a physician, became interested
in giving birth control pills to women in such a
way as to prevent menstruation during the
sacred observance of Ramadan, when Muslims
fast from sunrise to sunset. A menstruating
woman is regarded as ritually unclean and thus
may neither participate in the fast nor pray in
the mosque. He reasoned that many women
would wish to inhibit menstruation during
Ramadan, and having overcome their initial re-
luctance to use the pill would be motivated to
continue its use. According to custom, women
may “pay back” missed days after Ramadan is
over but receive less pahala (grace from God)
for these days. A three-cycle pill had been used
elsewhere; this pill was approved for use and as
the “Ramadan pill” has become a part of the pro-
gram (9).

Decreased sexual desire, especially among
males, is perceived as one of the most salient
disadvantages of any method, yet a method that
increases sexual desire is not necessarily more
acceptable. Some Indian males, for example, be-
lieve that vasectomy increases sexual desire, but
this factor is unacceptable because Hindus be-
lieve that semen is an important source of
strength that should not be depleted by high
frequency of sexual intercourse (38). Never-
theless, vasectomy becomes acceptable when
Indian men are informed that vasectomy allows
the semen to remain in the body, thereby pre-
serving virility, youth, etc. (23).

In some instances, attitudes.likely to prejudice
people against a method can be mitigated by
more pervasive beliefs. In one Mexican village
where, except for postpartum amenorrhea,
amenorrhea is greatly feared and is widely be-
lieved to cause ill health, hemorrhage, and
tumors, women often resort to herbal teas and
injectable medications to induce menstruation.
Contraceptive agents that induce amenorrhea
would thus be expected to be totally unaccept-
able in this setting. Yet the villagers there accept
a 3-month injectable that causes amenorrhea
because other beliefs supersede these basic

fears: they believe that conception occurs
through the union of male and female blood or
liquid. As oral contraceptives are thought to
prevent conception either by weakening the
blood of one of the partners, which causes “ill
health,” or by destroying the joined male and
female blood in the uterus, many women hesi-
tate to use them. And since the pill must be
taken daily, it is believed that its constant action
allows no time for recuperation. The injectable,
however, is administered every 3 months, and is
thought to give sufficient time for the blood to
regain its strength. These beliefs, which rein-
force a desire to curb family size, and effective
instruction regarding the harmless effects of
possible amenorrhea, account for much of the
success of the injectable in this setting (37).

Misinformation about reproductive anatomy
and function can also cause resistance to the use
of fertility planning methods. Some women in
Mexico and the Dominican Republic voiced
fears that an IUD would either be lost, appear in
various openings in their bodies, or cause them
to interlock with their mates during intercourse
(38).

Clinic locations and hours of operation are im-
portant, though sometimes in unexpected ways.
Women in a Barbados village, ignoring the clinic
specifically set up for them, journeyed instead
to a clinic an hour’s bus ride away in order to
keep their attendance a secret. Clinics should
also be open at hours other than those during
which women must do their chores.

Lack of privacy is a major problem in family
planning clinics in many countries. A study in
Equador found that clinic personnel failed to
take account of their women patients’ sense of
modesty. Women in Guayaquil are shy about
their sexuality. They are expected to be chaste
at marriage, and to display no enjoyment of sex-
ual activity. Menstruation is not discussed, and
undressing in front of their husbands causes
embarrassment. A clinic visit is at best a difficult
undertaking for these women, but the clinics in
question made it virtually impossible by inter-
viewing them within hearing distance of other
patients, by requiring them to undress in front
of male physicians (and remain nude, without

84-587 0 - 82 - 10
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gowns or drapes, while being examined, and by
asking irrelevant personal questions. Pref-
erence for female physicians is documented in
India, Puerto Rico, Honduras, Brazil, and
Muslim countries (37, 38).

The kind of information clients are
given–how much or how little they are told,
and the attitudes of those giving the informa-
tion—can also hinder adoption of contraceptive
methods. Women seated in a room where clinic
staff members lecture to them, who are given
no chance to ask questions, may feel too uncom-
fortable about the subject matter to acquire the
motivation needed to successfully use a method.
In one clinic in the Dominican Republic, pro-
spective pill users were told:

You cannot take them in a disorganized man-
ner, or ever stop taking them, or lend them, or
borrow them because these pills are hormones
and every one has a distinct function in the body
and if you take them incorrectly, a tremendous
lack of control will occur and it will be a long
time before it is corrected. Ladies, do not stop
taking the pills at any time. If you do stop, it will
cause hemorrhaging. (37).

The necessity for clinic administrators and
staff members to fully understand both the level
of their patients’ knowledge of reproductive

functions and local attitudes toward sexuality
cannot be overstated. Program planners must
also be aware of the importance of waiting time
for clinic patients. In many LDCs lengthy
waiting times are apt to lead to client dissatisfac-
tion, but in some cases this interval may provide
pleasurable social contact for village women, be-
coming an inducement to visit the clinic and to
accept and continue to use family planning.

As providers of family planning services often
favor different methods than do their clients,
the distribution of types of methods used in
particular countries may be less a function of
what is preferred than of what is available. In a
recent study of user preferences in India,
Korea, the Philippines, and Turkey, the pattern
of contraceptive selection differed from the
previous pattern in each clinic after providers
were trained to give balanced presentations of
the three methods available—pills, IUDs, or in-
jectable. For example, in Korea for a year prior
to the study, 36 percent of the patients had used
IUDs and 64 percent pills. When freedom of
choice was encouraged, 50 percent chose the
IUD. There were also rural-urban differences;
rural women in India and Turkey preferred in-
jectable, while these differences were not
significant in Korea.

Community concerns: The sociocultural perspective

I am tired. Look at me. I am nothing but a beast
working in the fields and bearing all these
children. I don’t want any more children, but my
husband says I must have as many as come (A
village woman, Kenya).

As for religion, its importance in this connec-
tion varies. Just 1 week ago, a woman came and
said that she wanted to have her IUD removed
because she wanted to take communion in
church. The priest had told her that if she had
an IUD he would not give her the sacrament (A
Mexican doctor) (10).

Most people in LDCs live in rural commu-
nities, which provide excellent settings for
many development efforts, including family
planning programs. As the pace of rural to ur-

ban migration accelerates, governments are in-
creasingly attempting to provide people with al-
ternatives that will allow them to remain in
rural areas. Because the community is usually
the local economic, political, cultural, and social
base, existing organizations and structures can
be utilized to promote family planning accept-
ance, and community level interactions will con-
tinue to have a significant impact on the adop-
tion of small family norms and the utilization of
fertility planning methods.

It is extremely difficult to predict the most im-
portant factors in people’s decisions to use con-
traception. In comparing Venezuelan and Ken-
yan women’s motivations to adopt family plan-
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each other, their friends, family, and their
children. In most countries men play a domi-
nant role in the major decisions of everyday life.
This decisionmaking power—and the extent to
which women share in it—has a significant im-
pact on whether a couple will choose to limit the
size of their family and adopt family planning.

Family planning programs have historically
regarded women as the focus of their efforts.
Until recently little attention was paid to the in-
fluences of male dominance, male decisionmak-
ing, and spousal communication in the motiva-
tion to adopt and use family planning methods.
In surveys on the value of children undertaken
in seven Asian countries, wives mentioned
much more frequently than husbands that chil-
dren restricted their activities. In questions on
attitudes toward children, women more fre-
quently responded that “children tie me down”
or “prevent me from doing things” (table 32).

In most LDCs, wives bear most of the burdens
and receive few of the benefits of raising large
families. A cogent example of these differences
is given in the summary of a recently completed
survey on male and female attitudes toward
family planning in Mexico:

There exists ‘(widespread” conflict between
men and women. The majority of men reject the
idea that women should be permitted to work
outside the home, while the majority of women
endorse this proposition. The majority of men
think women are better wives when they have
many children, while the majority of women
disagree and view women with few children as
intelligent, fortunate, concerned about their
children, and blessed with considerate,
understanding husbands. Many men express
fears that their wives will become adulterous if
they use contraceptives, and many women
believe their husbands wish to keep them tied
down with pregnancies so that their power and
control over the wife will remain unthreatened
(33).

Because of traditional male attitudes, where
husbands dominate fertility decisions, perceive
the costs of childrearing differently than wives,
and believe that women are better off and more
trustworthy if they are not using contracep-
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Table 32.—Frequency of Responses to Attitudes Toward Chiidren
(respondents could give multiple answers)

Children tie Prevent me from
me down doing things Fulfillment

Country Females Males Females Males Females Males

SOURCE: R. A. Bulatao, “On the Nature of the Transition In the Value of Children,” papers of the East-Weet Population ln-
stitute, No. 60A, Current Studies on the Value of Children, March 1979, Honolulu, Hawaii.

tives, there will be substantial pressures for
high fertility.

In a comparison of attitudes toward family
size in Malaysia and Thailand, Malaysian hus-
bands and wives were found to differ frequent-
ly about ideal family size and especially about
the desired sex distribution of children. In
Thailand, interestingly, spousal attitudes tended
to be very close. When asked whether they
wanted additional children, 71 percent of the
couples agreed (in 51 percent of the couples nei-
ther wanted more and in 20 percent both
wanted more) (43). In Thailand, men and women
have relatively equal status, especially in
comparison with other LDCs.

During a 1977 conference in West Africa, the
participants, predominantly African women,
emphatically stated that ‘(African women did
not need to be reminded of the benefits of small-
er families; African husbands did.” At another
meeting a West African man stated, “Men here
are never sterile, only women are.” That is, a
woman who is barren for a certain amount of
time will take a clandestine lover to assure her
husband of offspring, Both will derive status
from offspring but the responsibility is hers. If
she fails to produce she will be divorced or her
husband will take an additional wife.

Husbands and wives sometimes disagree as to
whose decision is final. Results from surveys in
Santiago and São Paulo note that although the
men feel that husbands and wives are about
equally concerned with the number of children
and most men report sharing in decisions on
family size with their wives, women are more

likely to state that the men make the final deci-
sion. This same pattern prevails in Mexico,
where more women felt that men had the ulti-
mate say (20 percent) than did men (12 percent).
Although there is disagreement as to who in-
itiates the discussion of whether to use con-
traceptives and who makes the final decision,
there is ample and consistent evidence that the
role of the husband is extremely important in
the adoption and continuing use of a method.

In the WHO study of user preferences (53),
when women were asked why they were using
or would use particular methods, one of the
most frequently cited reasons was that the hus-
band liked or would like the method. More than
half of the women in India and Turkey reported
that the choice of method was made with or by
the husband. In the Philippines and Korea,
fewer than half of the women reported a joint
decision. Joint decisions were more often asso-
ciated with IUD use, which may be because the
husband can sometimes feel the IUD string dur-
ing intercourse.

In Iran, where women at selected clinics who
were given oral contraceptives showed very low
continuation rates (only 12 percent after 6
months), husbands were asked to participate in
family planning and encouraged to supervise
pill use; during the next 6 months the continua-
tion rate rose to 93 percent (35). In Jamaica, the
primary reason given by women for discontinu-
ing contraceptive use was the objection of their
male partner. In Santiago, Chile, among couples
in which the husband was in agreement with
contraceptive use, nearly 75 percent had used
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contraception, but among couples in which the
husband was opposed to the use of contracep-
tion the figure was only 40 percent. In Kenya,
Venezuela, and the Philippines, spousal com-
munication was critically important in decisions
to use contraceptive methods. The frequency of
discussions on such topics as household budget,
education of children, and contraceptive use is
less important than the wife’s role in the deci-
sionmaking process and her degree of
autonomy in various family decisions. Women
with more independence are more likely to use
contraception (12,13,14).

Women can manage to “beat the system”:

Juana was in her late thirties or early forties.
Of her 15 pregnancies 8 children were currently
living. Although all her children had been de-
livered by a midwife, discomfort after her fif-
teenth delivery sent her to a regional health
clinic, where she was told that another pregnan-
cy would endanger her life. She had an IUD in-
serted and then proceeded to figure out how to
involve her husband. She felt both guilt at having
taken such a step without consulting him and
fear that he would find out and be angry. She ap-
proached an American woman, who was a clinic
outreach worker, and asked her to help. She had
her “drop by” on a specific day, just when
Juana’s husband would get home. She coached
her in great detail on bringing the subject up,
beginning with a discussion of the new baby, the
doctor’s health warning, and then working
around to family planning. She warned her
friend that she would not speak up in support of
the idea; all the approval had to come from her
husband. The actual conversation took place just
as Juana had predicted. When the discussion on
contraceptive methods began, Juana’s husband
listed many concerns, not the least of which was
that Juana’s personality would change. Juana did
not speak except to say, “whatever he wants”
and to bring up potential problems the health
worker had not covered. The conclusion was
that Juana should have an IUD inserted, but only
if the health worker accompanied her. The
woman had to fake a trip to the doctor for the in-
sertion (36).

Women who appear to play a secondary role
may actually be very good at manipulating their
husbands. In one African clinic, women are
asked whether their husbands know that they

are using a contraceptive method. If not, when a
worker comes to give the woman supplies, or
during the course of an acceptor survey, the in-
terviewer can use a pretense for her visit if the
husband is at home. Although the use of subter-
fuge between spouses raises difficult questions,
some women in LDCs are willing to take ex-
treme measures to avoid or delay pregnancy,
and welcome innovative means of introducing
family planning into their lives. Women who are
innovators in the use of contraception often
become enthusiastic supporters of family plan-
ning in their communities.

When men agree that their wives should use
family planning they often have reservations
because of misinformation about the safety, ef-
fectiveness, and potential side effects of par-
ticular methods. In one village in Mexico, 46 per-
cent of the women thought that their husbands
would approve of their using contraception,
usually for economic or health reasons. But
some were concerned that their husbands
might change their minds while intoxicated, as
there had been episodes in the village when
drunken husbands had attempted to remove
their wives’ IUDs. Twenty-one percent of the
women had never discussed the issue with their
husbands and did not know what their reac-
tions might be. One-third of the women
reported such negative attitudes as the desire to
have many children to gain prestige and to en-
sure the couple’s future economic security, fear
that if the wife used contraceptives it would
undermine the husband’s authority and en-
courage her sexual autonomy, and fear that ill-
ness and even death might result from using
contraception. Men’s fears, based on rumor and
misinformation, are also recorded in a study in
Guayaquil, Equador, where some men felt that
the pill would “eat the red blood cells” or change
a woman’s temperament, or that withdrawal
would make a man’s head swell up (36).

Studies of male contraceptive use indicate that
use of current methods (condoms and vasec-
tomy) can be expanded and new methods would
find considerable acceptance. In Ghana’s Danfa
project, men’s continuation rates were higher
than women’s, although this was attributed to
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their extramarital or premarital affairs, during
which there is strong motivation to prevent
pregnancy. There is some reserve among men
in many groups toward the use of condoms be-
cause of their association with prostitutes.
Groups of 150 rural and 200 urban men in Fiji,
India, Iran, Korea, and Mexico were asked to
evaluate the attributes of existing male methods
(condoms and vasectomy) and potential male
methods (a daily pill and a monthly injectable).
Willingness to use a daily male pill if available
ranged from 48 percent in Fiji to 77 percent in
India. Somewhat lower proportions of men
stated that they would use an injectable. Ap-
proximately one-third of the men reported that
they were currently using no method (11).

As better methods are made available to men,
their responsibility for and involvement in fami-
ly planning is likely to increase. For the short
term, it is important that family planning ad-
ministrators be aware of the influence men
have on their wives’ fertility decisions and of the
need to include men in family planning educa-
tional efforts.

Son preference

“A daughter lets you down twice, once when
she is born and again when she marries. ” Korean
proverb (26)
The evidence that couples prefer sons is con-

sistent across all countries, including the United
States. In many countries this preference is
even more marked in women than in men.

The importance of son preference to fertility
rates changes as fertility begins to decline.
Several factors are involved. Unless preferences
are strong there will be no fertility effect. The
amount by which the desired ratio within the
family diverges from the natural ratio is impor-
tant; if the ratio is three or more boys to each
girl the effect will be greater than if it is just two
boys to one girl. Preferences for family size are
related; if family size is large—four or more
children—son preference will not have an ap-
preciable effect on fertility because most
families will have at least one son, And if con-
traceptives are unavailable, families will not be

able to stop having children when their ideal
family size/sex ratio composition is attained (51).

In Japan, Singapore, and Hong Kong fertility is
low and son preference has diminished, largely
as a result of social and economic development,
urbanization, and increased opportunities for
women. The birth rate has fallen sharply in
China, where, in a radical reversal of traditional
attitudes, campaigns are now under way to en-
courage the one-child family. In these cam-
paigns, a major emphasis is on reducing the
preference for sons by raising the status of
women.

The implications of son preference are direct
and powerful. In societies where son pref-
erence is strong, women are directly affected
from birth to death. For example, in India in
1972, mortality among girls from birth through
9 years of age was 8 to 23 percent higher than
among boys, depending on the region of the
country and the 5-year age group (7). Although
girls die from the same causes as boys, boys
tend to be given better quality medical care and
probably more food. As boys are also pref-
erentially educated, they have a better chance
to become economically self-sufficient. Women
often suffer from anemia and poor health
because they must undergo many pregnancies
in rapid succession in order to assure sons for
their husbands. This cycle of female deprivation
is unlikely to be broken until women are given
opportunities to increase their self-sufficiency.
This can be accomplished when governments
undertake active campaigns to educate women
(and men concerning new roles for women),
assure them equal economic opportunities and
legal protection, and convince society that
daughters can be as reliable as sons in assuring
the old age security of their parents.

Social networks and organizations

Many existing networks and organizations
can have marked impact on adoption and use of
contraceptives when they incorporate family
planning efforts into their activities, especially
women’s organizations and traditional mid-
wives who can be trained to deliver family plan-



Ch. 7—Factors That Affect the Distribution, Acceptance, and Use of Family Planning in LDCs ● 137

ning information and supplies. In Indonesia,
where the local infrastructure is well
developed, the family planning program has
specifically targeted community leaders and
local women’s groups as elements of the family
planning effort.

Mothers’ clubs in Korea are an outstanding ex-
ample of the role of voluntary organiza-
tions-and of women—in family planning adop-
tion and rural development. Groups called Kae
had traditionally been formed by Korean
women as revolving credit associations and lot-
teries to provide opportunities for women to ac-
cumulate funds for special purposes. The
Korean National Family Planning Program
decided to distribute contraceptive information
and supplies through these mothers’ clubs.
Their goals were to encourage family planning
practice and continuation by example and
through social and emotional support to users,
to aid overburdened fieldworkers in recruiting
new users and supplying contraceptives (pills
and condoms), to aid in the introduction of a
new method (the pill), and to encourage par-
ticipation of women in community development
activities. These efforts were highly successful
both in increasing family planning acceptance

Photo credit: Agency for International Development

Family planning worker explains IUD-use
to Korean mothers

and use and in improving the status of women
in the community. The clubs have branched out
and now encompass cooperative agricultural ef-
forts, community construction projects, and
income-producing activities (28).

Similar women’s organizations are becoming a
part of family planning program efforts in
Nepal, Thailand, and Egypt. Their leadership in-
cludes women professionals who join together
to help poorer women, and community political
activists who are selected and trained to help
deliver family planning information and con-
traceptives, usually pills (3). Women’s credit
organizations in Nigeria and other African coun-
tries are expanding their functions to include
family planning. These grassroots women’s
groups can be encouraged to aid both family
planning efforts and rural development pro-
grams (27).

Sixty to 80 percent of births in LDCs occur at
home. Hospitals are likely to be too far away or
too expensive, and many women prefer to have
their babies delivered by local women whom
they know. Midwives thus already play a vital
role in the community, and with training can
improve and expand their services to include
prenatal and postnatal care and family plann-
ing. In Thailand, 2-week training courses for
midwives on aseptic delivery, care of newborns
and mothers, nutrition, and family planning
have been held since the 1950’s. By 1968, some
16,000 women had been trained and provided
with UNICEF midwifery kits. In 1965, midwives
who used a coupon system to refer women to
clinics for IUD insertion were responsible for 5
percent of acceptors in the program’s first year.
A national program has been under way since
1978 to train all active and interested traditional
midwives under age 60; or about 80 percent of
the country’s total. Although the family plan-
ning aspects of this effort may have limited
results, improvements in overall maternal and
child health care are expected to be significant
(8).
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National concerns: The role of governments

Significant fertility declines are usually
associated with some or all of the following con-
ditions that involve government policy and ac-
tion with regard to population programs (order-
ing does not imply relative importance): 1)
governmental policies that encourage and pro-
mote equal status and opportunities for women,
higher age at marriage, and more equitable
distribution of wealth and educational oppor-
tunities, all of which lead to a higher standard of
living; 2) programs designed to bring about a
decline in infant mortality; 3) a government
policy with explicit goals for reduction of birth
or population growth rates; 4) a strong commit-
ment to population planning by the country’s
leaders; 5) a family planning organizational
structure with executive power to mobilize
more than one government sector and to coor-
dinate with the private sector; 6) population
program funding (usually both external and in-
ternal sources); 7) provision of a broad range of
contraceptive methods; 8) sufficient numbers of
well-trained and motivated family planning pro-
gram personnel; 9) population and family plan-
ning information and communication efforts
that effectively reach all sectors of the populace;
and 10) direct or indirect incentives that en-
courage couples to limit the size of their fam-
ilies. The relative importance of these com-
ponents is not known because country settings
differ, and the nature of the country’s
developmental process and the level of certain
key indicators (life expectancy, Gross National
Product, nonagricultural labor force participa-
tion, literacy rates, etc.) affect the extent to
which program implementation efforts can suc-
ceed in lowering fertility. But the degree of
political will and commitment and the extent
of administrative capacity play major roles in
determining the magnitude of fertility decline.

Policy development and formulation

Although most LDC governments have some
policy with respect to population, their percep-
tions of whether population growth rates are
satisfactory differ greatly. Nearly all govern-
ments allow access to modern methods of con-

traception as a health measure, and as a human
right, but as some actively encourage family
planning while others take no direct role, the
actual availability of family planning informa-
tion and supplies varies widely. Most of the
world’s 50 most populous countries are in
Africa and Asia. But only 35 percent of African
countries with high growth rates consider their
rates too high, while 75 percent of their Asian
counterparts hold this view. By contrast, 13 of
the 15 most populous countries consider their
fertility rates too high (table 33).

The process of policy formulation varies
among countries because of differing political
and historical factors. In many countries, both
the private sector and the demographic com-
munity have been instrumental in influencing
governments to formulate population policies
and implement family planning programs.

Even when rapid population growth is seen
by government leaders as a problem, cultural
and/or historical constraints may mitigate
against the adoption of a specific policy of fertili-
ty reduction and the implementation of a gov-
ernment-sanctioned family planning program,
The contrast between Latin America and Asia

Photo credit: Agency for International Development

Family planning slogan that has become famous
throughout India reminds cyclists that “two are enough”
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Table 33.—National Population Policies

Government policy

Policy and
interventions / Access

population growth to family
Perception a of or birth planning

Country birth rate rate goals services %

1 China . . . . . . . . . . . . . . . . . . . . . . H – (BR) 4
2 India . . . . . . . . . . . . . . . . . . . . . . . H – (BR) 4
3 Indonesia. . . . . . . . . . . . . . . . . . . H – (PG) 4
4 Brazil . . . . . . . . . . . . . . . . . . . . . . s o 4
5 Bangladesh . . . . . . . . . . . . . . . . . H – (BR) 4

6 Pakistan. . . . . . . . . . . . . . . . . . . . H – (BR) 4
7 Nigeria . . . . . . . . . . . . . . . . . . . . . s o 3
8 Mexico . . . . . . . . . . . . . . . . . . . . . H – (PG) 4
9 Vietnam . . . . . . . . . . . . . . . . . . . . H – (PG) 4

10 Philippines . . . . . . . . . . . . . . . . . . H – (PG) 4

11 Thailand . . . . . . . . . . . . . . . . . . . . H – (PG) 4
12 Turkey . . . . . . . . . . . . . . . . . . . . . H – (BR) 4
13 Egypt . . . . . . . . . . . . . . . . . . . . . . H – (BR) 4
14 Iran . . . . . . . . . . . . . . . . . . . . . . . . H –(PG) 4
15 South Korea . . . . . . . . . . . . . . . . . H –(PG) 4

16 Burma . . . . . . . . . . . . . . . . . . . . . s o 2
17 Ethiopia . . . . . . . . . . . . . . . . . . . . s o 3
18 South Africa . . . . . . . . . . . . . . . . H — 4
19 Zaire . . . . . . . . . . . . . . . . . . . . . . . s o 3
20 Argentina . . . . . . . . . . . . . . . . . . . L + 1

21 Colombia . . . . . . . . . . . . . . . . . . . s o 4
22 Afghanistan . . . . . . . . . . . . . . . . . H o 4
23 Morocco . . . . . . . . . . . . . . . . . . . . H –(BR) 4
24 Algeria . . . . . . . . . . . . . . . . . . . . . s o 4
25 Sudan . . . . . . . . . . . . . . . . . . . . . . s o 4

26 Tanzania . . . . . . . . . . . . . . . . . . . s o 4
27 North Korea . . . . . . . . . . . . . . . . s = 4
28 Peru . . . . . . . . . . . . . . . . . . . . . . . s o 4
29 Kenya . . . . . . . . . . . . . . . . . . . . . . H –(PG) 4
30 Venezuela . . . . . . . . . . . . . . . . . . s o 4

31 Sri Lanka . . . . . . . . . . . . . . . . . . . H –(BR) 4
32 Nepal . . . . . . . . . . . . . . . . . . . . . . H –(BR) 4
33 Malaysia . . . . . . . . . . . . . . . . . . . s o 4
34 Uganda . . . . . . . . . . . . . . . . . . . . H — 4
35 Iraq . . . . . . . . . . . . . . . . . . . . . . . . L + 2

36 Ghana . . . . . . . . . . . . . . . . . . . . . H –(PG) 4
37 Chile . . . . . . . . . . . . . . . . . . . . . . . H o 4
38 Mozambique . . . . . . . . . . . . . . . . s = 4
39 Cuba . . . . . . . . . . . . . . . . . . . . . . . s o 4
40 Kampuchea . . . . . . . . . . . . . . . . . L + 1

41 Madagascar . . . . . . . . . . . . . . . . H o 3
42 Syria . . . . . . . . . . . . . . . . . . . . . . . s o 4
43 Cameroon . . . . . . . . . . . . . . . . . . L o 3
44 Saudi Arabia . . . . . . . . . . . . . . . . s = 1
45 Ecuador . . . . . . . . . . . . . . . . . . . . s o 4

46 IvoryCoast . . . . . . . . . . . . . . . . . s = 2
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demonstrates the importance of historical,
political, and cultural traditions. In general, Asia
has had a relatively long tradition of govern-
ment family planning programs while Latin
America has traditionally relied on the private
sector. Government policies have not always
been explicit in Latin America but government
support has been unobtrusively provided to
private family planning efforts. Ness and Ando
(22) argue that Latin America has implemented
few government programs because there must
be a perceived “legitimacy” for the government
to implement such efforts. This legitimacy stems
from underlying value sets of the nation’s
cultural groups. In Latin America there is deep-
seated antipathy toward government-
implemented family planning among diverse
groups: conservatives oppose contraceptive use
because of commitment to Roman Catholic
values; social reformers have supported limiting
population growth but have been suspicious of
the U.S. emphasis on family planning; and
revolutionaries oppose population growth
limitation either from strict Marxist opposition
to Malthusian theory or from objection to any
social reform that reduces pressures for radical
change. Because Latin America has a high pro-
portion of countries that support fertility reduc-
tion without specific public policies for fertility
planning, successful family planning programs
require a substantial degree of commitment on
the part of strategic groups of leaders. Latin
America’s general public appears to be in a
greater state of readiness for serious collective
population growth limitation than do some of its
leaders (22).

By contrast, Asia has taken the lead in
government-sponsored fertility reduction pro-
grams. The greater penetration of modern colo-
nialism in Asia produced strong nationalist
movements which led to strong political and
organizational commitment to economic devel-
opment and centralized economic development
planning. These antecedents led, finally, to
political decisions for population growth limita-
tion by planning authorities, justified largely on
economic arguments. These decisions led in
turn to government organizations to promote
fertility planning (22).

There are clear differences in outcome be-
tween policies with demographic objectives and
those aimed primarily at improving general
health care. About two-thirds of the countries
with policies to reduce population growth have
either strong or moderate programs. when the
effects of social setting and population program
are compared, more specific policies are shown
to be associated with greater declines in the
crude birth rate after controlling for social set-
ting (table 34); only a high social setting can
overcome a weak policy position. (Social setting
is an index of socioeconomic development level
used by Mauldin and Berelson,)

Three very important considerations lie
behind policy as a level of intervention–the
country’s degree of political commitment, its ad-
ministrative capability, and the ability of
government planning and statistical agencies to
analyze projects and programs with respect to
their population dynamics. Experience to date
indicates that a nation’s political elite must be
committed to population planning efforts to the
extent that it supplies the program—whether
public, private sector, or both—with ample
resources, Highly qualified personnel must be
chosen to administer the programs, bureaucrat-
ic impediments to program effectiveness must
be removed, and program goals given high
visibility in the government’s development plan.
Administrative capability is generally correlated
with the country’s level of development; if levels
of skills are low and basic infrastructure is
weak, institution-building must be a part of the
program. This is a slow, expensive undertaking.
If infrastructure and skills are in place and only

Table 34.–Decline in Crude Birth Rate (percent) by
Social Setting and Nature of Family Planning Policy

1965=75

To reduce For other than
population demographic No program

Social setting growth rate reasons and unknown

High . . . . . . . . . . . . 28(1 1) 21(7) 3(6)
Upper middle. . . . . 15(14) 4(6) 2(4)
Lower middle. . . . . 7(4) 4(8) 2(1 1)
Low . . . . . . . . . . . . . 1(2) 1(4) 2(17)

Number of countries In parentheses.

SOURCE: P. W. Mauldln, B. Berelson, Z. Sykes, “Conditions of Fertility Decline
in Developing Countries, 1905-75,” Studies in Fare//y Planning 6(5):
89-147, The Population Council, New York.
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specific training programs are required, such
training programs can be very cost effective.
When the social setting is less than congenial to
the idea of family planning, political commit-
ment and administrative capability are crucial
(40).

Decline in infant mortality

In the ongoing debate over the relationship
between infant mortality and fertility, it has
generally been believed that infant mortality
rates must begin to decline before fertility rates
will do so. The underlying assumption is that
couples will continue to try to replace children
who die in infancy until they have a sufficient
number to insure the survival of at least several.
Now, however, new evidence from the Euro-
pean demographic transition and from many
LDCs shows that fertility can begin to decline in
countries with high rates of infant mortality.
When various neglect behaviors are im-
plemented toward unwanted children, their
risks of dying rise, and high infant mortality
may be associated with high fertility (see also
Tech. Note A, ch. 4). Although the relationship is
complex, both MCH and family planning pro-
grams respond to an important humanitarian
need to reduce death rates among infants, their
siblings, and their mothers.

Demographic information, education,
and communication efforts

Up-to-date demographic information and
statistics for program evaluation are crucial to
policy development, and to the implementation
and functioning of family planning programs.
Reliable demographic information from cen-
suses and surveys must be available to inform
government leaders of the dimensions of
population growth in their countries. Data col-
lection to document the initiation, growth, and
change of programs is essential, as is the capaci-
ty to analyze demographic data and recognize
the consequences of population growth in terms
of a country’s economic and social goals.

Parallel to this demographic support are IEC
efforts to increase awareness of the effects of
rapid population growth on socioeconomic

goals, and to explain what family planning is
and where services are available. IEC efforts
range from mass media campaigns to the infor-
mation that individual family planning workers
give personally to their clients. Knowledge of
the ability to control one’s fertility favorably in-
fluences use of fertility planning methods; this
use, in turn, increases knowledge and receptivi-
ty to education efforts which, in turn, increase
use of family planning methods (49). This con-
stant feedback process can occur quickly—as
evidenced by the rapid spread of family plan-
ning in Mexico, Indonesia, Colombia, Brazil, and
Thailand-and can establish family planning as
a subject of open and free discussion.

Strategies for the structure and func-
tioning of family planning programs

Contraceptives have usually been available on
a limited basis prior to the establishment of
government programs. Often the private sector,
including the medical profession and social
scientists, has been active in alerting govern-
ment officials and the population’ in general to
the need for family planning services, These
services have in may cases been provided by
local affiliates of IPPF.

In Colombia, the medical community and
voluntary organizations played a major role in
encouraging the government to adopt a popula-
tion policy and to sponsor and implement a
family planning program. The Colombian
Association of Medical Schools (ASCOFAME)
through its division of Population Studies (DEP)
demonstrated the existence of the country’s
population problems by gathering data on fer-
tility and rates of illegal abortion and by
generating awareness of Colombia’s demo-
graphic situation among both medical and aca-
demic professionals and the Colombian people.
Through the combined efforts of ASCOFAME,
Profamilia (IPPF’s Colombian affiliate), other
government and private organizations, and ex-
ternal support, public health personnel were
trained in the delivery of family planning ser-
vices, these services were made available, and
the government was encouraged to undertake a
national program. Much of the institu-
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tionalization of family planning was thus taking
place while the government was formulating its
policy.

Governments must consider not only the
structure of their official programs but the
relative contributions and continuing roles of
those organizations whose family planning ef-
forts precede the implementation of a national
program. ASCOFAME, Profamilia, and the
health ministry continue to deliver services in
Colombia; each organization fulfills varying
roles according to its individual strengths. A
parallel experience is seen in Malaysia, where
the private family planning organization and
government-run program work hand-in-hand.

Most government family planning programs
are located in health ministries or in the mater-
nal and child health sections of health minis-
tries. This is more likely to be the case when
policies are primarily aimed at health care,
although many policies with specific
demographic objectives are implemented
through programs in the health ministry. Coun-
tries also have the option to rely heavily on the
private sector. In these cases the private sector
can include the medical community as well as
affiliates of such nongovernmental organiza-
tions as IPPF. Brazil is a country where cultural
and religious factors mitigate against a strong
population policy at the national level while
family planning activities proceed in various
sectors through state governments and through
extensive use of the medical community and
nongovernmental organizations. The national
government simply does not bar these activities.

Family planning programs located in health
ministries can encounter problems when family
planning priorities are submerged by the de-
mand for basic health services. In Kenya, where
there are fewer than 15 doctors for each
100,000 people and it is impossible for doctors
to reach all patients even for the most basic of
health services, family planning becomes a low
priority health measure. In Korea, by contrast,
there are enough doctors to provide basic
health care and they have been trained in family
planning, incorporated into the system, and
paid for delivery of family planning services.

Locating a program in the health ministry can
cause problems if there is no vehicle (an ex-
ecutive governing board or some form of coor-
dinating and executive power) to expand the
program beyond the ministry. For example,
health ministries are not usually equipped to
launch major education and information cam-
paigns, nor do they have the marketing skills to
launch projects to distribute contraceptives
through commercial channels. In addition, the
health ministry usually focuses on maternal and
child health, which is important but often limits
male access to and involvement in family plan-
ning.

One strategy used by several countries is to
establish a coordinating board that has execu-
tive power to coordinate the various activities of
a family planning program. Thus, as in the case
of Mexico, such a board can coordinate the ac-
tivities of various ministries and the private sec-
tor in order to reach populations with different
characteristics. Mexico’s coordinating board
consists of the directors of the major sources for
health care and family planning in the country.
The board, called Coordination General del Pro-
grama Nacional de Planificacion Familiar, is
under the direction of an executive coordinator
within the Ministry of Health, and is composed
of all cabinet members and heads of institutions
in the health sector, the Directors-General of
the Mexican Social Security Institute and In-
stitute of Social Security for Government
Workers, the Undersecretaries of Planning and
of Health and Welfare, and the Director-General
of the National System for the Integral Develop-
ment of the Family. The board coordinates and
streamlines the family planning effort of the ex-
isting public health infrastructure in order to
expand services, especially to rural and margin-
al zones, and is responsible for setting stand-
ards, creating new programs, and monitoring
the activities of all family planning service
organizations, public and private, in Mexico. It
is a semiautonomous state agency with close ac-
cess to the President through the Executive
Coordinator and the Secretary of Health and
Welfare.

Indonesia also has an autonomous coor-
dinating board. Indonesia’s first 5-year develop-
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ment plan, introduced in 1969, set a target of 3
million family planning users by 1973-74. The
National Family Planning Coordinating Board
(BKKBN) was set up as a separate board with
direct responsibility for reporting to the presi-
dent on family planning activities. This board
does not directly provide contraceptive services
to the public; instead, it coordinates the work of
the various ministries and private institutions
that provide contraceptives and conduct infor-
mational and motivational campaigns. BKKBN
employs fieldworkers who complement staff
from other ministries.

Unfortunately, few data are available on how
the structure of family planning organizations
relates to the effective functioning of the family
planning system. Some data are available from
structure charts of organizations, but how com-
munication channels work or don’t work and
the implications of structure for the functioning
of the system remain to be investigated (24).

Integration of family planning with
other development programs

The belief that integrating family planning
into other development and welfare efforts is
essential to the success of family planning pro-
grams is being given wide currency at a time
when the success of nonintegrated family plan-
ning programs is being well-documented
around the world. Questions thus arise about
the evidence supporting the efficacy of in-
tegrating family planning with other programs.

The rationale for integration and the criteria
used as evidence for its need must be carefully
examined. A government considering an inte-
grated program must first consider its goals, its
target population, the existing infrastructure,
and how the integration is to be carried out.
The process must be carefully planned because
different procedural actions are required when
integration occurs at the service delivery level
than when one ministry is to become a part of
another.

“Integration” usually means integrating family
planning with health or MCH. An inherent prob-
lem is that the addition of a new program to an

already fragile program is apt to weaken both.

Ministries of health are typically weak in LDCs
because of the severity of health problems and
the lack of trained personnel. In the MCH ap-
proach, sick women and children are given pri-
ority. If special hours and specific personnel are
not delegated for family planning, services will
not be delivered. If the family planning budget
is integrated into that of the health ministry,
funds earmarked for family planning may be
diverted to more acute health needs. As MCH
clinics primarily serve women, there is little
motivation or opportunity to incorporate men
into family planning activities. Services tend to
remain clinic based as health ministries rarely
command the educational or marketing exper-
tise necessary to launch non-clinic-based pro-
grams, The rationale for integration into other
sectors—that a plateau is reached in a clinic
based approach—may be valid but it may also be
true that a weak administrative infrastructure
causes a leveling off of new users of contracep-
tion.

Even when there is a definite goal the process
of integration crosscuts several organizational
concerns. Are the linkages to be temporary or
long term? Which development sectors are to be
linked? Is the linkage to be along administrative
or service lines, or both? Does the target
group-rural or urban, male or female, married
or single—warrant an integrated approach?
UNFPA has made a number of recommenda-
tions based on their examination of the ex-
perience of several types of integration in
several countries.

Integration of family planning with rural
development activities can help to improve the
program in specific circumstances:

●

●

Because many rural people are extremely
poor and isolated, current clinic-based pro-
grams are unlikely to reach them, and link-
ing family planning with other development
activities—especially with existing struc-
tures and with the rural community it-
self—can increase the availability of all ser-

vices.

Where there are politically influential
groups who are averse to family planning,
programs can be linked to more popular
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●
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Mobile family planning unit visits a remote village in the Turkish countryside

services in order to make family planning
more acceptable.
It is preferable to focus on integration that
links specialized services at the point of ser-
vice delivery, and to approach with caution
integration that creates large umbrella ac-
tivities. Experience has shown that the
delivery of other services can be added
after the delivery of family planning ser-
vices is established, e.g., addition of oral
dehydration kits to family planning out-
reach workers. Care must be taken not to
overburden workers with too many in-
terventions in settings where unmet health
needs are acute.

Although integrated programs may achieve
some long-run efficiencies and cost reductions,
they require large investments in resources, es-
pecially in the beginning. Integration cannot be

effective when existing personnel are given
heavier workloads without being given the nec-
essary additional resources (23)41,47). In gener-
al, integrating family planning with other devel-
opment interventions works best at the service
delivery level, when the needs of the target
group are carefully considered, and when in-
terventions are simple and straightforward.
when a family planning service delivery system
is strong, other interventions can strengthen
the total program. In Thailand, for example, the
local production of methane gas is among a
number of program interventions incorporated
into the family planning commodities delivery
system. In Mexico, the distribution system set
up for the government’s PROFAM brand of con-
traceptives-was so successful that a major pen
manufacturer asked to include the PROFAM
network of pharmacies in its distribution
system,
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Considerations governing the contra-
ceptive methods provided

Among the most crucial choices a government
must make is that of the methods to be provided
in the country, both within and outside the pro-
gram. Legal considerations and cultural and in-
dividual preferences must be carefully assessed.
Each method has its logistical requirements:
supply considerations, warehousing support,
transport, need for specially trained personnel,
specific types of information and education
campaigns, knowledge of brands available, shelf
life, and cost. Import regulations apply or are
determined by a government’s decision regard-
ing manufacture of contraceptives within the
country, which must take into account the num-
ber and kinds of methods to be distributed. Pro-
duct safety and reliability considerations are im-
portant, as is cultural acceptability, and who
will prescribe and who will use the methods.

Six major factors—in addition to cultural con-
siderations—generally determine the adoption
and use of fertility planning technologies by
governments and national family planning pro-
grams and will continue to do so in the future.
They are: 1) cost of the technologies, 2) ade-
quacy of information about the technologies, 3)
adequacy of sources of supply of technologies,
4) nature of government policies with respect to
importing goods, 5) nature of laws, policies, and
commodity financing arrangements pertaining
to the technologies themselves, and 6) capacity
of program administrators to arrive at and
implement technical decisions about these
technologies.

The fundamental problem that governs tech-
nology transfer in the fertility planning field is
the still unresolved question of who will bear
the very substantial costs associated with the
development, distribution, and use of both pres-
ent and future technologies. Many future tech-
nologies that could be of use in LDCs will be
much more costly than existing technologies ei-
ther because they will be sold at higher prices
than current methods or because it will cost
more to acquire the rights and technical capaci-
ties to manufacture them locally. These prob-
lems of cost will have to be resolved at both na-

tional and international levels among donors
who purchase commodities for LDC programs.

For example, since costs are high, program
managers must have sophisticated knowledge of
the exact contraceptive, packaging, labeling,
and quality control specifications they want if
contraceptives are purchased from private-
sector companies. Costs can often be reduced if
bulk purchases are made. Purchasing from the
private sector offers the advantage of a wide
choice of products and, usually, high quality,
prompt delivery, and good service. In contrast,
purchase of contraceptives from manufacturers
that sell to donors such as AID, UNFPA, IPPF,
FPIA, etc., reduces cost and offers high quality
products and arrangement of procurement,
shipment, and customs clearances. However,
only a limited choice of products may be avail-
able. Given current high costs and the expected
increases in use of contraceptives, many LDCs
will still prefer this route. It is also likely to be
the best option for procurement of new contra-
ceptive methods because of the high costs
associated with other options.

Another option for an LDC government is to
manufacture the commodities locally. (see app.
D for a detailed description of the logistic re-
quirements and processes involved in establish-
ing local manufacture of contraceptives in
LDCs.) The major advantages of local manufac-
ture include the benefits of increased local em-
ployment, technical skills, and output, and,
sometimes, reduced expenditures of foreign ex-
change currency. packaging and labeling can be
designed to meet local specifications and needs.
The interval between manufacture and use of
product is reduced, which is especially impor-
tant for products with limited shelf life. Major
disadvantages include the difficulty of retooling
for new technologies, the narrower range of
choices available, and potentially higher costs.
Most importantly, unless a country is able to
commit the technical and managerial resources
necessary for the highly sophisticated produc-
tion of contraceptives, problems with reliability
of manufacture and product quality can occur.

If a government decides to build up local pro-
duction capacity through strict foreign ex-
change controls and import substitution poli-
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cies, planning and finance ministries will find it
difficult to approve the purchase of new tech-
nologies manufactured abroad. And, as was dis-
cussed in chapter 6, because new methods are
most likely to be developed in MDCs in the next
20 years, governments will need to import
them, at least until they can establish local
manufacturing capabilities. Because govern-
ments are likely to favor local production in the
future, there could be severe delays in local
availability of many new technologies and
blocked access to others.

In addition to these economic considerations,
technical and programmatic factors determine
the method mix in LDCs now and will continue
to do so in the future. The importance of the ef-
fective dissemination of information about the
technologies, on which the transfer of technol-
ogy depends, cannot be exaggerated. For exam-
ple, there are three major variants among IUDs,
and these are further subdivided into almost
100 specific products or techniques, Oral con-
traceptives are available in more than 40 dif-
ferent formulations. Brands with different for-
mulations and dosages often differ in packaging,
cost, shelf life, and side effects. Efforts are now
under way to provide program administrators
with up-to-date information on different meth-
ods; PIACT, the Program for Introduction and
Adaptation of Contraceptive Technology, is dis-
seminating comprehensive information on con-
traceptives to LDCs. Once an administrator de-
cides which contraceptives to purchase, the
sources of supply must be chosen. Contracep-
tives can be purchased from private manufac-
turers or from special manufacturers that sell to
the public sector, obtained as gifts from interna-
tional donors, or manufactured locally. Each
source has attendant advantages and disadvan-
tages.

Levels of expertise and infrastructure are im-
portant in contraceptive choice decisions. Even
if all the information could be listed in a com-
pendium and constantly updated, people would
need special training in order to adequately
evaluate the properties of various methods (36).

Each decision about the method mix in a par-
ticular country is extremely important and has
its ramifications and repercussions. The ad-

ministrator must not only be aware of user
preferences and logistical requirements, but
have up-to-date information and be able to
assess medical properties of the methods. These
considerations are likely to become more com-
plex as overall prevalence rates increase and as
new methods are introduced.

Commercial retail sales and
community-based distribution systems

When a country has determined the structure
of its program, the development of service-
oriented operational strategies is needed.
Governments can choose clinic-based systems
for government-provided services, heavy re-
liance on existing health facilities and utilization
of private physicians, distribution through
nongovernmental private voluntary organiza-
tions, retail sales distribution systems, or
community-based distribution systems, or they
can mobilize all of these sources. Among the in-
novative approaches in current use are com-
munity-based distribution (CBD) programs, and
commercial retail sales (CRS). These systems in-
corporate subsidized government sales through
pharmacies, local boutiques, village centers, and
distribution through institutions and in-
dividuals, and involve people who are closely
linked to the community and well-known to the
clientele they serve. These workers may be
village elders, midwives, merchants, or volun-
teers who assume responsibility for any num-
ber of tasks, including contraceptive storage,
program administration, and transmittal of
family planning education and information. Ap-
proaches differ from country to country, but
several characteristics are common to success-
ful programs. These include prices that are af-
fordable to the target community, culturally ap-
propriate methods, convenient dissemination
techniques, integration of family planning with
other health, nutrition, and socioeconomic
development delivery systems, providing IEC
materials (including population education) along
with methods, efficient and regular systems for
resupply of contraceptives, and adequate
methods of program evaluation.

Innovative advertising has helped make
discussion of contraception and individual pur-
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chase of contraceptives open and acceptable.
Buyers would rather ask for a “panther” in
Jamaica, a “Preethi” (“joy”) in Sri Lanka, or a
“Raja” in Bangladesh than a condom.

Raja (the Bengali word for “king”) is the name
of the condom which is characterized by a pic-
ture of a playing card king, symbolizing strength
and power. The pill is called Maya (affection) and
is associated with a picture of an attractive
woman. The familiar Raja picture adorns the
sails of sea vessels delivering contraceptives to
outlying areas. The picture has become a part of
the country’s successful mass media campaign,
which has included newspaper, cinema, and TV
advertising. This has resulted in Raja and Maya
being the most heavily promoted consumer
items in Bangladesh, next to cigarettes. The
Maya radio jingle is the most recognizable song
on the radio in Dacca (l).

By April 1981, Raja and Maya were available
in some 69,000 outlets in Bangladesh and
monthly sales averaged 4 million Rajas and
44,000 cycles of Maya.

Because CRS projects offer commodities for a
price, there is ongoing disagreement over
whether the contraceptives should be free (as is
often the case in clinic or community-based pro-
grams), or whether a small charge will make the
commodities seem more valuable. Both ap-
proaches have been successful, and social
marketing efforts have substantially reduced
consumer costs in’ many countries (table 35).

Social marketing/CRS programs have had a
number of political and administrative pro-
blems. The need for mass media advertising
campaigns in support of CRS programs can
create political difficulties in securing govern-
ment approval of these efforts, and traditional
attitudes toward and laws governing the use
and sale of contraceptives make program im-
plementation difficult. These projects have,
however, expanded existing family planning
programs, have been highly cost effective, and
have spurred increases in contraceptive sales.
Countries with CRS programs are listed in table
36.

while CRS programs are built into existing
commercial marketing networks, CBD pro-
grams utilize existing social structures and in-
stitutions and were the first extensions, in

Table 35.—Prices to Consumer of Contraceptives
Available Through Commercial Retail Market and
Through Social Marketing Programs in Selected

Countries
(in U.S. dollars)

Country Contraceptive

Price through
social marketing

programa

0.01
0.05
25-45
0.35
0.04
0.40
0.016
0.03
0.17
0.05
0.30
0.11
0.39
1.91
0.013
0.13
0.013
0.15

LDCs, of traditional clinic-based family planning
services, Distribution points include family plan-
ning outreach workers, mobile delivery units,
and contraceptive resupply depots. CBD pro-
grams evolved from demand for better access to
services and a lack of trained health personnel
and facilities in remote rural areas, and operate
in a variety of ways. Some provide services at a
central point in a village, as in Indonesia, while
others feature door-to-door service by way of
household canvassers, as in Egypt and Bang-
ladesh.

Although some of the CBD projects now active
in 38 countries are relatively small, there are
large-scale operations in Bangladesh, Egypt, In-
donesia, India, Mexico, Nicaragua, Thailand,
Colombia, Jamaica, Philippines, Korea, and Sri
Lanka (table 37).

Current evidence shows that many kinds of
household and village distributions can be more
effective than clinic programs. Rates of accept-
ance, continuation, and prevalence consistently
fall within–rather than below–the “ac-

84-587 0 - 82 - 11
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ceptable” range of clinical programs (5). Con-
tinuation rates among oral contraceptive users
in Indonesian CBD programs are higher than
those among clinic-based users (table 38).
Although provision must be made for clinical
support for management of side effects of meth-
ods, costs of operating CBD programs are com-
petitive with clinical approaches. Because volun-
teer personnel are extensively used, these costs
are expected to decline.

The availability of family planning
services

Few assessments of the conditions of fertility
decline in LDCs take account of differences in
the availability of contraception among coun-
tries because of the paucity of reliable data, Yet
these differences are at least as great as the
socioeconomic differences among LDCs. There-
fore, to examine rural-urban and education dif-
ferentials in contraceptive use without first
ascertaining whether distribution of services to
urban, and better educated, women varies is to

Table 37.—Countries Having Community-Based
Distribution Programs, 1980

Asia Middle East/North Africa
Bangladesh Egypt
China Lebanon
Hong Kong Morocco
India Sudan
Indonesia Tunisia
South Korea
Malaysia
Nepal Sub-Saharan Africa
Papua New Guinea Ghana
Pakistan Liberia
Philippines Nigeria
Sri Lanka
Taiwan
Thailand

Latin America and the Caribbean
Brazil
Colombia
Dominican Republic
Ecuador
El Salvador
Grenada
Guatemala
Haiti
Honduras
Jamaica
Mexico
Nicaragua
Panama
St. Lucia
St. Vincent
Trinidad and Tobago

SOURCE: Family Planning in the 1980’s: Review of the Current Status of Family
Planning (Annex to the Background Document), International Con-
ference on Family Planning in the 1980’s, April 1981, Jakarta, ln-
donesia. Cosponsored by the UNFPA, IPPF, and the Population
Council.

Table 38.-Continuation Rates for OCs in Clinic-
Based and Community. Based Programs: Village

Family Planning Program, Indonesia

OC users

Time resupply depot

period Clinic Village
12 months. . . . . . . . . . . . . . . . . . . . 65.9 76.3
24 months. . . . . . . . . . . . . . . . . . . . 47.7 61.5
36 months. . . . . . . . . . . . . . . . . . . . 33.1 47.9

SOURCE: J. R. Foreit, M. E. Gorosh, D. G. Gililespie, C. G. Merritt, “Community-
Based and Commercial Contraceptive Distribution: An Inventory and
Appraisal,” Population Reports, series J, No. 19, March 1978, Popula-
tion Information Program, Johns Hopkins University, Baltimore
Md.

ignore a causal link in the factors influencing
the use of family planning. In order for con-
traception to be used, information, services, and
supplies must be available (2). Services and sup-
plies are unavailable if the financial cost is too
high, if clinics are open at hours convenient on-
ly to clinic staff, if supplies are insufficient or
privacy is lacking in clinics, etc.
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Availability research carried out in the course
of recent national fertility surveys has focused
on a single index of availability, the perceived
availability of family planning services and their
relationship to contraceptive use. Rodriguez
(34) analyzed the perceived accessibility (ac-
cessibility and availability are used inter-
changeably) of services in terms of women’s
perceptions of travel distance to the nearest
outlet and the relationship of this distance to
use of family planning methods in Nepal, Colom-
bia, Costa Rica, Korea, and Malaysia. In Nepal,
only 6 percent of currently married women
know where contraceptives are available, and
only 2 percent know of a place less than 2 hours
away from their homes. In Nepal, 27 percent of
those who live within 2 hours of an outlet use a
method in contrast to 14 percent of those who
live within a day or more of a source. In every
country except Costa Rica (where virtually
everyone knows of an outlet nearby), the closer
the source the more likely women are to be us-
ing it (table 39). Traditional associations with
education and rural-urban residence are not as
strongly tied to use of contraceptives when the
nearness of an outlet is controlled. The reduc-
tion in association is most marked in Nepal,
where sources are rarely available in rural
areas.

The relationship between current use of con-
traceptives and knowledge of the distance to an
outlet is shown for 10 countries in table 40. The
level of motivation is obvious when even 30 or
40 percent of women who live 30 minutes or
more from an outlet are using contraception. Ef-

forts to provide more accessible services could
result in higher levels of use.

Incentives

Because incentive schemes to increase family
planning vary considerably, their impact on fer-
tility cannot be adequately assessed. Never-
theless, they have engendered considerable con-
troversy—less because the incentives them-
selves are inherently discriminatory or coercive
than because of the ways in which they have
been implemented. India’s widely publicized
sterilization campaigns are a prime example.

An incentive is here defined as something of
value (usually, though not always, financial)
given by a government or an organization to an
individual, couple, or group to encourage cer-
tain fertility planning behaviors. Both the
‘(value” and the ‘(behavior” must be specified for
each type of incentive scheme.

Value is usually specified in terms of
payments in cash or commodities (government
provision of family planning services and/or
commodities is excluded because many govern-
ments already provide these services free or at
minimal cost), but can be in the form of indirect
benefits. In Singapore, for example, access to
better education is offered as an incentive to en-
courage couples to have small families. Educa-
tion is free for their first two children, but costs
rise for third and higher order births.

The desired fertility planning behavior is
specified by the government or organization

Table 39.—Percentage of Currently Married Women Using an Efficient
Contraceptive by Perceived Availability of Services

South
Colombia Costa Rica Korea Malaysia Nepai
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Table 40.-Contraceptive Use Among Currently Married Women Who Knew a Family
Planning Source, and Travel Time to Outlet

Percent currently married
women using contraception

Know outlet

Travel time Do not
Country date Less than 30 minutes know
and survey Total 30 minutes or more outlet

Costa Rica, CPS, 1978 . . . . . . . . . . . . . . . . . . 67.5
Panama, WFS, 1976 . . . . . . . . . . . . . . . . . . . . 59.9
Colombia, WFS, 1976 . . . . . . . . . . . . . . . . . . . 55.2
Thailand, CPS, 1978 . . . . . . . . . . . . . . . . . . . . 52.9
South Korea, CPS, 1978 . . . . . . . . . . . . . . . . . 50.7
Mexico, WFS, 1976 . . . . . . . . . . . . . . . . . . . . . 50.3
indonesia, WFS, 1976 . . . . . . . . . . . . . . . . . . . 47.6
Mexico, CPS, 1978 . . . . . . . . . . . . . . . . . . . . . . 47.4
Philippines, WFS, 1978 . . . . . . . . . . . . . . . . . . 43.9
Malaysia, WFS, 1974 . . . . . . . . . . . . . . . . . . . . 39,3
South Korea, WFS, 1974 . . . . . . . . . . . . . . . . . 39.0
Kenya,WFS,1978 . . . . . . . . . . . . . . . . . . . . . . 13.0
Pakistan,WFS, 1975a.... . . . . . . . . . . . . . . . 7.7

88.8
NA

57.2
56.6
52.0
52.4
NA

51.4
47.2
42.3
41.2
15.5
NA

63.0
NA

51.4
44.8
46.9
48.6

NA
32.2
38.0
34.7
38.9
12.3
NA

providing the incentive, and in most cases is the
adoption of a particular method—the IUD, for
example—or consent to a sterilization. In
Singapore, limiting family size to two children is
the desired birth platining behavior.

In some incentive schemes payment is made
to a “diffuser,” who motivates individuals to use
specific methods, to a ‘(provider,” such as the in-
dividual who inserts an IUD, or to a community
when its percentage of couples practicing con-
traception reaches a target level.

Most current schemes usually include the
following elements: the government is the gran-
tor of incentives; payment is made to individuals
rather than groups; funds come from the pro-
gram budget; cash rather than in-kind incen-
tives are used; immediate and single, rather
than installment and deferred, payments are
made; payments are of a fixed amount and are
made at the time of adoption of a family plan-
ning method; and incentives are positive rather
than negative.

Table 41 contains a listing by country of in-
centives paid for IUD insertion and contracep-
tive sterilization (no countries are paying incen-
tives to pill or condom users). In Bangladesh, In-
dia, Pakistan, and the Republic of Korea, incen-

tives are paid to the diffusers. In most Asian
countries the medical practitioner who inserts
IUDs is reimbursed on a fee-for-service basis.

Voluntary sterilization has been a traditional
focus of incentive schemes. Many payment
schemes have been tried; clothing was given to
those undergoing sterilization in India and food
rations were offered in India and the Republic
of Korea. In 1974, Singapore relaxed certain of
its disincentives for families who chose steriliza-
tion. If one parent is sterilized, the fourth child,
who would otherwise be given lower priority in
primary school admission, is given the same
priority as the first three, and women with two
or more living children, who are not otherwise
entitled to paid maternity leave, receive this
benefit if they choose postpartum sterilization
(table 43).

Governments that elect to implement incen-
tive schemes must plan carefully to avoid com-
promising individual choice. Incentives cannot
substitute for full availability of services, and
although culturally defined, questions of coer-
cion must be carefully considered. The often
overlooked aspect of coercion is the social coer-
cion to have more children than are wanted.



Ch. 7—Factors That Affect the Distribution, Acceptance, and Use of Family Planning in LDCs ● 151

Table 41.—lncentives Provided for IUD Insertion, by
Country (1975-77)

Incentives
provided to Fees charged to

Region and diffused user in U.S.
country provider dollars

Africaf

Botswana . . . . . . . . . . . . .
Egypt . . . . . . . . . . . . . . . . .
Gambia a . . . . . . . . . . . . . .
Ghana . . . . . . . . . . . . . . . .
Kenya 2 . . . . . . . . . . . . . . . .
Mauritius . . . . . . . . . . . . . .
Morocco . . . . . . . . . . . . . .
Zimbabwe . . . . . . . . . . . . .
Tunisia . . . . . . . . . . . . . . . .
Uganda . . . . . . . . . . . . . . .
Asia and Pacific
Bangladesh. . . . . . . . . . . .
China 3b . . . . . . . . . . . . . . .
Fiji . . . . . . . . . . . . . . . . . . .
Hong Kong . . . . . . . . . . . .
India C . . . . . . . . . . . . . . . . .
Indonesia . . . . . . . . . . . . .
Malaysia . . . . . . . . . . . . . .
Nepal . . . . . . . . . . . . . . . . .
Pakistan d . . . . . . . . . . . . . .
Philippines . . . . . . . . . . . .
South Korea . . . . . . . . . . .
Singapore . . . . . . . . . . . . .
Sri Lanka . . . . . . . . . . . . . .
Thailand . . . . . . . . . . . . . .
Turkey . . . . . . . . . . . . . . . .
Americas
Chile . . . . . . . . . . . . . . . . . .
Colombia . . . . . . . . . . . . . .
Costa Rica. . . . . . . . . . . . .
Dominican Republic. . . . .
El Salvador . . . . . . . . . . . .
Guatemala . . . . . . . . . . . .
Honduras . . . . . . . . . . . . .
Jamaica . . . . . . . . . . . . . . .
Mexico . . . . . . . . . . . . . . . .
Nicaragua . . . . . . . . . . . . .
Puerto Rico . . . . . . . . . . . .

—
0.58-1.15

—
—

3.00-4.00
—
—

0.50-2.00

0.40-0.80
—

0.14-0.27

0.24-0.47
0.25-0.60

—
0.42-1.05

—
—

—
—
—

—

—
—
—
—

SOURCES:

Legal considerations

Legal considerations apply to four major areas
in the implementation of family planning pro-
grams:

1.

2.

3.

4.

dissemination of fertility planning informa-
tion and provision of methods;
distribution of fertility planning meth-
ods—whether a prescription is required,
which methods can be sold and where, and
who can provide the services (included
here are laws governing voluntary steriliza-
tion and induced abortion);
training requirements for personnel who
will distribute contraceptives; and
who shall be eligible to obtain family plan-
ning advice and contraceptives. - -

Eligibility is especially relevant where both
premarital and extramarital sexual activity con-
tribute significantly to fertility rates (30).

Legislation that specifically affects women
and their positions in the family is important
because it affects the options available to them
beyond their traditional roles as wives and
mothers, In some countries, under Moslem law,
a husband can terminate a marriage by simply
declaring his intention to do so to his wife. In
others, married women must be represented in
judicial proceedings by their husbands, cannot
work without their husband’s permission, and
often need the approval of their husbands be-
fore they can avail themselves of family plan-
ning services (30).

As pointed out in chapter 4, minimum age at
marriage is a direct determinant of fertility
change. Directly related to changes in age at
marriage is the legal right of women to consent
to a marriage, a right still not available in many
countries. Child betrothal and subsequent early
marriage also aggravate the low position of
women, both because they lack free choice and
must marry while young, and because husbands
are traditionally 2 to 5 years older than their
wives. Although many countries have set mini-
mum ages for marriage, these laws are not al-
ways strictly enforced, and may not be suffi-
cient to raise the status of women unless
women are given opportunities beyond
childbearing, such as education and paid em-
ployment.
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Table 42.–incentives Provided for Sterilization, by Country, 1975-77

Cash payments to:

Region and Fees charged to
country User (U.S. dollars) Provider (dollars) user (dollars)

Africa
Botswanaa

Tunisia (female)
(male)

Asia and Pacific
Bangladesh (male)
Hong Kong
India

Indonesia
Iran
Malaysia
Nepal
Pakistan (male)

(female)
Singapore
Sri Lanka
South Korea

Thailand

No cash payment
11.65

2.10
No cash payment

2.00-3.00

No cash payment
No cash payment
No cash payment
No cash payment

1.50
2.00

No cash payment
No cash payment
No cash payment

No cash payment

2.35
4.89

2.10’

1.37
0.69’

—

—
1.98
1.50
2.00

—
10.50
(for

31.50
(for
0.74’

0.57
Free
Free

Free b

2o.ood

Free
Free
Free
Free
Freec

0.50’ Free
0.50’ Free

1.68
Free

male)

female) Free

2.50 (male)e

7.50 (female)

When family planning information is
restricted, couples can remain unaware that
they can limit their fertility. In Chad and several
other countries, an old French law makes it a
criminal offense to disseminate “contraceptive
or antinationalist propaganda” through
speeches in public or by placing in “public chan-
nels” books, written material, drawings, pic-
tures, or posters. A major restriction on con-
traceptive distribution in LDCs is the require-
ment for a prescription. In Nigeria, where a pre-
scription is required for oral contraceptives,
there is one physician for each 40,000 people.
(In some countries where prescriptions are re-
quired for the pill, the legal requirement is ig-
nored and they are available on a nonprescrip-
tion basis in the private sector (48).)

The status of induced abortion is always legis-
lated. Even where induced abortion is legal, ac-
cess to properly performed procedures can be
impeded because restrictive legal provisions
limit induced abortion to hospital settings or
determine who may perform the procedure. If
only physicians may legally perform first tri-

mester abortions in countries where the num-
ber of physicians is limited, illegal abortions
continue to be performed by untrained person-
nel.

In many LDCs, where marriage is nearly
universal and takes place at a very young age,
premarital sexual activity is negligible and laws
that restrict access of supplies and/or informa-
tion to married adults are not a problem. In
countries where there is increasing demand
from adolescents and single adults for con-
traceptive information and supplies, laws that
restrict dissemination of family planning educa-
tion in schools and other settings can interfere
with the ability of these individuals to plan their
fertility (30).

Do family planning programs make a
difference?

Although there are exceptions, and the
reasons for these exceptions are fairly well
known, family planning programs do make a



Ch. 7—Factors That Affect the Distribution, Acceptance, and Use of Family Planning in LDCs ● 153

difference in reducing fertility. In 1978,
Mauldin, Berelson, and Sykes undertook a ma-
jor analysis to determine the relative contribu-
tions of program effort and social setting (level
of socioeconomic development) to fertility
declines in LDCs. Countries classified by both
strength of family planning effort and level of
socioeconomic development produced the
groupings in table 43. The authors found that:

● In 94 LDCs during 1965-75 there were
significant—some quite spectacular—fertili-
ty declines.

● The large countries—those with popula-
tions of 35 million or more—showed greater
declines than did the smaller countries
(although Bangladesh, Pakistan, and Nigeria
are exceptions to this).

● The better-off countries, particularly those
near the top in table 43, do better than the
less well-off. But, on balance, family plan-
ning programs have a significant, indepen-
dent effect over and above the effect of so-
cioeconomic factors. Weak programs might
as well not exist, so far as fertility reduction
is concerned.

● The longer a family planning program has
been in operation, the greater its effect
(although several weak programs have ex-
isted for many years).

● Countries that have adopted population
policies with demographic goals to reduce
their rates of population growth have ex-
perienced much greater fertility declines
than countries without family planning pro-
grams or countries whose programs were
adopted for health reasons only.

● There is synergism between social setting
and program effort. Countries that rank
well on levels of socioeconomic variables
and also make substantial program effort
average much greater declines than do
countries that have one or the other, and
far greater declines than those with nei-
ther. A country that wants to reduce its fer-
tility should seek a high degree of moderni-
zation (which of course all do, and find cost-
ly and difficult) and should adopt a substan-
tial family planning program; for countries
at or near the bottom of the socioeconomic
scale, a special kind of determination—as
found in India, Indonesia, and China—is re-

quired to implement a strong program ef-
fort (19).

The contributions of various factors to ob-
served fertility declines can be separated. These
contributions vary among countries, but on av-
erage, about 60 to 65 percent of the decline in
fertility is attributable to social setting, 15 to 20
percent to the family planning effort of the pop-
ulation program, about 5 to 10 percent each to
the age structure of the population and to pro-
gram efforts to raise age at marriage, and about
15 to 25 percent to various unknown or un-
measured factors (table 44). Program effort thus
accounts for 20 to 25 percent of the observed
declines in fertility between 1965 and 1975.

McGreevey (18) added national income
distribution to the index that Mauldin and
Berelson used (the original index used GNP and
GNP per capita), in an attempt to relate distribu-
tion of income to changes in fertility. He found
that fertility is higher when poor people are
much poorer relative to the rich. If the poor
stay poor relative to the rich, fertility will
decline more slowly than if the poor raise their
relative income levels. He also added a govern-
ment index which was associated with fertility
decline, further confirming the Mauldin and
Berelson finding that program effort may be an
index for effective government in general.

Tsui and Bogue (42) extended the analysis by
adding the total fertility rate at the time the
family planning program was initiated. This ad-
ditional variable serves as an index for a fertility
decline which may or may not already be in pro-
cess when the program begins. They found the
greatest effect on the total fertility rate of 1975
to be associated first with this rate for 1968 (the
index of whether a fertility decline may be in
process); second, with family planning program
effort; and third, with socioeconomic variables.

Another approach to assessing the impact of
family planning programs is to first estimate the
fertility change resulting from a particular
change in contraceptive use and then use these
estimates to determine the effect on fertility
rates of a family planning program. Two coun-
tries for which these analyses have been carried
out are Thailand and Colombia. Khoo and Park
(16) estimated that some 200,000 births were
probably averted by the Thailand program in
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Table 43.-Crude Birth Rate Declines (in percents), by Social Setting and Program Effort: 94 LDCs, 1965-75

Program effort

Strong Moderate Weak
(20 +) (10-19) (o-9) None

Social setting Country Decline Country Decline Country Decline Country Decline Total

High

Upper middle

Singapore . . . . . . . . .40% Cuba . . . . . . . . . . .40°/0 Venezuela .. ......1 10/0 Korea, North . . . . . . . . 5%
Hong Kong . .......36 Chile . . . . . . . . .. .29 Brazil . . . . . .......10 Kuwait . . . . . ........5
Korea, South .. .....32 Tdnldad and Mexico . . . . ........9 Peru . . . . . . . ........2
Barbados. . . .......31 Tobago .. .....29 Paraguay . . ........6 Lebanon. . . . ........2
Taiwan. . . . . .......30 Colombia .. .....25 Jordan . . . . . ........1
Mauritius. . . .......29 Panama. . . . . . .. .22 Libya . . . . . . . . . . . . – 1
Costa Rica . .......29
Fiji . . . . . . . . .......22
Jamaica . . . .......21

Mean . . . . .......30 Mean . . .......29 Mean. . . . . . . . . . . .9 Mean . . . . ........3 19%
Median . . .......30 Median .. .....29 Median . .........9.5 Median. . . ........2 22

China. . . . . . .......24 Malaysia . .......26 Egypt . . . . . .......17 Mongolia . . . ........9
Tunisia . . .......24 Turkey. ... , .. .....16 Syria. . . . . . . ........4
Thailand . .......23 Honduras .,.... ..,.7 Zambia . . . . . . . . ...-2
Dominican Nicaragua , ........7 Congo . . . . .......-2

Republic ... ...2l Zaire . . . . . . . . . . ....6
Philippines . . . . . .19 Algeria . . . . ........4
Sri Lanka . . . . . . . .18 Guatemala . . . . . . ...4
El Salvador . . . . . .13 Morocco . . . . . . . ....2
Iran . . . . . ........2 Ghana . . . . . . . . . . ...2

Ecuador . . . ........0
Iraq . . . . . . . ........0

Mean . . . . .......24 Mean . . .......18 Mean. . . . . . . . . . ..6 Mean . . . . ........2 10
Median . . .......24 Median .. .....20 Median . . ........4 Median ... ... .....l 7

Lower middle

Vietnam, North. ....23 India . . . . .......16 Papua
Indonesia .. .....13 New Guinea . . . ...5

Pakistan . . . . . . . . . . .1
Bolivia . . . . ........1
Nigeria . . . . . . . . ....1
Kenya . . . . . . . . . ....0
Liberia . . . . ........0
Haiti . . . . . . ........0
Uganda . . . . . . . . . .-4

Mean . . . . .......23 Mean . . .......14 Mean. ... ... .....l
Median . . .......23 Median . ......14.5 Median . . . . . . . . ..0.5

Angola . . . . . . . . . ....4
Cameroon . . ........3
Burma . . . . . ........3
Yemen,

P.D.R.of . . . . . . . . ..3
Mozambique ,. ......2
Khmer/

Kampuchea. . . . ...2
Ivory Coast . ........1
Senegal . . . . ........0
Saudi Arabia... .....0
Vietnam,South ......0
Madagascar .. ......0
Lesotho ... ... ....–4

Mean . . . . ........1 3
Median . . . . . . . ....1.5 1

Tanzania . . . . . . . ....5
Dahomey . . ........3
Bangladesh .. ......2
Sudan . . . . . . . . . . ...0
Nepal . . . . .......-1
Mali . . . . . . . . . . . ..-1
Afghanistan . . . . ..-2

Low

Mean. . . . . . . . . . ..1
Median . . . . . . . . . .0

Laos . . . . . . . . . . .....5
Central African

Republic . ........5
Malawi ..,...... ....5
Bhutan . . . . . . . . .....3
Ethiopia . . . . . . . . . ...2
Guinea . . . . . . . . .....2
Chad . . . . . . ........2
Togo . . . . . . . . . . . ....2
Upper Volta . . . . .....1
Yemen . . . . . ........1
Niger . . . . . . ........1
Burundi . . . . ........1
Sierra Leone .. ......0
Mauritania . . . . . .....0
Rwanda . .........0
Somalia ......, .....0

Mean . . . . ........2 2
Median . . . . . . . . ...1.5 1

Mean 29 21 4 2 9
Median 29 22 2 2 3
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Table 44.–Sources of Fertility Decline in 94 LDCs During 1965.75

Age Marital Marital
Factor structure patterns fertility Total

1975, and that 47 percent of the decline in fer- In both of these cases the presence of family
tility between 1968-69 and 1975 could be at- planning programs has clearly made a dis-
tributed to contraceptive protection provided ference. The declines in birth rates would not
by the program. Londño and Bogue (17) found have been as great if the programs had not
that about 56 percent of the fertility decline made fertility planning services widely
observed in Colombia from 1964-75 is attrib- available.
utable to organized family planning programs.

Meeting future needs

At least 495 million couples (excluding China)
will need contraception in 2000 (See table 51,
ch. 9). If fertility were to fall to replacement
levels over the short term, there would have to
be a fourfold increase in contraceptive use at a
minimum cost of $4.5 billion in 1980 dollars.
Although there are regional differences, and
countries within regions vary widely, several
policy and program issues will be of concern for
both the short and long term: 1) allocating re-
sources; 2) establishing cost effective, self-
supporting programs; 3) expanding availability
of services to reach rural populations; 4) in-
tegrating family planning with other compo-
nents of development; 5) strengthening pro-
gram management; 6) increasing opportunities
for women and raising their status; and 7) effec-
tively using present and new technologies (45,
46).

Allocating resources

Although over 90 percent of the population of
the developing world lives in countries that

have formal policies in support of family plan-
ning, the financial commitment of their govern-
ments to family planning remains a small frac-
tion of current health expenditures. In many
countries, half or more of total government
health budgets are devoted to a few urban hos-
pitals and clinic based medical systems that do
not reach the vast majority of the country’s ru-
ral poor. Developing administrative systems to
effectively provide fertility planning services to
rural areas is one of the most important tasks
for the next 10 to 20 years.

Establishing cost effective,
self-supporting programs

Development of the private sector through
social marketing techniques is crucial to the
gradual self-financing of family planning pro-
grams in LDCs. These systems not only effec-
tively reach rural areas where clinic coverage is
weak and expensive to maintain, they also allow
governments to put resources into medical sup-
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port for MCH and for complications due to con-
traceptive use.

Countries that use multiple delivery
systems—government health services, private
physicians, private family planning clinics, com-
mercial retail sales networks, and community-
based distribution systems—can give couples
the advantages of a comprehensive range of
methods. Moreover, because many of the meth-
ods most easily distributed in community-based
systems (condoms, pills, spermicides, etc.) need
only backup medical sew-ices, a
systems is also cost effective.

Expanding the availability
to reach rural populations

multiplicity of

of services

Countries with strong programs where fertili-
ty is beginning to fall have been, for the most
part, “easy,” that is, these countries have
relatively high levels of socioeconomic develop-
ment, a fair degree of infrastructure, and
trained personnel. The countries that will need
support for the next 20 years are “difficult.”
These are countries that will require innovative
approaches to reach rural populations and ma-
jor efforts to train personnel and develop infra-
structure capabilities and support for basic
health services. In most, only small sectors of
urban populations presently have real access to
family planning services.

Rural couples who have sufficient resources
and time can usually obtain some type of con-
traceptive method, but full access to family
planning services—nearby presence of an outlet
that offers services, information, and supplies,
without major cost or inconvenience—remains
out of reach of all but a few rural populations in
LDCs.

Integrating family planning with other
components of development

Although family planning programs have
traditionally been linked in varying degrees
with other health services, recent efforts have
combined family planning with other communi-
ty services (e.g., nutrition, nonformal education)
and existing organizations (e.g., cooperatives,
women’s clubs). Because most of these projects
require significant collaboration between agen-

cies in allocation and control of resources,
determination of priorities, and development of
personnel policies, integration attempts often
encounter administrative problems. Their ex-
perimental nature can also make them expen-
sive to establish, particularly where few devel-
opment services are in place. A decentralized
approach that identifies and meets community
level needs, focuses on primary health care, and
capitalizes on local institutions appears to hold
the most promise.

Strengthening program management

As the demand for services grows and pro-
grams expand in coming years, a crucial need
will be for well-trained, highly skilled managers
for family planning programs; experience has
shown that expert managers can have tremen-
dous impact on program performance. Senior
management skills, which tend to be in short
supply in LDCs, will be a major need, but
substantial numbers of middle-level managers
and supervisory personnel and a wide range of
family planning workers will also be required.
Governments will have to give high priority to
management recruitment and training and to
devising the new directions and flexible, innova-
tive approaches that will be necessary to
broaden services provision. Decentralized
organizational structures designed to foster
local decisionmaking and community participa-
tion will be needed to supplement today’s large-
ly centralized organizational patterns.

Increasing opportunities for women
and raising their status

Women in many LDCs are restricted in their
ownership of property, their ability to marry
and divorce, their freedom of movement and
employment, and their access to education and
other resources. These social and economic con-
straints adversely affect their status and
strengthen existing cultural pressures for
women to define their lives solely in terms of
their maternal roles. Improving the status of
women through legal change, greater access to
education and income-generating opportunities,
and fuller participation in community life are
key factors in redressing this imbalance. Great-
er ability to control decisions about their fertili-
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ty will benefit women as spouses, mothers,
and/or active members of the community, and
enable them to make important contributions to
the development process.

The needs of adolescent women in LDCs to-
day are particularly acute. There are far more
adolescents in the world at present than ever
before in history because of high fertility in the
recent past, and their potential fertility is far
greater than that of their counterparts of pre-
vious centuries because better nutrition has
lowered the age of menarche, making these
adolescents capable of childbearing at much
younger ages.

Their access to contraceptive services is fre-
quently limited, especially in LDCs, and those
who do use contraception tend to use ineffec-
tive methods. In Latin America, for example,
most married teenagers have never used a con-
traceptive method even though they want to
limit their fertiliy. Many use ineffective meth-
ods—some by choice—but often because of in-
sufficient supplies or difficult access. Special ap-
proaches responsive to the needs of this vast
group of young people will require major family
planning program efforts in coming decades.
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